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This visit was for the investigation of
complaint #IN00112677.

This was in conjunction with the post
certification revisit (PCR) to the
fundamental recertification and state
licensure survey completed on 6/26/12.

Complaint #IN00112677 - Substantiated,
Federal/state deficiencies related to the
allegation(s) are cited at W102, W104,
W122, W149, W153, W154 and W157.

Survey Dates: July 31, August 1, 2, 3 and
6,2012.

Facility Number: 000872
Provider Number: 15G357
AIM Number: 100239670

Surveyor: Steven Schwing, Medical
Surveyor III

These deficiencies also reflect state
findings in accordance with 460 IAC 9.

Quality Review was completed on
8/13/12 by Tim Shebel, Medical Surveyor
1.

W0000

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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w0102 483.410
GOVERNING BODY AND MANAGEMENT
The facility must ensure that specific
governing body and management
requirements are met.
Based on interview and record review for 1 of 5 w0102 W 102 08/24/2012
clients living in the group home (A), the facility
failed to meet the Condition of Participation: GOVERNING BODY &
Governing Body by failing to ensure: its policies MANAGEMENT
and procedures to prevent abuse and neglect were
implemented, a thorough investigation was Plan of Correction:
conducted, monitoring was increased at the group
home by administrative staff after an incident of Stone Belt will ensure that
suspected abuse and failure of the Home Manager specific governing body and
and Program Coordinator to immediately report management requirements are
suspected abuse. met. Specifically, Stone Belt will
ensure that the policy of
Findings include: prevention of abuse and neglect
are followed, alleged abuse is
Please refer to W104. The governing body failed reported immediately to an
to exercise policy and operating direction over the administrator and will have
facility to ensure its policies and procedures to increased monitoring by
prevent abuse and neglect were implemented, the .adr.ninistrative staff following an
Home Manager and Program Coordinator incident of substantiated abuse.
immediately reported abuse to the administrator, a
thorough investigation was conducted and .
. . Responsible Person:
monitoring was increased at the group home by
Zgzilztlr;z:/; ;Taff after an incident of suspected Fes tive: House Coordinator &
SGL Director
Please refer to W122. The governing body failed
to meet. the Condition of Partif:i[.)ati(.)n: Client Date of Completion:
Protections for 1 of 5 clients living in the group
home (A). The governing body failed to ensure its August 24, 2012
policies and procedures to prevent abuse and
neglect were implemented, the Home Manager Plan of Prevention:
and Program Coordinator immediately reported
abuse to the administrator, a thorough House Staff and all SGL staff
investigation was conducted and monitoring was were retrained on Stone Belt's
increased at the group home by administrative policy of prevention of abuse and
staff after an incident of suspected abuse. neglect. (Attachment # 1 & # 1A).
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#IN00112677.

9-3-1(a)

This federal tag relates to complaint

This training also included
immediate reporting and was also
reviewed at SGL In-service on
8/3/2012. (Attachment # 2).
House Manager and House
Coordinator received
Performance Reviews for not
reporting allegation of abuse &
neglect (Attachment # 3 & # 3A).
House Coordinator, SGL Director
and other administrative staff will
provide administrative oversight if
other incidents occur in the future.
Visits will be documents on Stone
Belt Program Visit Report for SGL
Director and House Coordinator.
(Attachment # 4). Social Worker,
Nurse and Behaviorist will
document their visit on the
Professional Services Sign-in
Sheet. (Attachment #5 & # 5 A)

Quality Assurance Monitoring:

