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W 000

Bldg. 00

W 104

Bldg. 00

This visit was for the investigation of
complaint #IN00160755.

Complaint #IN00160755, Substantiated,
Federal and State deficiencies related to
the allegation are cited at W104, W149,
W159, W331 and W460.

Dates of survey: March 5 and 6, 2015.
Surveyor: Kathy Wanner, QIDP

Facility Number: 000809
Provider Number: 15G290
AIMS Number: 100243730

These federal deficiencies also reflect
state findings in accordance with 460
IACO.

Quality review completed March 17,
2015 by Dotty Walton, QIDP.

483.410(a)(1)

GOVERNING BODY

The governing body must exercise general
policy, budget, and operating direction over
the facility.

W 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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Based on record review and interview, W 104 W 104 Governing Body 04/05/2015
the governing body failed to exercise The governing body must exercise
. . . general policy, budget, and operating
operating direction over the group home direction over the facility.
by failing to establish a system of
oversight which ensured the home 1. What corrective action will
maintained sufficient supplies to provide be accomplished?
the prescribed diets for 2 of 3 sampled _A“ staff will be retrained on
clients (A and B) and 1 additional client ;he pOl.lcy for .Abuse. anq Neglect
ollowing the investigation of the
(H) per their physician's orders. incident during their team meeting.
Employment was terminated
Findings include: for HM #1 following the outcome of
the investigation.
. . A new Home Manager and
Facility records were reviewed on 3/5/15 Program Director have been hired.
at 11:34 A.M. including the Bureau of The new Home Manager and
Developmental Disabilities Services Program Director have attended a
(BDDS) reports. The BDDS reports training that addressed medical
indicated the following: communication expectations, med
cabinet checks and ordering, how to
documentation medication errors,
A BDDS report dated 11/27/14 for an MAR’s monitoring, dietary
incident on 11/26/14 at 10:00 A.M. monitoring and recommendations,
indicated "It was reported on 11/26/14 and understanding of risk plans and
that there was no liquid thickener in the protocols on 3-6-15.
. k . The new Home Manager
house for [client A]. It is undetermined at attended training that addressed med
this point, how long he was without cabinet checks and the expectations
thickener. He had no choking incidents. of meal observations on 3-27-15.
An investigation is underway. The Home b Th;_new Home ?Zﬂger 'f‘nfi
rogram Director attended a training
Man:e.lger (HM#1) has been suspended that addressed scomm and staff
pending the outcome of the communication on 3-19-15.
investigation." The new Program Director
attended a training that addressed
A BDDS follow-up report dated 12/5/14 supervisory visits on 3-24-15.
Ny " . L The Home Manager will be
indicated "The investigation has
> expected to complete weekly med
concluded. The allegation of neglect was cabinet and supply checks. These
substantiated. The HM's (HM #1's) checks will be turned into the
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employment has been terminated. [Client Program Director weekly for review.
A] did not have difficulty drinking _ The Home Manager will order
. . .. . . additional thickner when down to
without thickened liquids. Thickener is one bottle
now in the house and being used. All The Home Manager will turn
staff will receive a Record of Discussion in all supply orders to the Area
to retrain on following all clients' dining Director for approval. Supplies will
plans and reporting to the next person in be ordered monthly and as needed.
i Staff will complete end of
the chain of command, when they see . o )
] ) i shift communication using scomms
that the HM is not addressing their in Therap. This communication will
concerns." also include the Home Manager,
Program Director and Nurse.
The facility's internal investigation . Endof shift communication
. will be reviewed by the Home
documentation dated 12/1/14 was .
i Manager, Program Director and
reviewed on 3/5/15 at 11:45 A.M. The Nurse to ensure that staff’s requests
documentation indicated "[Name of and concerns are addressed.
commented in her letter of resignation how to C(,’m? lete egdﬂi’f shift i
communication an € expectations
(dated 11/24/14) she had concerns for what to include during their team
. , .
regarding the group home 'always being meeting.
low on groceries', being out of cranberry All staff will be trained on the
and prune juice as needed per the MAR reasons to contact the Home '
(medication administration record), and Manager at their next hom,e meeting.
havi hick f i Al A All staff will be trained on
HOt_ aving thic ene'r (?r [client A]. who to contact in the event they are
review of communication between [DSP unable to reach the Home Manager
#1] and [name of HM #1] reflects [DSP or when the Home Manager does not
#1] asking [HM #1] on 11/18/14 8:40 address their concern adequately.
A.M. where [client A's] thickener is as . During the ngran?
he looked in the kitch Director’s monthly supervisory
[DSP #1] says she looked in the kitchen visits, the Program Director will
area and couldn't find it. [DSP #1] added check the supply of the
they used the last of it that A.M. On recommended dietary needs (i.e.
11/18/14 11:44 AM. [HM #1] replied to thickner, prune juice, cranberry juice,
[DSP #1] that she (HM #1) will have to etc.) ,
The Home Manager will
make sure some .gets ordered and there complete monthly a meal observation
should be some in the med room to to ensure that the diets are being
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maybe tie over (sic). Added she will put followed properly. This
in an order that day. On 11/19/14 12:25 documentation will be turned into the
. i Program Director for review.
P.M. [DSP #1] replied to [HM #1] that e Nores will chock he
she had used it yesterday A.M. On supply of the recommended dietary
11/20/14 4:32 A.M. [DSP #1] asked [HM needs (i.e. thickner, prune juice,
#1] how long it takes to get [client A's] cranberry juice, etc.) while she is in
thickener adding that she is concerned, the.?ome completing her monthly
. . . VISILS.
since they are out of thickener, he will The Home Manager will
have a choking incident ...." Evidence complete bi-weekly home
supports [HM #1] was aware on 11/18/14 observations. This documentation
that [client A] did not have will be turned into the Program
thickener...order for thickener on Dlrecm; lforpre“ew‘ Director will
. . € rFrogram D1rector wi
11/22/14...with expected delivery date of £
complete monthly home
11/28/14. observations.
The risk and dining plans of
Client A's record was reviewed on 3/5/15 Clients A and B will be reviewed
at 12:49 P.M. Client A's physician's order with all staff at their team meeting.
indicated he was on a pureed diet with 2. How will we identify other
liquids thickened to a nectar consistence. residents having the potential to be
Client A was to have eight ounces of affected by the same deficient
prune juice every morning and cranberry practice and what corrective
juice (no amount indicated) daily. action will be taken?
All residents have the
potential to be affected by the same
Client B's record was reviewed on 3/5/15 deficient practice.
at 12:52 P.M. Client B's dining plan All staff will be retrained on
indicated she was to have eight ounces of the policy for Abuse and Neglect
cranberry uice dail following the investigation of the
1y ¥ incident during their team meeting.
Employment was terminated
DSP #2 was interviewed on 3/5/15 at for HM #1 following the outcome of
4:35 P.M. DSP #2 stated, "We were the investigation.
without thickener for about a week, A new Honﬁe Metl)nage}rl anj
. .. P Direct ired.
maybe a little longer. Cranberry juice was mgrar?hellr;;o;loi‘::h;;;ag:rean d
out for way longer then the thickener. Program Director have attended a
Prune juice was four days." When asked training that addressed medical
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which clients were to get cranberry juice communication expectations, med
and/or prune juice, DSP #2 stated "[client cabinet checks and ordering, how to
B lient A d Iclient H f documentation medication errors,
1’ [client A] an. [c l.en l.a Olgner MAR’s monitoring, dietary
client who had lived in the home. monitoring and recommendations,
and understanding of risk plans and
DSP #3 was interviewed on 3/5/15 at protocols on 3-6-15.
4:45 P.M. When asked how long the The new Home Manager
home had been without thickener. DSP attended training that addressed med
. . .
#3 stated. " ha " ¢ loast . cabinet checks ar.ld the expectations
. Ve no 1dea at Ieast one to of meal observations on 3-27-15.
two weeks. The manager (HM #1) was The new Home Manger and
told a lot. A lot of times without Program Director attended a training
cranberry and prune juice too. We never that addr.esste.d Scorr;ml gnf;taff
. communication on 3-19-15.
ha.rdly saw her (HM #1). I work split The new Program Director
shifts, so I was here for a lot of meals. He attended a training that addressed
client A) didn't have any problems. We supervisory visits on 3-24-15.
yp
were aware and watched him close. The Home Manager will be
Prompting him to take small bites, small exp .ecmd to complete weekly med
drink d lowly." cabinet and supply checks. These
rinks and eat slowly. checks will be turned into the
Program Director weekly for review.
The Area Director (AD) was interviewed The Home Manager will order
on 3/5/15 at 1:25 P.M. When asked if the additional thickner when down to
staff had neglected to follow the diets for one bOt;lE' Home M "
. " ¢ nome anager will turn
cl1ents. A, Band H, the AD stated, "No, in all supply orders to the Area
they didn't follow their diets...." When Director for approval. Supplies will
asked who was responsible to insure be ordered monthly and as needed.
supplies were maintained in the home, Staff will complete end of
the AD stated "The roup home shift communication using scomms
" & in Therap. This communication will
manager. also include the Home Manager,
Program Director and Nurse.
This federal tag relates to complaint End of shift communication
#IN00160755. will be reviewed by the Home
Manager, Program Director and
Nurse to ensure that staff’s requests
9-3-1(a) and concerns are addressed.
All staff will be trained on
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how to complete end of shift
communication and the expectations
for what to include during their team
meeting.

