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This visit was for a recertification and
state licensure survey.

Dates of Survey: October 20, 21, 22, 23,
24,2014

Provider Number: 15G644
Aims Number: 100234350
Facility Number: 001161

Surveyors:
Mark Ficklin, QIDP-TC
Glenn David, RN

These deficiencies also reflect state
findings in accordance with 460 IAC 9.
Quality Review completed 11/5/14 by
Ruth Shackelford, QIDP.

483.430(a)

QUALIFIED MENTAL RETARDATION
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,
the facility failed for 3 of 3 sampled
clients (#1, #2, #3) to ensure each client's
active treatment program was

W000000

W159 - Each client’s active
treatment program must be
integrated, coordinated and
monitored by a qualified mental
retardation professional. -

W000159

11/23/2014

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

TITLE

(X6) DATE

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

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

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

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

continued program participation.
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coordinated and monitored by the QIPD will be retrained on
facility's qualified intellectual disabilities updating goals and following the
X Medication Reduction for all
professional (QIDP), by the QIDP not psychotropics - Clinical
ensuring client training programs were Supervisor will be trained on
being implemented as written (#1, #2), ensure that all plans/goals are
client achieved training programs were rewewgd at least quarterly. ,
) . -IDT will be conducted to review
not revised (#2, #3) and a behavior all clients’ program plans & goals
medication was not addressed in a plan of to ensure that they remain
reduction (#3). appropriate.  -QIDP will review
goals monthly for any updates
Findi include: needed -All corrections will be
Indings melude. made by 11/23/14  Persons
Responsible: QIDP, Clinical
1) Client #2's record review was Supervisor, & Executive Director
completed on 10/23/2014 at 2:00 p.m.
Client #2's individual support plan (ISP)
dated 3/12/14 included the record titled
-ISP Progress Notes. Client #2's
Communication/Speech objective criteria
indicated it had been met 100% for the
months of March, April, May, June, July,
August, and September 2014.
Client #3's record review was completed
on 10/23/14 at 1:10 p.m. Client #3's ISP
dated 5/1/14 included the record titled
"ISP Progress Notes." Client #3's training
programs: Safety and domestic Laundry
objective criteria indicated they had been
met at 100% for the months of March,
April, May, June, July, August, and
September 2014.
2) Review of the record of client #3 was
done on 10/23/14 at 1:10 p.m. Client #3's
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5/1/14 ISP indicated client #3's diagnosis
included, but was not limited to,
Depression. Physician's orders dated on
9/26/2014 indicated client #3 received
the behavior control medication
Citalopram and Trazodone for
depression. The ISP failed to include
these behavior control medications in a
plan which included withdrawal criteria.

3) Record review for client #1 was done
on 10/23/14 at 2:00p.m. Client #1 had an
(ISP) dated 5/1/14. The ISP indicated
client #1 had a money training program.
Client #1 was to make a purchase (hand
cashier the money) in the community.
Client #1 had all "0s" on her monthly
data sheet from 5/14 through present.

Record review for client #2 was done on
10/23/14 at 2:00p.m. Client #2 had an
ISP dated 3/12/14. The ISP indicated
client #2 had a money training program.
Client #2 was to make a purchase (hand
cashier the money) in the community.
Client #2 had all "0s" on her monthly
data sheet from 5/14 through present.