Training staff on Stone Belt’s
policy of prevention of abuse and
neglect will continue as needed
with current staff and covered
during initial staff orientation of
new hires. House Coordinator
and SGL Director will document
both announced and
unannounced visits to the homes
on the Program Visit Report. SGL
Director will review this, at a
minimum, on a monthly basis. In
addition, SGL Director will review
visit by other administrative staff
using the Professional Sign-In
Sheet. These visits will be at least
twice a month. If an allegation of
abuse/neglect occurs in the
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and other administrative staff will
go to the home as instructed by
SGL Director.
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WO0104 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on interview and record review for 1 of 5 w0104 W 104 08/24/2012
clients living in the group home (A), the governing
body failed to exercise policy and operating GOVERNING BODY
direction over the facility to ensure its policies and
procedures to prevent abuse and neglect were Plan of Correction:
implemented, the Home Manager and Program
Coordinator immediately reported abuse to the Stone Belt will ensure that
administrator, a thorough investigation was specific governing body and
conducted and monitoring was increased at the management requirements are
group home by administrative staff after an met. Specifically, Stone Belt will
incident of suspected abuse. ensure that the policy of
prevention of abuse and neglect
Findings include: are followed, alleged abuse is
reported immediately to an
Please refer to W149. For 1 of 15 'adm'n'Strator a.nd .W'” have
incident/investigative reports reviewed affecting |ncr§a§ed rponltorlng by .
client A, the facility neglected to implement its _admln|5tratlve staff followmg an
policies and procedures to prevent abuse and incident of substantiated abuse.
neglect of the clients, ensure staff immediately
reported suspected abuse, conduct a thorough .
. S . . Responsible Person:
investigation and take appropriate corrective
tion. . .
action Festive House Coordinator &
SGL Director
Please refer to W153. For 1 of 15
incident/investigative reports reviewed affecting
client A, the facility failed to 'ensure' the H(?me Date of Completion:
Manager and Program Coordinator immediately
reported suspected abuse, in accordance with state August 24, 2012
law.
Plan of Prevention:
Please refer to W154. For 1 of 15
incident/investigative reports reviewed affecting House Staff and all SGL staff
client A, the facility failed to conduct a thorough were retrained on Stone Belt's
investigation into an allegation of abuse. policy of prevention of abuse and
neglect. (Attachment # 1 & # 1A).
Please refer to W157. For 1 of 15 This training also included
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: PQYI111 Facility ID: Q00872 If continuation sheet Page 5 of 58
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incident/investigative reports reviewed affecting
client A, the facility failed to take appropriate
corrective action in regard to an allegation of
abuse.

This federal tag relates to complaint
#IN00112677.

9-3-1(a)

immediate reporting and was also
reviewed at SGL In-service on
8/3/2012. (Attachment # 2).
House Manager and House
Coordinator received
Performance Reviews for not
reporting allegation of abuse &
neglect (Attachment # 3 & # 3A).
House Coordinator, SGL Director
and other administrative staff will
provide administrative oversight if
other incidents occur in the future.
Visits will be documents on Stone
Belt Program Visit Report for SGL
Director and House Coordinator.
(Attachment # 4). Social Worker,
Nurse and Behaviorist will
document their visit on the
Professional Services Sign-in
Sheet. (Attachment # 5)

Quality Assurance Monitoring:

Training staff on Stone Belt’s
policy of prevention of abuse and
neglect will continue as needed
with current staff and covered
during initial staff orientation of
new hires. House Coordinator
and SGL Director will document
both announced and
unannounced visits to the homes
on the Program Visit Report. SGL
Director will review this, at a
minimum, on a monthly basis. In
addition, SGL Director will review
visit by other administrative staff
using the Professional Sign-In
Sheet. These visits will be at least
twice a month. If an allegation of
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abuse/neglect occurs in the
future, Coordinator and Director
and other administrative staff will
go to the home as instructed by
SGL Director.
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Wo0122 483.420
CLIENT PROTECTIONS
The facility must ensure that specific client
protections requirements are met.
Based on interview and record review for 1 of 5 w0122 W 122 08/24/2012
clients living in the group home (A), the facility
failed to meet the Condition of Participation: CLIENT PROTECTIONS
Client Protections by failing to ensure: its policies
and procedures to prevent abuse and neglect were Plan of Correction:
implemented, the Home Manager and Program
Coordinator immediately reported abuse to the Stone Belt will ensure that
administrator, a thorough investigation was specific governing body and
conducted and monitoring was increased at the management requirements are
group home by administrative staff after an met. Specifically, Stone Belt will
incident of suspected abuse. ensure that the policy of
prevention of abuse and neglect
Findings include: are followed, alleged abuse is
reported immediately to an
Please refer to W149. For 1 of 15 f'administrator a.nd Will have
incident/investigative reports reviewed affecting mcregrsed monltorlng by )
client A, the facility neglected to implement its f'adr.nlnlstratlve staff followmg an
. incident of substantiated abuse.
policies and procedures to prevent abuse and
neglect of the clients, ensure staff immediately
reported suspected abuse, conduct a thorough .
. . . . Responsible Person:
investigation and take appropriate corrective
tion. . .
action Festive House Coordinator &
SGL Director
Please refer to W153. For 1 of 15
incident/investigative reports reviewed affecting
client A, the facility failed to .ensure. the H(?me Date of Completion:
Manager and Program Coordinator immediately
reported suspected abuse, in accordance with state August 24, 2012
law.
Plan of Prevention:
Please refer to W154. For 1 of 15
incident/investigative reports reviewed affecting House Staff and all SGL staff
client A, the facility failed to conduct a thorough were retrained on Stone Belt's
investigation into an allegation of abuse. policy of prevention of abuse and
neglect. (Attachment # 1 & # 1A).
Please refer to W157. For 1 of 15 This training also included
incident/investigative reports reviewed affecting immediate reporting and was also
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: PQYI111 Facility ID: Q00872 If continuation sheet Page 8 of 58
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abuse.