All staff will be trained on the
reasons to contact the Home
Manager at their next home meeting.

All staff will be trained on
who to contact in the event they are
unable to reach the Home Manager
or when the Home Manager does not
address their concern adequately.

During the Program
Director’s monthly supervisory
visits, the Program Director will
check the supply of the
recommended dietary needs (i.e.
thickner, prune juice, cranberry juice,
etc.)

The Home Manager will
complete monthly a meal observation
to ensure that the diets are being
followed properly. This
documentation will be turned into the
Program Director for review.

The Nurse will check the
supply of the recommended dietary
needs (i.e. thickner, prune juice,
cranberry juice, etc.) while she is in
the home completing her monthly
visits.

The Home Manager will
complete bi-weekly home
observations. This documentation
will be turned into the Program
Director for review.

The Program Director will
complete monthly home
observations.

The risk and dining plans of
Clients A and B will be reviewed
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with all staff at their team meeting.

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

All staff will be retrained on
the policy for Abuse and Neglect
following the investigation of the
incident during their team meeting.

Employment was terminated
for HM #1 following the outcome of
the investigation.

A new Home Manager and
Program Director have been hired.

The new Home Manager and
Program Director have attended a
training that addressed medical
communication expectations, med
cabinet checks and ordering, how to
documentation medication errors,
MAR’s monitoring, dietary
monitoring and recommendations,
and understanding of risk plans and
protocols on 3-6-15.

The new Home Manager
attended training that addressed med
cabinet checks and the expectations
of meal observations on 3-27-15.

The new Home Manger and
Program Director attended a training
that addressed scomm and staff
communication on 3-19-15.

The new Program Director
attended a training that addressed
supervisory visits on 3-24-15.

The Home Manager will be
expected to complete weekly med
cabinet and supply checks. These
checks will be turned into the
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Program Director weekly for review.

The Home Manager will order
additional thickner when down to
one bottle.

The Home Manager will turn
in all supply orders to the Area
Director for approval. Supplies will
be ordered monthly and as needed.

Staff will complete end of
shift communication using scomms
in Therap. This communication will
also include the Home Manager,
Program Director and Nurse.

End of shift communication
will be reviewed by the Home
Manager, Program Director and
Nurse to ensure that staff’s requests
and concerns are addressed.

All staff will be trained on
how to complete end of shift
communication and the expectations
for what to include during their team
meeting.

All staff will be trained on the
reasons to contact the Home
Manager at their next home meeting.

All staff will be trained on
who to contact in the event they are
unable to reach the Home Manager
or when the Home Manager does not
address their concern adequately.

During the Program
Director’s monthly supervisory
visits, the Program Director will
check the supply of the
recommended dietary needs (i.e.
thickner, prune juice, cranberry juice,
etc.)

The Home Manager will
complete monthly a meal observation
to ensure that the diets are being
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followed properly. This
documentation will be turned into the
Program Director for review.

The Nurse will check the
supply of the recommended dietary
needs (i.e. thickner, prune juice,
cranberry juice, etc.) while she is in
the home completing her monthly
visits.

The Home Manager will
complete bi-weekly home
observations. This documentation
will be turned into the Program
Director for review.

The Program Director will
complete monthly home
observations.

The risk and dining plans of
Clients A and B will be reviewed
with all staff at their team meeting.

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

The Home Manager will
monitor on a daily basis when they
are in the home.

The Program Director will
monitor as they complete their
audits.

The Home Manager’s
bi-weekly home observations will be
submitted to the Program Director
for review.

The Nurse will check the
supply of the recommended dietary
needs while in the home monthly.

The Home Manager will
complete monthly meal observations
and documentation will be submitted
to the Program Director for review.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