Staff #2 (QIDP-D) was interviewed on
10/23/14 at 12:14p.m. Staff #2 indicated
client #3 did not have his current
behavior control medication addressed in
a plan of reduction. Staff #2 indicated the
QIDP was responsible for the
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coordination and monitoring of the
inclusion of a plan of reduction for client
behavior medication and ensuring
training program implementation and
revisions.
9-3-3(a)
W000249 | 483.440(d)(1)
PROGRAM IMPLEMENTATION
As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient
number and frequency to support the
achievement of the objectives identified in
the individual program plan.
Based on observation, record review and W000249 W249 - To resolve and ensure 11/23/2014
interview, the facility failed for 2 of 3 that each cllept s treatment
. program consists of needed
sa.mpleq chepts (#1,#2) to e.ns-ure the interventions and services in
clients' identified money training sufficient number and frequency
programs were implemented when to support the achievement of the
opportunities were present. objectives identified in the
program plan the following
o ' actions will occur: - Staff
Findings include: responsible for implementing
each clients program plan will be
Record review for client #1 was done on re-trallmre]? regardlpg prtf:)per h
. . oversight and review of eac
10/23/14 at 2:00p.m. Client #1 had an clients plan to ensure that
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individual support plan (ISP) dated observations and on-site training
5/1/14. The ISP indicated client #1 had a are included as part of the overal
.. . process for ensuring that each
money training program. Client #1 was to client receives necessary
make a purchase (hand cashier the services.  -All staff will be
money) in the community. Client #1 had re-trained regarding all clients
all "0s" on her monthly data sheet from program plaq with emphams on
consistently implementing the
5/14 through present. program plan for each client to
assure continuous active
Record review for client #2 was done on treatment at all times.
10/23/14 at 2:00p.m. Client #2 had an -Specifically for client #1, staff will
.- be retrained with regards to
ISP dated 3/12/14. The ISP indicated ensuring that client #1 and client
client #2 had a money training program. #2 has opportunities to make
Client #2 was to make a purchase (hand purchases as addressed in
cashier the money) in the community. c&en?z #1{3 I&M2 s ISP. i ob
. o -Residential Manger will observe
Client #2 had all "0s" on her monthly in the home daily to ensure that
data sheet from 5/14 through present. Client #1's & #2's program plan is
being implemented appropriately
Professional staff #2 was interviewed on and .r:je(;essar)(/;uppcl)rsts are
) . provided.  -Clinical Supervisor
10/23/1.4} at 2:47p.m. Staff #2 .1ndlcated will observe in the home weekly
the facility staff should run clients #1 and to ensure that Client #1's & #2's
#2's money programs on a weekly basis. program plan is being
Staff #2 indicated clients #1 and #2 had implemented app:topf'ate'y ar(‘jd )
. . . necessary supports are provided.
not'been given ?:hfa opportunity to préctlce -QIDP will review the goals
their money training programs as written monthly to ensure that
for the past 3 months. programming is being
implemented appropriately -All
corrections will be made by
9-3-4(a) 11/23/14  Persons
Responsible: Staff, Residential
Manager, QIDP, & Executive
Director.
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W000255 | 483.440(f)(1)(i)
PROGRAM MONITORING & CHANGE
The individual program plan must be
reviewed at least by the qualified mental
retardation professional and revised as
necessary, including, but not limited to
situations in which the client has
successfully completed an objective or
objectives identified in the individual
program plan.
Based on interview and record review of W000255 W255  The individual program 11/23/2014
2 of 3 sampled clients (#2, #3), the plan must be reviewed at Ie?St by
. L the qualified mental retardation
Qualified Intellectual Disabilities professional and revised as
Professional (QIDP) failed to revise the necessary, including but not
Individual Support Plan (ISP) in regards limited to situations in which the
to the clients (#2, #3) having successfully client .haS. Succesgfully completed
.. . . . an objective or objectives
completed objectives identified in the identified in the individual
ISP. program plan.  -QIDP will be
responsible for overseeing clients’
Findings include: program plan and ensuring that
each clients needs are met with
the proper supports will be trained
Client #2's record review was completed on the facilities policy on
on 10/23/2014 at 2:00 p.m. Client #2's individual program plans.