#IN00112677.

9-3-2(a)

client A, the facility failed to take appropriate
corrective action in regard to an allegation of

This federal tag relates to complaint

reviewed at SGL In-service on
8/3/2012. (Attachment # 2).
House Manager and House
Coordinator received
Performance Reviews for not
reporting allegation of abuse &
neglect (Attachment # 3 & # 3A).
House Coordinator, SGL Director
and other administrative staff will
provide administrative oversight if
other incidents occur in the future.
Visits will be documents on Stone
Belt Program Visit Report for SGL
Director and House Coordinator.
(Attachment # 4). Social Worker,
Nurse and Behaviorist will
document their visit on the
Professional Services Sign-in
Sheet. (Attachment # 5)

Quality Assurance Monitoring:

Training staff on Stone Belt’s
policy of prevention of abuse and
neglect will continue as needed
with current staff and covered
during initial staff orientation of
new hires. House Coordinator
and SGL Director will document
both announced and
unannounced visits to the homes
on the Program Visit Report. SGL
Director will review this, at a
minimum, on a monthly basis. In
addition, SGL Director will review
visit by other administrative staff
using the Professional Sign-In
Sheet. These visits will be at least
twice a month. If an allegation of
abuse/neglect occurs in the
future, Coordinator and Director
and other administrative staff will
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go to the home as instructed by
SGL Director.
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W0149 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based on record review and interview for 1 of 15 w0149 W 149 08/24/2012
incident/investigative reports reviewed affecting
client A, the facility neglected to implement its STAFF TREATMENT OF
policies and procedures to prevent abuse and CLIENTS
neglect of the clients, ensure staff immediately
reported suspected abuse, conduct a thorough Plan of Correction:
investigation and take appropriate corrective
action. Stone Belt has and implements
written policies and procedures
Findings include: that prohibit mistreatment,
neglect or abuse of a client.
A review of the facility incident/investigative
reports was conducted on 7/31/12 at 1:48 PM.
On 7/9/12 at 6:45 PM, the Home Manager (HM) Date of Completion:
was in the medication room preparing to
administer medications to clients. The HM heard August 24, 2012
staff #3 call out, "[client A] won't get in the .
shower, I tried." The HM went to talk with client Responsible Person:
A. The HM observed client A's shirt/dress to be ) )
wet in the front and in the back. The HM asked Festive Coordinator
client A how her shirt got wet and client A did not .
respond. The HM asked client A if she could look Plan of Prevention:
in her shirt. The HM found ice cubes in the front
and back of client A's shirt/dress. The HM House ?ta.ff a;d aIIS;SGL ;talf
removed the ice cubes and assisted client A with W(:"Ire re fralne otn ofn eb elts d
her shower. The HM noted red marks where the policy of prevention of abuse .an
. . . . neglect. (Attachment # 1). This
ice cubes had been against her skin and her skin s . . .
. . training also included immediate
was cold to the touch. Once client A was in the ; .
b he HM « staff where the i reporting and was also reviewed
shower, the went to ask statt where the ice at SGL Inservice on 8/3/2012.
cubes camﬁ: from. Staff _#3 responded she had, (Attachment # 2).
"used the ice cube technique" before and generally
client A would take the ice cubes out and do Quality Assurance Monitoring:
whatever she was prompted to do. The HM
informed staff thls was un?cceptable ?r,ld 1.t cgused Festive Coordinator and SGL
red marks on client A's skin. The facility incident
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: PQYI111 Facility ID: Q00872 If continuation sheet Page 11 of 58
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report was completed on 7/17/12. The incident
was reported to the Bureau of Developmental
Disabilities Services (BDDS) on 7/18/12.