NPOU11 Facility ID: 000809 If continuation sheet

Page 9 of 35




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

PRINTED: 04/08/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES ~ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G290 B. WING 03/06/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
23 SKYVIEW DR
REM OCCAZIO LLC CHESTERFIELD, IN 46017
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CREACH CORRECTIVE ACTION SHOULD BE o COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
The Program Director will
complete monthly supervisory visits.
The Program Director will
complete monthly group home
observations.
Supplies will be ordered by
the Home Manager on a monthly and
as needed basis.
Weekly med cabinet and
supply checks will be completed by
the Home Manager and submitted to
the Program Director for review.
End of shift communication
completed by the DSP staff will be
reviewed by the Home Manager,
Program Director and Nurse.
5.  What is the date by which the
systemic changes will be
completed?
April 5, 2015
W 149 483.420(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 on record review and interview, W 149 W 149 Staff Treatment of Clients 04/05/2015
the facility failed to follow their policy of The facility must develop and
Quality and Risk Management for 2 of 3 implement writien p(.)h.mes and
procedures that prohibit
sampled clients (A and B), and 1 mistreatment, neglect or abuse of the
additional client (H), by neglecting to client.
follow their prescribed diets.
1.  What corrective action will
. . be accomplished?
Findings include: Allpstaff will be retrained on
the policy for Abuse and Neglect
Facility records were reviewed on 3/5/15 following the investigation of the
at 11:34 A.M. including the Bureau of incident during their team meeting.
Developmental Disabilities Services Employment was terminated
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(BDDS) reports. The BDDS reports for HM #1 following the outcome of
indicated the following: the investigation.
A new Home Manager and
Program Director have been hired.
A BDDS report dated 11/27/14 for an The new Home Manager and
incident on 11/26/14 at 10:00 A.M. Program Director have attended a
indicated "It was reported on 11/26/14 training that addressed medical
that there was no liquid thickener in the co:.‘mltml}fatifn e’;pecéa“.ons’hmedt
. . . cabinet checks and ordering, how to
house for [client A]. It is undetermined at . reenng
. . . documentation medication errors,
this point, how long he was without MAR’s monitoring, dietary
thickener. He had no choking incidents. monitoring and recommendations,
An investigation is underway. The Home and understanding of risk plans and
Manager (HM #1) has been suspended protocols on 3-6-15.
di h ¢ fth The new Home Manager
pending the outcome of the attended training that addressed med
. o
Investigation. cabinet checks and the expectations
of meal observations on 3-27-15.
A BDDS follow-up report dated 12/5/14 The new Home Manger and
indicated "The investigation has Program Director attended a training
. that addressed scomm and staff
concluded. The allegation of neglect was o
j communication on 3-19-15.
substantiated. The HM's employment has The new Program Director
been terminated. [Client A] did not have attended a training that addressed
difficulty drinking without thickened supervisory visits on 3-24-15.
liquids. Thickener is now in the house ) Staff “{lu (fompk_:te end of
d bei 4 Al £ will . shift communication using scomms
and being used. statl will receive a in Therap. This communication will
Record of Discussion to retrain on also include the Home Manager,
following all clients' dining plans and Program Director and Nurse.
reporting to the next person in the chain _ End of shift communication
of command, when they see that the HM will be reviewed by ﬂ,le Home
i . hei " Manager, Program Director and
is not addressing their concerns. Nurse to ensure that staff’s requests
and concerns are addressed.
The facility's internal investigation All staff will be trained on
documentation dated 12/1/14 was how to complete end of shift
reviewed on 3/5/15 at 11:45 A.M. The communication and the expectations
NPT ',' o for what to include during their team
documentation indicated "[Name of meeting.
direct support staff (DSP) #1], All staff will be trained on the
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commented in her letter of resignation reasons to contact the Home
(dated 11/24/14) she had concerns Manager at their next home meeting.
dine th h al bei All staff will be trained on
regarding the gr?up .Ome always being who to contact in the event they are
low on groceries', being out of cranberry unable to reach the Home Manager
and prune juice as needed per the MAR or when the Home Manager does not
(medication administration record), and address their concern adequately.
not having thickener for [client A]. A
. . 2.  How will we identify other
review of communication between [DSP . . .
residents having the potential to be
#1] and [HM #1] reflects [DSP #1] affected by the same deficient
asking [HM #1] on 11/18/14 8:40 A.M. practice and what corrective
where [client A's] thickener is as [DSP action will be taken?
#1] says she looked in the kitchen area _AH residents have the
, . potential to be affected by the same
and couldn't find it. [DSP #1] added they deficient practice.
11:44 A.M. [HM #1] replied to [DSP #1] the policy for Abuse and Neglect
that she (HM #1) will have to make sure following the investigation of the
some gets ordered and there should be incident during their team meeting.
. . Employment was terminated
some in the med room to maybe tie over for M #1 following the outcome of
(sic). Added she will put in an order that the investigation.
day. On 11/19/14 12:25 P.M. [DSP #1] A new Home Manager and
replied to [HM #1] that she had used it Program Director have been hired.
yesterday A.M. On 11/20/14 4:32 A.M. The new Home Manager and
. Program Director have attended a
[DSP #1] asked [HM #1] how long it training that addressed medical
takes tO get [Client A’S] thiCkener add]ng communication expectations, med
that she is concerned, since they are out cabinet checks and ordering, how to
of thickener, he will have a choking documentation medication errors,
incident...." Evidence supports [HM #1] MAR s monitoring, dietary .
; . monitoring and recommendations,
was aware on 11/18/14 that [client A] did and understanding of risk plans and
not have thickener...order for thickener protocols on 3-6-15.
on 11/22/14...with expected delivery date The new Home Manager
of 11/28/14." attended training that addressed med
cabinet checks and the expectations
. . of meal observations on 3-27-15.
Client A's record was reviewed on 3/5/15 The new Home Manger and
at 12:49 P.M. Client A's physician's order Program Director attended a training
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indicated he was on a pureed diet with that addressed scomm and staff
liquids thickened to a nectar consistence. commu;;lcanon (I)>n 3-19-1 15) :
. . e new Program Director
Client .A. was to have elght ounces of attended a training that addressed
prune juice every morning and cranberry supervisory visits on 3-24-15.
juice (no amount indicated) daily. Staff will complete end of
shift communication using scomms
Client B's record was reviewed on 3/5/15 “11 Theraipfh}lls ;’mmuﬁcauon will
. .. also include the Home Manager,
at 12:52 P.M. Client B's dining plan p . &
. ] rogram Director and Nurse.
indicated she was to have eight ounces of End of shift communication
cranberry juice daily. will be reviewed by the Home
Manager, Program Director and
DSP #2 was interviewed on 3/5/15 at Nurse to ensure that staff’s requests
i " and concerns are addressed.
4:35 P.M. DSP #2 stated, "We were All staff will be trained on
without thickener for about a week, how to complete end of shift
maybe a little longer. Cranberry juice was communication and the expectations
out for way longer then the thickener. for what to include during their team
Prune juice was four days." When asked meetmi 1 staffwill be trained on th
. . .. stall wi ¢ tramed on the
which clients were to get cranberry juice reasons {o contact the Home
.. g
and/or prune juice, DSP #2 stated "[client Manager at their next home meeting.
B], [client A] and [client H], a former All staff will be trained on
client who had lived in the home." who to contact in the event they are
unable to reach the Home Manager
. . or when the Home Manager does not
DSP #3 was interviewed on 3/5/15 at address their concern adequately.
4:45 P.M. When asked how long the
home had been without thickener, DSP 3. What measures will be put
#3 stated, "I have no idea at least one to into place or what systemic
two weeks. The manager (HM #1) was changes will l,)e made t(,’ ensure
. . that the deficient practice does not
told a lot. A lot of times without recur:
cranberry and prune juice too. We never All staff will be retrained on
hardly saw her (HM #1). I work split the policy for Abuse and Neglect
shifts, so I was here for a lot of meals. He _fou.((’iwmi the m‘fs.“ganon of the
. . t their t ting.
(client A) didn't have any problems. We fneldent CuTIng thelr feam meetng
i Employment was terminated
were aware and watched him close. for HM #1 following the outcome of
Prompting him to take small bites, small the investigation.
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drinks and eat slowly." A new Home Manager and
Program Director have been hired.
. . . The new Home Manager and
The Area Director (AD) was interviewed . &
) Program Director have attended a
on 3/5/15 at 1:25 P.M. When asked if the training that addressed medical
staff had neglected to follow the diets for communication expectations, med
clients A, B and H and therefore had cabinet checks and ordering, how to
neglected to follow the facility's policy, i;;l;mema“f’n I?ledlg‘.mon crrors,
. ’s monitoring, dieta
the AD stated, "No, they didn't follow . £ v
monitoring and recommendations,
g .
their diets or our policy. and understanding of risk plans and
protocols on 3-6-15.
The facility's policy Quality and Risk The new Home Manager
Management dated 4/2011 was reviewed attended training that addressed med
.- cabinet checks and the expectations
on 3{6/ 15 at 12:00 P.M. and m-dlcated . of meal observations on 3-27-15.
"Indiana Mentor promotes a high quality The new Home Manger and
of service and seeks to protect individuals Program Director attended a training
receiving Indiana Mentor services that addressed scomm and staff
through oversight of management communication on 3 '19'15',
d d . The new Program Director
proce ures. an. comp an}f Operaj[lons’ attended a training that addressed
close monitoring of service delivery and supervisory visits on 3-24-15.
through a process of identifying Staff will complete end of
evaluating and reducing risk to which shift communication using scomms
individuals are exposed... B.1. Alleged, Hll Thera}p ‘dTltl}lls %’mmu&lcauon will
also include the Home Manager,
suspef:tec'i, or actugl at.)u'se, neglect, or Program Director and Nurse.
exploitation of an individual...." End of shift communication
will be reviewed by the Home
This federal tag relates to complaint Manager, Program Director and
#IN00160755 Nurse to ensure that staff’s requests
) and concerns are addressed.
All staff will be trained on
9-3-2(a) how to complete end of shift
communication and the expectations
for what to include during their team
meeting.
All staff will be trained on the
reasons to contact the Home
Manager at their next home meeting.
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All staff will be trained on
who to contact in the event they are
unable to reach the Home Manager
or when the Home Manager does not
address their concern adequately.