ISP dated 3/12/14 included the record -QIDP W'I:c c:).nd:c’:t montlrlmly
titled -ISP Progress Notes. Client #2's rai\ge;%zsesilg:; a?;/ae;aofprogram
Communication/Speech objective criteria identified needs with the
indicated it had been met 100% for the Interdisciplinary team. QIDP will
months of March, April, May, June, July, also monitor through observations
at the home to ensure identified
August, and September 2014. needs are addressed.  -The
QIDP will complete monthly
Client #3's record review was completed reviews of data and update the
on 10/23/14 at 1:10 p.m. Client #3's ISP individual support planas
dated 5/1/14 included the record titled o 3, e e oo
"ISP Progress Notes." Client #3's training plan will be revised and updated
programs: Safety and domestic Laundry as appropriate. -QIDP and
Clinical Supervisor will be
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objective criteria indicated they had been retrained on updating clients’
met at 100% for the months of March, plgns gpproprlately -The QIDP
. will train staff on all updated
April, May, June, July, August, and individual support plans and
September 2014. behavior support plans.
-Clinical Supervisor will conduct
Interview with Professional Staff #2 on quamTlrIy reviews IOf etaCh clients
) oL . overall program plan to ensure
10/23/14 at 2:40p.m. indicated clients #2 individual support plans are
and #3's goals should have been updated, appropriate, and
considered met and revised by the accurate. -All corrections will be
Interdisciplinary Team (IDT). Staff #2 made by 11/23/ 14. .
indi d thev had failed . 1 Persons Responsible: Clinical
indicated they had failed to I‘eVleW clients Supervisor, QIDP, and Executive
#2 and #3's ISP Progress Notes in order Director
to acknowledge completion of these
goals set forth in the ISP.
9-3-4(a)
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WO000312 | 483.450(e)(2)
DRUG USAGE
Drugs used for control of inappropriate
behavior must be used only as an integral
part of the client's individual program plan
that is directed specifically towards the
reduction of and eventual elimination of the
behaviors for which the drugs are employed.
Based on record review and interview, W000312 W312  Drugs used for control 11/23/2014
the facility failed for 1 of 3 sampled of inappropriate behavior must be
I lient #3) wh k a behavi used only as an integral part of
clients (client #3) who took a be .av1or the client’s individual program
control drug, to ensure the behavior plan that is directed specifically
control medication was part of client #3's towards the reduction of and
individual support plan (ISP) which eventual elimination of the
included a ol f reducti behaviors for which the drugs are
tncluded a plan of reduction. employed. - An IDT will be
completed with Client #3 to
Findings include: discuss any updates to their
Individuals Support Plan,
. . Behavioral Support Plan in
Review of the record of client #3 .was regards to Anxiety and the use of
done on 10/23/14 at 1:10 p.m. Client #3's behavioral medications. - An
5/1/14 ISP indicated client #3's diagnosis IDT will be completed with all
included. but was not limited to individuals living in the home to
N C e ; ensure that appropriate reduction
Depresswn.. Pl.lyswlan .s orders dat.ed on plans are in place for all
9/26/2014 indicated client #3 received behavioral medications.  -The
the behavior control medications Human Rights Committee will
Citalopram and Trazodone for review any restrictions to Client
. . . s pl -The QIDP will
depression. The ISP did not indicate #3's plan e QIDP will be
) retrained on Behavior Support
what behaviors staff should be made Plans including all psychotropic
aware of regarding the diagnosis of medication and a reduction plan
depression and how to redirect client for each medication  -The
. Clinical Supervisor will be
away from such unwanted behaviors. The . :
) ] ) retrained on Behavior Support
ISP failed to include these behavior Plans including all psychotropic
control medications in a plan which medication and a reduction plan
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included withdrawal criteria. for each medication
-Residential Manager will oversee
I . forofessional staff #1 through daily visits in the home to
nterview ot professional sta on assure programs and objectives
10/24/14 at 11:20 a.m. indicated client #3 are implemented appropriately
did not have all of her current behavior -Clinical Supervisor will oversee
control medications addressed in her ISP through weekly visits in the home
di ) £ reducti to assure programs and
and 1n a pian ot reduction. objectives are implemented
appropriately -All corrections will
9-3-5(a) be made by 11/23/14
Persons Responsible: QIDP,
Clinical Supervisor, Executive
Director
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