A review of an email was conducted on 7/31/12 at
3:40 PM. The email, dated 7/13/12 at 2:00 PM,
from the HM to the group home support team
(email did not specify the addressees) indicated
the following, "[Staff #2] and I have been aware
for sometime about staffs (sic) interactions with
[client A] during behaviors. It has been observed
that staff use [staff #2] or my name in a
threatening manner telling [client A] that she will
be told on to use. Also been observed if [client A]
refuses to do a task requested [staff #2] or I will be
yelled for to get [client A] to accomplish the task.
[Client A's] behavior plan covers all situations or
her refusing to do tasks and no where in the plan
does it say to call for [staff #2] or I. The only time
I would like to be 'called' for would be if [client A]
is sitting in a house on fire, if she is sitting in her
own feces or urine and staff had used all approved
techniques to get her in the shower to get cleaned
and they were unsuccessful. If you are having a
hard time getting [client A] to do something
reference back to her behavior plan or ask staffs
(sic) advice on what has worked for them in the
past. 3 verbal prompts are to be done with each
task with 5 minutes in between each prompt. All
staff should be working with [client A] to gain a
working relationship. Also I know in the
mornings and other times water/ice cubes have
been used to get [client A] to accomplish tasks.
DO NOT USE EITHER OF THESE
TECHNIQUES! It is not appropriate and is not in
her behavior plan if you need retraining let [staff
#2] or I know and we will be happy to retrain you.
Thanks" An email, dated 7/13/12 at 2:16 PM,
from the Social Worker to the team indicated,
"Use of water or ice cubes to prompt [client A] out
of bed (or to do anything) is not a Stone Belt

Director will monitor for possible
abuse and exploitation during
scheduled and unscheduled site
visits. Staff will be trained
annually on abuse/exploitation
policy at Stone Belt as well as
initial new hire orientation and on
a as needed basis.
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approved intervention and could be considered
abuse. If you witness this, your responsibility is to
Interrupt, Protect the client, Report it to [name of
Director] immediately and complete an IR
(incident report) as an allegation of abuse. Please
let me know if you have any questions." An
email, dated 7/14/12 at 12:08 AM, from the
Director to the team indicated, "I want to know by
Monday morning at 10 AM, who as (sic) been
using ice cubes and water in such a manner. [
would also like to know why this tactic has been
allowed to be used." An email, dated 7/14/12 at
9:51 AM, from the Qualified Mental Retardation
Professional (QMRP) to the team indicated, "I
don't know who did this or when it happened but I
would like to know who was doing it. They used
to open her bedroom window to make it cold in
her room to wake up, which I was told was taught
by [name of former home manager]. I put a stop
to that the first week I was coordinator. I never
found out exactly who was doing it though." An
email, dated 7/16/12 at 9:07 AM, from staff #8 to
the team indicated, "I have heard of water being
used in the morning but I will say on mornings that
I work I have never seen [staff #4], myself, or
[staff #6] do anything like that. I agree with not
using other staff to get [client A] to do things
because it causes a lot of issues with staff that she
[client A] does not prefer as much (like myself).
Let me know if I can provide anymore
information, thanks!" An email from the HM,
dated 7/16/12 at 11:13 AM, indicated to the team,
"7/9/12 Monday evening after company left I
started doing meds staff [name of staff #3] said
she could not get [client A] to the shower. When I
went to converse with [client A] I noticed her shirt
to be wet in the back and in the front. I pecked
under the back of her shirt to discover an ice cube.
I removed the ice cube as well as the one in the
front of her dress. After assisting [client A] to the
bathroom she needed help getting her dress off. 1
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saw really red marks where the ice had been sitting
for who knows how long.? (sic) I didn't see the
actual act of the staff putting the ice in her
clothing. When [client A] was settled in he (sic) I
went to ask staff who put the ice in her shirt.

[Staff #8] said she did not. So I asked [staff #3]
the only other staff at the house. She said she had
used this 'ice cube' technique before and generally
[client A] would take the ice cubes out and do
whatever she was prompted to do. I informed
[staff #3] that this was not ok and to not do this
again. I also informed [staff #3] that the ice cubes
had caused really red marks on her. [Staff #3]
went to see these marks. No other conversation
was addressed before me leaving the site. Idid
not do an IR immediately. I did inform [name of
QMRP] of this event on Wednesday. I obviously
failed to report in a timely manor (sic) disciplinary
actions should be bestowed upon me how ever you
see fit. I made the assumption by me stating that
is was not ok to put ice cubes in her shirt and
sending an email in regards to [client A's]
behavior plan would be suffice (sic). We all had
brought up in a prior meeting about staff using
water and like techniques to get [client A] to do
things not being ok I don't know of any other staff
to use these techniques. I know that staff will at
times play with [client A] and joke with her about
water such as myself, she will be giggling and then
throw water back at me but never in a demon (sic)
to get her to do things. Let me know what else
you need from me. FYT the old house manager
would use these type of techniques on [client A]
and therefore trained staff in that manor (sic). So
if your (sic) curious as to where these idea's (sic)
may of originated."