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

The Home Manager will
monitor on a daily basis when they
are in the home.

The Program Director will
monitor as they complete their
audits.

The Home Manager’s
bi-weekly home observations will be
submitted to the Program Director
for review.

The Nurse will check the
supply of the recommended dietary
needs while in the home monthly.

The Home Manager will
complete monthly meal observations
and submit the documentation to the
Program Director for review.

The Program Director will
complete monthly supervisory visits.

The Program Director will
complete monthly group home
observations.

Supplies will be ordered by
the Home Manager on a monthly and
as needed basis.

Weekly med cabinet and
supply checks will be completed by
the Home Manager and submitted to
the Program Director for review.

End of shift communication
completed by the DSP staff will be
reviewed by the Home Manager,
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Program Director and Nurse.
5.  What is the date by which the
systemic changes will be
completed?
April 5th, 2015
W 159 483.430(a)
QUALIFIED MENTAL RETARDATION
Bldg. 00 | PROFESSIONAL
Each client's active treatment program must
be integrated, coordinated and monitored by
a qualified mental retardation professional.
Based on record review and interview, W 159 W 159 Qualified Mental 04/05/2015
the facility failure to monitor the Retardation Professional
. . . el Each client’s active treatment
qualified intellectual disabilities )
’ ) program must be integrated,
professional's (QIDP's) oversight of staff coordinated and monitored by a
supervision adequately ensured the qualified mental retardation
prescribed diets for 2 of 3 sampled clients professional.
(A and B) and 1 additional client (H) . .
foll d their phvsician' 4 1.  What corrective action will
were 1ollowed per their physician's order. be accomplished?
A new Program Director has
Findings include: been hired.
The new Program Director
Facility records were reviewed on 3/5/15 have attended a training that, ,
11:34 A M. includi he B ¢ addressed medical communication
at 11: Y 1nc'u 1ng t ¢ ure.rau o expectations, med cabinet checks and
DeVelOpmental Dlsablhtles SCI'VICCS Ordering’ how to documentation
(BDDS) reports. The BDDS reports medication errors, MAR’s
indicated the following: monitoring, dietary monitoring and
recommendations, and understanding
of risk plans and protocols on
A BDDS report dated 11/27/14 for an 3-6-15
inCident on 1 1/26/14 at 1000 AM The new Program Director
indicated "It was reported on 11/26/14 attended a training that addressed
that there was no liquid thickener in the scomm and staff communication on
house for [client A]. It is undetermined at 3-19-13. .
. . . The new Program Director
this point, how long he was without attended a training that addressed
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thickener. He had no choking incidents. supervisory visits on 3-24-15.
An investigation is underway. The Home Tdhe HomelManagekrlwﬂl Ze
expected to complete weekly me
Manager (HM #1) has been suspended P P Y
i cabinet and supply checks. These
pending the outcome of the checks will be turned into the
investigation." Program Director weekly for review.
Staff will complete end of
A BDDS follow-up report dated 12/5/14 ,Shlﬁ communication using scomms
.- " . N in Therap. This communication will
indicated "The investigation has also include the Home Manager
concluded. The allegation of neglect was Program Director and Nurse.
substantiated. The HM's employment has End of shift communication
been terminated. [Client A] did not have will be reviewed by the Home
difficulty drinking without thickened Manager, Program Director and
.. . . . Nurse to ensure that staff’s requests
liquids. Thickener is now in the house
) ) ) and concerns are addressed.
and being used. All staff will receive a During the Program
Record of Discussion to retrain on Director’s monthly supervisory
following all clients' dining plans and visits, the Program Director will
reporting to the next person in the chain check the supply of the _
recommended dietary needs (i.e.
of command, when they see that the HM thickner, prune juice, cranberry juice
is not addressing their concerns." etc.)
The Home Manager will
The facility's internal investigation complete monthly a meal observation
documentation dated 12/1/14 was tfolinsurg that thf dl;;ls, are being
. . ollowed properly. This
reviewed Or% 3/5./ 15_ at 11:45 A.M. The documentation will be turned into the
documentation indicated "[Name of Program Director for review.
direct support staff (DSP) #1], The Home Manager will
commented in her letter of resignation Comple“‘f bi‘Weelfly home .
(dated 11/24/14) she had concerns Ot?ff:a;:llsfhtls f;cgmentanon
. . W1 [§ €d 1Ito the rrogram
regarding the group home 'always being Director for review s
low on groceries,' being out of cranberry The Program Director will
and prune juice as needed per the MAR complete monthly home
(medication administration record), and observations.
not having thickener for [client A]. A . o
. . 2.  How will we identify other
review of communication between [DSP residents having the potential to be
#1] and [name of HM #1] reflects [DSP affected by the same deficient
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#1] asking [HM #1] on 11/18/14 8:40 practice and what corrective
AM. where [client A's] thickener is as action will be taken?
DSP #1 [ he l k] din the kitch All residents have the
[ ] says she OO. cd m the xitchen potential to be affected by the same
area and couldn't find it. [DSP #1] added deficient practice.
they used the last of it that A.M. On A new Program Director has
11/18/14 11:44 A.M. [HM #1] replied to been hired.
[DSP #1] that she (HM #1) will have to The new Program Director
have attended a training that
make sure some gets ordered and there . o
) addressed medical communication
should be some in the med room to expectations, med cabinet checks and
maybe tie over (sic). Added she will put ordering, how to documentation
in an order that day. On 11/19/14 12:25 medication errors, MAR’s
P.M. [DSP #1] replied to [HM #1] that monitoring, d?etary monitoring an(_l
K recommendations, and understanding
she had used it yesterday A.M. On of risk plans and protocols on
11/20/14 4:32 A.M. [DSP #1] asked [HM 3-6-15.
#1] how long it takes to get [client A's] The new Program Director
thickener adding that she is concerned, attended a training that addressed
since they are out of thickener, he will chl)gq?qsand staff communication on
have a choking incident....' Evidence fhe new Program Director
supports [HM #1] was aware on 11/18/14 attended a training that addressed
that [client A] did not have supervisory visits on 3-24-15.
thickener...order for thickener on The Home Manager will be
11/22/14...with expected delivery date of eXp,eCted to complete weekly med
" cabinet and supply checks. These
11/28/14. checks will be turned into the
Program Director weekly for review.
Client A's record was reviewed on 3/5/15 Staff will complete end of
at 12:49 P.M. Client A's physician's order _Shiﬂ Communﬁcaﬁ"“ “Siﬂg scomms
indicated he was on a pureed diet with ;I;szliiﬁdzl:}z ;’?ﬂﬁuﬁ:ﬁg:rwm
liquids thickened to a nectar consistence. Program Director and Nurse.
Client A was to have eight ounces of End of shift communication
prune juice every morning and cranberry will be reviewed by the Home
juice (no amount indicated) daily. Manager, Program Director and
Nurse to ensure that staff’s requests
and concerns are addressed.
Client B's record was reviewed on 3/5/15 During the Program
at 12:52 P.M. Client B's dining plan Director’s monthly supervisory
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indicated she was to have eight ounces of visits, the Program Director will
cranberry juice daily. check the supply of the
recommended dietary needs (i.e.
) ) thickner, prune juice, cranberry juice,
DSP #2 was interviewed on 3/5/15 at etc.)
4:35 P.M. DSP #2 stated, "We were The Home Manager will
without thickener for about a week, complete monthly a meal observation
maybe a little longer. Cranberry juice was to ensure that the diets are being
¢ f | then the thick followed properly. This
ou or. “_]ay onger then the thickener. documentation will be turned into the
Prune juice was four days." When asked Program Director for review.
which clients were to get cranberry juice The Home Manager will
and/or prune juice, DSP #2 stated "[client complete bi-weekly home
B], [client A] and [client H], a former ok?servatlons. Thls documentation
. . . " will be turned into the Program
client who had lived in the home. . .
Director for review.
The Program Director will
DSP #3 was interviewed on 3/5/15 at complete monthly home
4:45 P.M. When asked how long the observations.
home had been without thickener, DSP .
" . 3.  What measures will be put
#3 stated, "I have no idea at least one to . .
into place or what systemic
two weeks. The manager (HM #1) was changes will be made to ensure
told a lot. A lot of times without that the deficient practice does not
cranberry and prune juice too. We never recur: .
hardly saw her (HM #1). I work split A new Program Director has
. been hired.
shifts, so I was here for a lot of meals. He The new Program Dircctor
(client A) didn't have any problems. We have attended a training that
were aware and watched him close. addressed medical communication
Prompting him to take small bites, small expectations, med cabinet checks and
drinks and eat slowly." ordering, how to documentation
Y medication errors, MAR’s
monitoring, dietary monitoring and
The Area Director (AD) was interviewed recommendations, and understanding
on 3/5/15 at 1:25 P.M. When asked if the of risk plans and protocols on
staff had neglected to follow the diets for 3-6-15 .Th > b
. t
clients A, B and H, the AD stated, "No, € fiew Frogram trector
o o " Wh attended a training that addressed
they didn't follow their diets...." When scomm and staff communication on
asked who was responsible to insure 3-19-15.
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supplies were maintained in the home,
the AD stated "The group home
manager." When asked who was
responsible to see that the home manager
was insuring supplies for clients' diets
were maintained in the home, the AD
stated, "The program director/QIDP."