The facility's investigation, dated 7/23/12,
indicated the allegation of abuse by staff #3 was
unsubstantiated (the findings did not support the
event as described). The findings indicated,
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"[Staff #3] reported concern over [client A's]
color, feeling heat coming off her back, slurred
speech, her small amount of food and fluid intake,
sitting outside for almost an hour and a
combination of Valium and Xanax. [Staff #3]
reported telling [name of HM] and [name of staff
#8] about her concerns for [client A]. [Staff #3]
reported making both of them aware that she was
gong to use ice to cool [client A] down. [Staff
#8's] interview supports [staff #3's] account of the
incident... It appears that [staff #3] had no intent
to willfully or purposefully inflict any pain. It
appears that [staff #3's] decision was made to
protect a client she thought was physically
compromised. [Client A] reported no concerns
about this incident and reported that staff are nice
to her. It appears there was miscommunication
between staff about the concerns over [staff #3's]
symptoms. It appears [HM] was unaware of [staff
#3's] observations of [client A] and the need to get
her cooled off quickly. Staff did not follow Stone
Belt's policy for reporting suspected abuse and
neglect." The Corrective Actions resulting from
the investigation were: 1) Retraining on incident
reporting, 2) performance reviews with the QMRP
and the HM for not reporting and 3) retraining on
abuse and neglect.

The facility's investigation did not clarify the
conflicting statements from the home manager's
written incident report and interview and staff #3's
interview regarding the purpose of using the ice.
The investigation did not specifically address the
home manager's statement of staff #3 using an "ice
cube technique." The investigation did not
address the home manager's concern of staff #3
implementing client #3's Behavior Support Plan
(BSP), as written. There was no documentation
staff #3 received disciplinary action for using ice
cubes on client A. There was no documentation
staff #3 or any other staff received re-training on

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

POYI11 Facility ID:

000872 If continuation sheet

Page 15 of 58




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

PRINTED: 08/29/2012
FORM APPROVED
OMB NO. 0938-0391

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

15G357

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

STONE BELT ARC INC

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

3502 FESTIVE DR
BLOOMINGTON, IN 47401

00

X3) DATE SURVEY

COMPLETED
08/06/2012

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

client A's BSP or when to contact the nurse with
health concerns. The investigation did not address
the lack of written documentation from the home
manager addressing her concerns with staff #3's
job performance in regard to using ice cubes to get
client A to comply with her requests and failing to
implement client A's BSP as written.

The interview with the HM in the facility's
investigative report indicated, "[Home Manager]
reported that she asked [staff #8] if (sic) knew
anything about the ice. She reportedly did not
know. [Home Manager] reported that she went to
ask [staff #3]. [Staff #3] reportedly said that she
use (sic) ice cubes to gauge how tired [client A] is.
[Staff #3] reportedly said that if [client A] is not
tired, she takes them out. [Home Manager|
reported that she walked away and [staff #3] went
to see the red marks on [client A]. [Home
Manager] reported that she did not think the
incident was vindictive. She reported that she
thinks [staff #3] does not always not (sic) what's
appropriate or inappropriate. [Home Manager]
reported that [staff #3] has power struggles with
[client A] and asks for help from her or [staff #2].
When asked to clarify, [home manager] reported
that [staff #3] will continue to answer [client A's]
perseverating questions and trying (sic) to reason
with her. She reported that [staff #3] does not
follow [client A's] BSP (behavior support plan).
When asked if she has addressed her concerns
with [staff #3], [home manager] reported that she
has given brief feedback, such as, 'stop answering.
When asked about not reporting it immediately,
[home manager] reported that is can be confusing
what needs to be reported. She stated that she had
addressed this issue with [staff #3] that night. She
reported that it was not a continuous occurrence
and she thought it would not happen again. When
asked if she reported it to anyone else, [home
manager] stated that she told [QMRP]. [QMRP]

'
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reportedly said, 'that is wildly inappropriate.'
[Home manager] reported that she talked to [staff
#2] and [staff #8] on Friday. She reported that
conversation was about how inappropriate it was
and maybe people should re-read [client A's] BSP.
[Home Manager] reported that she typed up the
email that she sent to the house."