This federal tag relates to complaint
#IN00160755.

9-3-3(a)

The new Program Director
attended a training that addressed
supervisory visits on 3-24-15.

The Home Manager will be
expected to complete weekly med
cabinet and supply checks. These
checks will be turned into the
Program Director weekly for review.

Staff will complete end of
shift communication using scomms
in Therap. This communication will
also include the Home Manager,
Program Director and Nurse.

End of shift communication
will be reviewed by the Home
Manager, Program Director and
Nurse to ensure that staff’s requests
and concerns are addressed.

During the Program
Director’s monthly supervisory
visits, the Program Director will
check the supply of the
recommended dietary needs (i.e.
thickner, prune juice, cranberry juice,
etc.)

The Home Manager will
complete monthly a meal observation
to ensure that the diets are being
followed properly. This
documentation will be turned into the
Program Director for review.

The Home Manager will
complete bi-weekly home
observations. This documentation
will be turned into the Program
Director for review.

The Program Director will
complete monthly home
observations.

4. How will the corrective
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W 331

Bldg. 00

483.460(c)

NURSING SERVICES

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

Based on record review and interview,
the facility's nursing services failed to
ensure the prescribed diets for 2 of 3

W 331

action be monitored to ensure the
deficient practice will not recur?

The Program Director will
monitor as they complete their
audits.

The Home Manager’s
bi-weekly home observations will be
submitted to the Program Director
for review.

The Home Manager will
complete monthly meal observations
and submit the documentation to the
Program Director for review.

The Program Director will
complete monthly supervisory visits.

The Program Director will
complete monthly group home
observations.

Weekly med cabinet and
supply checks will be completed by
the Home Manager and submitted to
the Program Director for review.

End of shift communication
completed by the DSP staff will be
reviewed by the Home Manager,
Program Director and Nurse.