The interview with staff #3 in the facility's
investigative report indicated, in part, "...[client A]
was sitting with her head on the table. [Staff #3]
reported asking [client A] if she was (sic) to take a
shower. [Staff #3] reported that [client A] had
slurred speech and responded, 'I don't wanna."
[Staff #3] reported she was concerned about
[client A] because she was red and she could feel
heat coming off her. [Staff #3] reported that she
told [home manager] she was going to put ice on
[client A] because she was so hot. [Staff #3]
reported that [home manager] had no response.
[Staff #3] reported that [staff #8] was still in the
kitchen. [Staff #3] reported telling [staff #8] she
was going to get some ice to put on [client A].
[Staff #3] reported she wanted [staff #8] to know
she was concerned. [Staff #3] reported taking
cubes that were about half the size of a regular ice
cube. [Staff#3] reported that she rubbed the ice
on [client A's] neck then put it between her sports
bra and t-shirt in the front and back. [Staff #3]
reported asking [client A] again if she was ready
to take a shower. [Staff #3] reported that the ice
was on [client A] for five to seven minutes, while
she walked down to the office... [Staff #3]
reported that she went to see [client A's red marks.
[Staff #3] reported that [client A] was sitting
naked on the toilet. [Staff #3] reported that she
helped [client A] into the shower. She reported
the mark was gone... [Staff #3] reported that if
[client A] hadn't looked better, she would have
called the nurse pager."
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A review of a Performance Review with the HM,
dated 7/27/12, was conducted on 7/31/12 at 1:48
PM. The review indicated, "Not reporting
possible allegation of abuse/neglect immediately."
The HM refused to sign the form.

A review of staff #3's employee file was
conducted on 8/1/12 at 9:26 AM. There was no
corrective action for staff #3's use of ice cubes on
client A. There was no documentation in the
employee file addressing the HMs concerns with
staff #3 not implementing client A's BSP, as
written. Staff #3 received training on client A's
BSP on 6/25/12, 5/30/12 and 4/1/11. Staff #3 was
trained on abuse and neglect on 1/6/12 and
3/21/11.

A review of the facility's abuse and neglect policy,
dated 10/15/10, was conducted on 7/31/12 at 2:47
PM. The policy indicated, "Abuse and neglect are
never acceptable. Abuse is defined as the
willful/purposeful infliction of physical or
emotional pain, injury, physical violation,
revilement, malignment, exploitation and/or
otherwise disregard of an individual. Neglect is
the failure to provide appropriate care, food,
medical care or supervision of an individual,
whether purposeful or due to carelessness,
inattentiveness, or omission of the responsible
party which results in risk of physical harm and/or
emotional trauma." The policy indicated, "Cases
or suspected cases of mistreatment/neglect/abuse
involving the implementation of behavioral
intervention techniques or any incident involving
the use of physical physical intervention, accident
or injury to a Client shall be reported according to
the Incident Reporting Procedure. The Executive
Director will be notified in accordance with this
procedure. A file of these Incident Reports shall
be maintained by the appropriate agency
personnel. This file is accessible to the
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Chairperson of the Human Rights Committee for
review upon request. An investigation of any
incident may be requested by a Client,
parent/guardian, advocate, staff member, or other
involved party."

An interview with the HM was conducted on
7/31/12 at 5:18 PM. The HM indicated staff #3
called out for her assistance due to client A not
wanting to take a shower. The HM found client
A's shirt wet in the front and back and then she
discovered two cubes underneath her sports bra.
The HM indicated staff #8 did not know anything
about the ice cubes when asked. When she asked
staff #3 about the ice cubes, staff #3 indicated she
used ice cubes to see if client A was alert/awake.
The HM indicated staff #3 made it sound like she
had used ice cubes prior to this incident. The HM
indicated staff #3 never indicated she placed the
ice cubes in client A's bra due to client A being
hot. The HM indicated she (HM) was mad about
the use of ice cubes. The HM indicated, in regard
to the purpose of using the ice, "Someone's whose
a__ on the line going to make up stuff." She
indicated she removed the ice cubes and addressed
the issue with staff #3 at the time. The HM
indicated she did not report the incident
immediately. The HM indicated she felt this was
in a "gray area" for reporting. The HM indicated
staff #3 was supposed to be retrained by the
behavior consultant but it was not conducted. The
HM indicated staff #3 did not implement client A's
BSP as written in regard to perseveration. The
HM indicated she had not documented her
concerns in regard to staff #3 not implementing
client A's plan as written.

An interview with staff #8 was conducted on
8/1/12 at 10:01 AM. Staff #8 indicated she was
present at the time the ice cubes were discovered
in client A's shirt. Staff #8 indicated she did not
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put the ice cubes in client A's shirt. Staff #8
indicated staff #3 was concerned about client A's
skin being red in color and warm to the touch.
Staff #8 indicated she thought client A felt warm.
Staff #8 indicated she did not witness staff #3 put
the ice cubes in client A's shirt. Staff #8 indicated
she had never seen staff use ice cubes to get client
A to comply with requests. Staff #8 indicated staff
#3 contacted her after staff #3 was suspended.
Staff #3 told staff #8 she was trying to cool client
A off by using ice cubes. Staff #8 indicated staff
#3's "execution" of trying to cool client A was a
little "odd." Staff #8 indicated staff #3 should
have used a Ziploc bag. Staff #8 indicated staff #3
had "trouble" implementing client A's BSP in
regard to addressing perseveration. Staff #8
indicated staff #3 did not do active ignoral and
would talk to her and try to reason with client A.
Staff #8 indicated trying to discuss client A's
perseveration caused the behavior to escalate.
Staff #8 indicated staff #3 means well but does
not implement the plan as written in regard to
active ignoral (ignoring the behavior but not the
client).

An interview with staff #3 was conducted on
8/6/12 at 10:42 AM. Staff #3 indicated she has
never used ice to get client A to comply with her
requests. Staff #3 indicated she did put ice in the
front and back of client A's sports bra (between
bra and shirt) to cool client A down. Staff #3
indicated she was concerned about client A being
overheated and slurring her words. Staff #3
indicated she did inform both the HM and staff #8
about her concerns. Staff #3 indicated she told
both the HM and staff #8 she was going to use ice
prior to using ice. Staff #3 indicated she did not
contact the on-call pager or nurse pager about her
concerns. Staff #3 indicated she never used the
term "ice cube technique" with the HM; staff #3
indicated there was no technique, she was trying to
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cool client A off. Staff #3 indicated client A did
not react to the use of ice. Staff #3 indicated she
did see red marks on client A's skin prior to client
A getting into the shower however the marks went
away during her shower.

An interview with the Social Worker (SW) who
conducted the investigation was conducted on
7/31/12 at 2:22 PM. The SW indicated abuse was
unsubstantiated due to staff #3 using ice cubes to
cool off client A; the SW indicated staff #3 was
not abusive toward client A. The SW indicated
client A did not indicate any of the staff were
abusive toward her. The SW indicated the HM
was staff #3's supervisor and should address
personnel issues such as not implementing a
client's plan with the staff. The SW indicated she
did not address the HM's statement that staff #3
used the "ice cube technique." The SW indicated
both the HM and QMRP for the home were aware
of the incident and failed to report to the Director.
The SW indicated staff #3 should receive a
"refresher" on client A's BSP.

An interview with the QMRP was conducted on
8/1/12 at 10:38 AM. The QMRP indicated
informed her on 7/12/12 of the incident. The
QMRP indicated they were out shopping and did
not think much of it when she was informed. The
QMRP indicated on 7/13/12 when the HM sent
out an email to the team was when she realized
there was an issue. The QMRP indicated the HM
was off on 7/16/12 so when she returned to work
on 7/17/12, the HM was directed to document the
incident on an incident report. The QMRP
indicated staff #3 was suspended on 7/17/12. The
QMRP initially indicated she increased her
monitoring of the home from one day per week to
two due to the investigation being conducted but
later in the interview indicated she conducted
visits 1-2 times per week. The QMRP indicated
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she was not instructed by the Director to increase
monitoring at the home. The QMRP indicated she
should have reported the incident immediately but
did not realize there was an allegation of abuse
until the HM sent out an email. The QMRP
indicated she was not aware of staff #3 receiving
corrective action for not implementing client A's
plan as written. The QMRP indicated the HM
should have immediately reported her concerns to
administrative staff.

An interview with the Director was conducted on
8/2/12 at 9:45 AM. The Director indicated he was
first aware of ice cubes being used from an email
the HM sent out. The Director indicated he asked
in the email to be informed of the incident by
Monday morning. At 11:30 AM on Monday
morning, the HM told him staff #3 used the ice
cube technique. The Director indicated the
allegation of abuse was unsubstantiated. The
Director told the HM and QMRP to retrain staff
#3 and all the other staff on client A's BSP by
7/27/12 and this did not occur. The HM told the
Director she forgot to retrain the staff. The
Director indicated both the HM and the QMRP
failed to report. The Director indicated the HM
refused to sign her Performance Review form due
to the allegation being unsubstantiated therefore
the incident did not happen and there was nothing
to report. The Director indicated there had been
no increase in the monitoring of the home since
the incident. The Director stated, "there needs to
be increased monitoring."