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

completed?
April 5, 2015

W 331 Nursing Services

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

04/05/2015
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sampled clients (A and B), and 1
additional client (H), were followed per 11). Whatl_c‘l’lrr::twe action will
. C i e accomplished?
thelr.phys1c1ar'1 s order by failing to The new Home Manager and
provide oversight. Program Director have attended a
training that addressed medical
Findings include: communication expectations, med
cabinet checks and ordering, how to
.. . documentation medication errors,
Facility records were reviewed on 3/5/15 , . .
) . MAR’s monitoring, dietary
at 11:34 A.M. including the Bureau of monitoring and recommendations,
Developmental Disabilities Services and understanding of risk plans and
(BDDS) reports. The BDDS reports protocols on 3-6-15.
indicated the following: The new Home Manager
attended training that addressed med
cabinet checks and the expectations
A BDDS report dated 11/27/14 for an of meal observations on 3-27-15.
incident on 11/26/14 at 10:00 A.M. The new Home Manger and
indicated "It was reported on 11/26/14 Program Director attended a training
that there was no liquid thickener in the that addr?ssf,d Scon;ml gnf;taff
) . ) communication on 3-19-15.
house for [client A]. It is undetermined at .
i ) ; The new Program Director
this point, how long he was without attended a training that addressed
thickener. He had no choking incidents. supervisory visits on 3-24-15.
An investigation is underway. The Home The Home Manager will be
Manager (HM #1) has been suspended eXp,eCted to complete weekly med
di h fth cabinet and supply checks. These
Pen ll.lg t _e outcome of the checks will be turned into the
investigation." Program Director weekly for review.
The Home Manager will order
A BDDS follow-up report dated 12/5/14 additional thickner when down to
indicated "The investigation has one bOt;}E' Home M "
. e Home Manager will turn
concludf.:d. The allegation of neglect was in all supply orders to the Area
substantiated. The HM's employment has Director for approval. Supplies will
been terminated. [Client A] did not have be ordered monthly and as needed.
difficulty drinking without thickened ~ Staffwill complete end of
liquids. Thickener is now in the house ,Shlﬁ Commun,lcanon USINg scomms
. . . in Therap. This communication will
and being used. All staff will receive a also include the Home Manager,
ReCOI'd Of DiSCLlSSiOH to retrain on Program Director and Nurse.
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following all clients' dining plans and End of shift communication
reporting to the next person in the chain will be reviewed by the Home
of command, when they see that the HM Ili;[ anager, Program Director and
urse to ensure that staff’s requests
is not addressing their concerns." and concerns are addressed.
All staff will be trained on
The facility's internal investigation how to complete end of shift
documentation dated 12/1/14 was communication and the expectations
reviewed on 3/5/15 at 11:45 A.M. The for what 1o fnclude during thei team
m mg.
documentation indicated "[Name of * %)uring the Program
direct support staff (DSP) #1], Director’s monthly supervisory
commented in her letter of resignation visits, the Program Director will
(dated 11/24/14) she had concerns check the supply of the
regarding the group home 'always being :Elc:kmn Zegﬁsedjﬁs;yngeg;uice
low on groceries,' being out of cranberry etc.) ’ ’ ’
and prune juice as needed per the MAR The Home Manager will
(medication administration record), and complete monthly a meal observation
not having thickener for [client A]. A ;ZEE:E ﬁrlit te}: dlglsisare being
review of communication between [DSP documentl; ti:n w};il be turned into the
#1] and [name of HM #1] reflects [DSP Program Director for review.
#1] asking [HM #1] on 11/18/14 8:40 The Nurse will check the
AM. where [client A's] thickener is as supply of the recommended dictary
[DSP #1] says she looked in the kitchen ‘clre;:se(r‘r;ﬁi‘;ki‘z )PVFV”;T uee
area and couldn't find it. [DSP #1] added the home completing her monthly
they used the last of it that A.M. On visits.
11/18/14 11:44 A.M. [HM #1] replied to The Home Manager will
[DSP #1] that she (HM #1) will have to complete bi-weekly home
make sure some gets ordered and there Ok?servanons' T,hls documentation
. will be turned into the Program
should be some in the med room to Director for review.
maybe tie over (sic). Added she will put The Program Director will
in an order that day. On 11/19/14 12:25 complete monthly home
P.M. [DSP #1] replied to [HM #1] that observations.
she had used it yesterday A.M. On . L
2.  How will we identify other
11/20/14 4:32 AM. [DSP #1] asked [HM residents having the potential to be
#1] how long it takes to get [client A's] affected by the same deficient
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thickener adding that she is concerned, practice and what corrective
since they are out of thickener, he will action will be taken?
h hokine incident...' Evid All residents have the
ave a choking incident.... bvidence potential to be affected by the same
supports [HM #1] was aware on 11/18/14 deficient practice.
that [client A] did not have The new Home Manager and
thickener...order for thickener on Program Director have attended a
11/22/14...with expected delivery date of training t_hat ,addressed medlcal
11/28/14." communication expectations, med
) cabinet checks and ordering, how to
documentation medication errors,
Client A's record was reviewed on 3/5/15 MAR’s monitoring, dietary
at 12:49 P.M. Client A's physician's order monitoring and recommendations,
indicated he was on a pureed diet with and understanding of risk plans and
L. . . protocols on 3-6-15.
liquids thickened to a nectar consistence.
a ) The new Home Manager
Client A was to have eight ounces of attended training that addressed med
prune juice every morning and cranberry cabinet checks and the expectations
juice (no amount indicated) daily. of meal observations on 3-27-15.
The new Home Manger and
i . . Program Director attended a training
Client B's record was reviewed on 3/5/15 that addressed scomm and staff
at 12:52 P.M. Cllel’lt B'S dll’ling plan communication on 3-19-15.
indicated she was to have eight ounces of The new Program Director
cranberry juice daily. attended a training that addressed
supervisory visits on 3-24-15.
. . The Home Manager will be
DSP #2 was interviewed on 3/5/15 at expected to complete weekly med
4:35 P.M. DSP #2 stated, "We were cabinet and supply checks. These
without thickener for about a week, checks will be turned into the
maybe a little longer. Cranberry juice was Program Director weekly for review.
. The Home Manager will order
out for way longer then the thickener.
o y & " additional thickner when down to
Prune juice was four days." When asked one bottle.
which clients were to get cranberry juice The Home Manager will turn
and/or prune juice, DSP #2 stated "[client in all supply orders to the Area
B], [client A] and [client H], a former Director for approval. Supplies will
client who had lived in the home at the be ordered moflthly and as needed.
. \ Staff will complete end of
time. shift communication using scomms
in Therap. This communication will
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DSP #3 was interviewed on 3/5/15 at also include the Home Manager,
4:45 P.M. When asked how long the Program Director and Nurse.
. . End of shift communication
home had been without thickener, DSP . .
) will be reviewed by the Home
#3 stated, "I have no idea at least one to Manager, Program Director and
two weeks. The manager (HM #1) was Nurse to ensure that staff’s requests
told a lot. A lot of times without and concerns are addressed.
cranberry and prune juice too. We never how ¢ All St"Iﬂ; Wludbeftr;l.r;ed on
. ow to complete end of shift
hardly saw her (HM #1). I work split omp .
] communication and the expectations
shifts, so I was here for a lot of meals. He for what to include during their team
(client A) didn't have any problems. We meeting.
were aware and watched him close. During the Program
Prompting him to take small bites, small Director’s monthly supervisory
drink d eat slowly." visits, the Program Director will
TInKs and eat sSIowly. check the supply of the
recommended dietary needs (i.e.
The Area Director (AD) was interviewed thickner, prune juice, cranberry juice,
on 3/5/15 at 1:25 P.M. When asked if the etc.)
staff had neglected to follow the diets for | Ehe HOtI}I:le Managlerbwﬂl ;
. complete mon a meal observation
clients A, B and H, the AD stated, "No, P v .
] o to ensure that the diets are being
they didn't follow their diets...." When followed properly. This
asked how often the nurse is in the home documentation will be turned into the
to monitor meal times and insure Program Director for review.
prescribed diets are followed, the AD The Nurse will check t.he
4. "Th 6 v f supply of the recommended dietary
St_ate > e. nurse goes trequently tor needs (i.e. thickner, prune juice,
high risk clients, but about monthly for cranberry juice, etc.) while she is in
the other homes. She may or may not the home completing her monthly
observe a meal while she is there it just visits. .
depends." The AD indicated the nurse did The Home Manager will
A 1 h h complete bi-weekly home
not requ'ent y go to the group .ome observations. This documentation
Where CllentS A, B and H had hVed.” will be turned into the Program
Director for review.
This federal tag relates to complaint The Program Director will
HIN00160755 complete monthly home
) observations.
9-3-6(a) 3. What measures will be put
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into place or what systemic
changes will be made to ensure
that the deficient practice does not
recur:

The new Home Manager and
Program Director have attended a
training that addressed medical
communication expectations, med
cabinet checks and ordering, how to
documentation medication errors,
MAR’s monitoring, dietary
monitoring and recommendations,
and understanding of risk plans and
protocols on 3-6-15.

The new Home Manager
attended training that addressed med
cabinet checks and the expectations
of meal observations on 3-27-15.

The new Home Manger and
Program Director attended a training
that addressed scomm and staff
communication on 3-19-15.

The new Program Director
attended a training that addressed
supervisory visits on 3-24-15.

The Home Manager will be
expected to complete weekly med
cabinet and supply checks. These
checks will be turned into the
Program Director weekly for review.

The Home Manager will order
additional thickner when down to
one bottle.

The Home Manager will turn
in all supply orders to the Area
Director for approval. Supplies will
be ordered monthly and as needed.

Staff will complete end of
shift communication using scomms
in Therap. This communication will
also include the Home Manager,
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Program Director and Nurse.

End of shift communication
will be reviewed by the Home
Manager, Program Director and
Nurse to ensure that staff’s requests
and concerns are addressed.

All staff will be trained on
how to complete end of shift
communication and the expectations
for what to include during their team
meeting.

During the Program
Director’s monthly supervisory
visits, the Program Director will
check the supply of the
recommended dietary needs (i.e.
thickner, prune juice, cranberry juice,
etc.)

The Home Manager will
complete monthly a meal observation
to ensure that the diets are being
followed properly. This
documentation will be turned into the
Program Director for review.

The Nurse will check the
supply of the recommended dietary
needs (i.e. thickner, prune juice,
cranberry juice, etc.) while she is in
the home completing her monthly
visits.

The Home Manager will
complete bi-weekly home
observations. This documentation
will be turned into the Program
Director for review.

The Program Director will
complete monthly home
observations.

4. How will the corrective
action be monitored to ensure the
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W 460 483.480(a)(1)

deficient practice will not recur?

The Home Manager will
monitor on a daily basis when they
are in the home.

The Program Director will
monitor as they complete their
audits.

The Home Manager’s
bi-weekly home observations will be
submitted to the Program Director
for review.

The Nurse will check the
supply of the recommended dietary
needs while in the home monthly.

The Home Manager will
complete monthly meal observations
and documentation will be submitted
to the Program Director for review.

The Program Director will
complete monthly supervisory visits.

The Program Director will
complete monthly group home
observations.

Supplies will be ordered by
the Home Manager on a monthly and
as needed basis.

Weekly med cabinet and
supply checks will be completed by
the Home Manager and submitted to
the Program Director for review.

End of shift communication
completed by the DSP staff will be
reviewed by the Home Manager,
Program Director and Nurse.

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

April 5, 2015
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FOOD AND NUTRITION SERVICES
Bldg. 00 | Each client must receive a nourishing,
well-balanced diet including modified and
specially-prescribed diets.
Based on record review and interview, W 460 W 460 Food and Nutrition 04/05/2015
the facility failed to ensure the prescribed Each c}?ent mulslt lr)eielve;d.
. . nourishing, well-balance 1et
diets for 2 of 3 sampled clients (A and B) nourisiing, we )
- ) including modified and specially-
and 1 additional client (H) were followed prescribed diets.
per their physician's order.
1. What corrective action will
Findings include: be accomplished?
The new Home Manager and
. ) Program Director have attended a
Facility records were reviewed on 3/5/15 training that addressed medical
at 11:34 A.M. including the Bureau of communication expectations, med
Developmental Disabilities Services cabinet checks and ordering, how to
(BDDS) repo rts. The BDDS re po rts documentatl(.)n IFledlC?.'[lOH €rrors,
Lo . MAR’s monitoring, dietary
indicated the following: o .
monitoring and recommendations,
and understanding of risk plans and
A BDDS report dated 11/27/14 for an protocols on 3-6-15.
incident on 11/26/14 at 10:00 A.M. The new Home Manager
indicated "It was reported on 11/26/14 attended training that addressed med
hat th liquid thick i th cabinet checks and the expectations
that there Wa.S no iqui .t lekener ITI the of meal observations on 3-27-15.
house for [client A]. It is undetermined at The Home Manager will be
this point, how long he was without expected to complete weekly med
thickener. He had no choking incidents. cabinet and supply checks. These
An investigation is underway. The Home checks WIH. be turned into the .
Program Director weekly for review.
Mana'lger (HM #1) has been suspended The Home Manager will order
pending the outcome of the additional thickner when down to
investigation." one bottle.
The Home Manager will turn
A BDDS follow-up report dated 12/5/14 in all supply orders to the Area
L " . I Director for approval. Supplies will
indicated "The investigation has be ordered monthly and as needed.
concluded. The allegation of neglect was Staff will complete end of
substantiated. The HM's employment has shift communication using scomms
been terminated. [Client A] did not have in Therap. This communication will
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difficulty drinking without thickened also include the Home Manager,
liquids. Thickener is now in the house Program Director and Nurse.
. . . End of shift communication
and being used. All staff will receive a . .
) ] ) will be reviewed by the Home
Record of Discussion to retrain on Manager, Program Director and
following all clients' dining plans and Nurse to ensure that staff’s requests
reporting to the next person in the chain and concerns are addressed.
of command, when they see that the HM All staff will be trained on
. . . " how to complete end of shift
is not addressing their concerns. o .
communication and the expectations
for what to include during their team
The facility's internal investigation meeting.
documentation dated 12/1/14 was During the Program
reviewed on 3/5/15 at 11:45 A.M. The Director’s monthly supervisory
T " visits, the Program Director will
documentation indicated "[Name of
) check the supply of the
direct support staff (DSP) #1], recommended dietary needs (i.e.
commented in her letter of resignation thickner, prune juice, cranberry juice,
etc.
(dated 11/24/14) she had concerns ) .
regarding the group home 'always being The Home Manager will )
1 es.' bei t of b complete monthly a meal observation
ow on gro'ce.rles, cing out of cranberry to ensure that the diets are being
and prune juice as needed per the MAR followed properly. This
(medication administration record), and documentation will be turned into the
not having thickener for [client A]. A Program Director for review.
review of communication between [DSP | T?thurse will Clcliecdk;‘hi
supply of the recommended dietary
#1] and' [name of HM #1] reflects [DSP needs (i.c. thickner, prune juice,
#1] asking [HM #1] on 11/18/14 8:40 cranberry juice, etc.) while she is in
A.M. where [client A's] thickener is as the home completing her monthly
[DSP #1] says she looked in the kitchen visits. .
area and couldn't find it. [DSP #1] added The Home Manager will
h dthel £it that A complete bi-weekly home
they used the last of it that A.M. Or.l observations. This documentation
1 1/1 8/14 1 144 AM [HM #1] l‘eplled tO Wll] be tumed into the Program
[DSP #1] that she (HM #1) will have to Director for review.
make sure some gets ordered and there The Program Director will
should be some in the med room to comp let§ monthly home
. . . observations.
maybe tie over (sic). Added she will put The risk and dining plans of
in an order that day. On 11/19/14 12:25 Clients A and B will be reviewed
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: NPOU11 Facility ID: 000809 If continuation sheet Page 30 of 35




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

PRINTED: 04/08/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G290

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

03/06/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
23 SKYVIEW DR
CHESTERFIELD, IN 46017

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
P.M. [DSP #1] replied to [HM #1] that with all staff at their team meeting.
she had used it yesterday A.M. On , H I we identifv oh
. 0 ill we identify other
11/20/14 4:32 A.M. [DSP #1] asked [HM | ow Wi we IGenTEy 0
. . . residents having the potential to be
#1] how long it takes to get [client A's] affected by the same deficient
thickener adding that she is concerned, practice and what corrective
since they are out of thickener, he will action will be taken?
have a choking incident....' Evidence _AH residents have the
potential to be affected by the same
supports [HM #1] was aware on 11/18/14 . .
] i deficient practice.
that [client A] did not have The new Home Manager and
thickener...order for thickener on Program Director have attended a
11/22/14...with expected delivery date of training that addressed medical
11/28/14." communication expectations, med
) cabinet checks and ordering, how to
documentation medication errors,
Client A's record was reviewed on 3/5/15 MAR’s monitoring, dietary
at 12:49 P.M. Client A's physician's order monitoring and recommendations,
indicated he was on a pureed diet with and understanding of risk plans and
liquids thickened to a nectar consistence. protocols on 3-6-15.

: i The new Home Manager
Client .A. was to have elght ounces of attended training that addressed med
prune juice every morning and cranberry cabinet checks and the expectations
juice (no amount indicated) daily. of meal observations on 3-27-15.

The Home Manager will be
Client B's record was reviewed on 3/5/15 exp .emd to complete weekly med
) . 's din ) cabinet and supply checks. These
at 12:52 P.M. Client B's dining plan checks will be turned into the
indicated she was to have eight ounces of Program Director weekly for review.
cranberry juice daily. The Home Manager will order
additional thickner when down to
DSP #2 was interviewed on 3/5/15 at one bottle. .

) " The Home Manager will turn
4:35 P.M. DSP #2 stated, "We were in all supply orders to the Arca
without thickener for about a week, Director for approval. Supplies will
maybe a little longer. Cranberry juice was be ordered monthly and as needed.
out for way longer then the thickener. _ Staff will complete end of
Prune juice was four days.” When asked shift communication using scomms

. ) ) o in Therap. This communication will
which clients were to get cranberry juice also include the Home Manager,
and/or prune juice, DSP #2 stated "[client Program Director and Nurse.
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B], [client A] and [client H], a former End of shift communication
client who had lived in the home at the will be reviewed by the Home
i " Manager, Program Director and
1me. Nurse to ensure that staff’s requests
and concerns are addressed.
DSP #3 was interviewed on 3/5/15 at All staff will be trained on
4:45 P.M. When asked how long the how to complete end of shift
home had been without thickener, DSP ;Omn}llui“tca,norll andthff eXFt’ECFattlons
. Oor what to mclude aurin, €1r team
#3 stated, "I have no idea at least one to meeting &
two weeks. The manager (HM #1) was During the Program
told a lot. A lot of times without Director’s monthly supervisory
cranberry and prune juice too. We never visits, the Program Director will
hardly saw her (HM #1). I work split check the S;Ig’:iy (;fthe as
. recommende 1etary neeas (1.€.
shifts, so I was here for a lot of meals. He . jeary -
) i thickner, prune juice, cranberry juice,
(client A) didn't have any problems. We etc.)
were aware and watched him close. The Home Manager will
Prompting him to take small bites, small complete monthly a meal observation
drinks and eat slowly." to ensure that the dlets. are being
followed properly. This
) ) ] documentation will be turned into the
The Area Director (AD) was interviewed Program Director for review.
on 3/5/15 at 1:25 P.M. When asked if the The Nurse will check the
staff had neglected to follow the diets for supply of the recommended dictary
clients A, B and H, the AD stated, "No, needs (l'e’.th.wknir’)p m;.? Ju;lcef .

. f . . " cranberry juice, €ic.) while she 1S 1
they didn't follow their diets...." When the home completing her monthly
asked how long the home had been with visits.
out thickener and juices the AD stated, The Home Manager will
"We think it was about a week for the complete bi-weekly home
thickener. The juice we are not sure. The O?Sewanons' T.hls documentation

. K will be turned into the Program
staff mark not given on the MAR, and it Director for review.
could either mean the client refused it or The Program Director will
it wasn't given because it wasn't in the complete monthly home
home." observations.
The risk and dining plans of

. feli . Clients A and B will be reviewed
A Review of client A's MAR on 3/5/15 at with all staff at their team meeting.
11:55 A.M. indicated: "missing
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documentation for prune juice on 3. What measures will be put
11/14/14 and missed/refused on i‘l‘:“ place (;lr ;Vhat ;ysiemic
. . changes will be made to ensure
1 1./26/14‘ Cranberry juice marked as that the deficient practice does not
missed/refused on 11/1/14 through recur:
11/8/14,11/11/14, 11/12/14, 11/13/14, The new Home Manager and
11/15/14, and 11/16/14. There is no Program Director have attended a
documentation for 11/14/14 and training that addressed medical
. communication expectations, med
11/17/14. Staff did not document on . .
o cabinet checks and ordering, how to
11/18/14-11/26/14 that cranberry juice documentation medication errors,
had been given...There is a place on the MAR’s monitoring, dietary
MAR for staff to document that they monitoring and recommendations,
followed his dining plan which includes and understanding of risk plans and
. protocols on 3-6-15.
Fhe use of thlcker%er at each meal. There The new Home Manager
1S no dOCul’l’lel’ltaHOl’l on 1 1/3/14 6:00 attended training that addressed med
P.M. 11/7/14 12:00 P.M. or 6:00 P.M. cabinet checks and the expectations
11/10/14 12:00 P.M. or 6:00 P.M. of meal observations on 3-27-15.
11/13/14 6:00 P.M. 11/14/14 6:00 A.M. The Home Manager will be
expected to complete weekly med
11/14/14 6:00 A.M. 11/15/14 6:00 P.M. cabinet and supply checks. These
and 11/25/14 6:00 P.M." Program Director weekly for review.
The Home Manager will order
This federal tag relates to complaint additional thickner when down to
one bottle.
#IN00160755. The Home Manager will turn
in all supply orders to the Area
9-3-8(a) Director for approval. Supplies will
be ordered monthly and as needed.
Staff will complete end of
shift communication using scomms
in Therap. This communication will
also include the Home Manager,
Program Director and Nurse.
End of shift communication
will be reviewed by the Home
Manager, Program Director and
Nurse to ensure that staff’s requests
and concerns are addressed.
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All staff will be trained on
how to complete end of shift
communication and the expectations
for what to include during their team
meeting.

During the Program
Director’s monthly supervisory
visits, the Program Director will
check the supply of the
recommended dietary needs (i.e.
thickner, prune juice, cranberry juice,
etc.)

The Home Manager will
complete monthly a meal observation
to ensure that the diets are being
followed properly. This
documentation will be turned into the
Program Director for review.

The Nurse will check the
supply of the recommended dietary
needs (i.e. thickner, prune juice,
cranberry juice, etc.) while she is in
the home completing her monthly
visits.

The Home Manager will
complete bi-weekly home
observations. This documentation
will be turned into the Program
Director for review.

The Program Director will
complete monthly home
observations.

The risk and dining plans of
Clients A and B will be reviewed
with all staff at their team meeting.

4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?
The Home Manager will
monitor on a daily basis when they

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

NPOU11 Facility ID: 000809 If continuation sheet

Page 34 of 35




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

PRINTED: 04/08/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G290

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

03/06/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
23 SKYVIEW DR
CHESTERFIELD, IN 46017

(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

are in the home.

The Program Director will
monitor as they complete their
audits.

The Home Manager’s
bi-weekly home observations will be
submitted to the Program Director
for review.

The Nurse will check the
supply of the recommended dietary
needs while in the home monthly.

The Home Manager will
complete monthly meal observations
and documentation will be submitted
to the Program Director for review.

The Program Director will
complete monthly supervisory visits.

The Program Director will
complete monthly group home
observations.

Supplies will be ordered by
the Home Manager on a monthly and
as needed basis.

Weekly med cabinet and
supply checks will be completed by
the Home Manager and submitted to
the Program Director for review.

End of shift communication
completed by the DSP staff will be
reviewed by the Home Manager,
Program Director and Nurse.

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

April 5, 2015
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