This federal tag relates to complaint
#IN00112677.

9-3-2(a)
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STAFF TREATMENT OF CLIENTS
The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law through
established procedures.
Based on record review and interview for 1 of 15 WO0153 W153 08/24/2012
incident/investigative reports reviewed affecting
client A, the facility failed to ensure staff STAFF TREATMENT OF
immediately reported suspected abuse, in CLIENTS
accordance with state law.
Plan of Correction
Findings include:
Stone Belt ensures that all
A review of the facility incident/investigative allegations of mistreatment,
reports was conducted on 7/31/12 at 1:48 PM. abuse or neglect are reported
immediately to the administrator
On 7/9/12 at 6:45 PM, the Home Manager (HM) or other officials. Stone Belt will
was in the medication room preparing to report the incident within 24
administer medications to clients. The HM heard hours.
staff #3 call out, "[client A] won't get in the
shower, I tried." The HM went to talk with client Date of Completion
A. The HM observed client A's shirt/dress to be
wet in the front and in the back. The HM asked August 24, 2012
client A how her shirt got wet and client A did not
respond. The HM asked client A if she could look Responsible Person
in her shirt. The HM found ice cubes in the front
and back of client A's shirt/dress. The HM Festive Coordinator and SGL
removed the ice cubes and assisted client A with Director
her shower. The HM noted red marks where the
ice cubes had been against her skin and her skin Plan of Prevention
was cold to the touch. Once client A was in the
shower, the HM went to ask staff where the ice The Coordinator will assure th.at.
cubes came from. Staff #3 responded she had, such reports ar(—‘-T Cc.)mpleted within
"used the ice cube technique" before and generally 24.h.our§ of the |nCId.ent. The
client A would take the ice cubes out and do tra'”'”g included Incident
whatever she was prompted to do. The HM Reporting Procedures.
informed staff this was unacceptable and it caused (Attachment # 6)
red marks on client A's skin. The facility incident
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report was completed on 7/17/12. The incident
was reported to the Bureau of Developmental
Disabilities Services (BDDS) on 7/18/12.

A review of an email was conducted on 7/31/12 at
3:40 PM. The email, dated 7/13/12 at 2:00 PM,
from the HM to the group home support team
(email did not specify the addressees) indicated
the following, "[Staff #2] and I have been aware
for sometime about staffs (sic) interactions with
[client A] during behaviors. It has been observed
that staff use [staff #2] or my name in a
threatening manner telling [client A] that she will
be told on to use. Also been observed if [client A]
refuses to do a task requested [staff #2] or I will be
yelled for to get [client A] to accomplish the task.
[Client A's] behavior plan covers all situations or
her refusing to do tasks and no where in the plan
does it say to call for [staff #2] or I. The only time
I would like to be 'called' for would be if [client A]
is sitting in a house on fire, if she is sitting in her
own feces or urine and staff had used all approved
techniques to get her in the shower to get cleaned
and they were unsuccessful. If you are having a
hard time getting [client A] to do something
reference back to her behavior plan or ask staffs
(sic) advice on what has worked for them in the
past. 3 verbal prompts are to be done with each
task with 5 minutes in between each prompt. All
staff should be working with [client A] to gain a
working relationship. Also I know in the
mornings and other times water/ice cubes have
been used to get [client A] to accomplish tasks.
DO NOT USE EITHER OF THESE
TECHNIQUES! It is not appropriate and is not in
her behavior plan if you need retraining let [staff
#2] or I know and we will be happy to retrain you.
Thanks" An email, dated 7/13/12 at 2:16 PM,
from the Social Worker to the team indicated,
"Use of water or ice cubes to prompt [client A] out
of bed (or to do anything) is not a Stone Belt

Quality Assurance Monitoring

The SGL Director will review all
incident reports and assure they
are reported within the 24 hour
period.
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approved intervention and could be considered
abuse. If you witness this, your responsibility is to
Interrupt, Protect the client, Report it to [name of
Director] immediately and complete an IR
(incident report) as an allegation of abuse. Please
let me know if you have any questions." An
email, dated 7/14/12 at 12:08 AM, from the
Director to the team indicated, "I want to know by
Monday morning at 10 AM, who as (sic) been
using ice cubes and water in such a manner. [
would also like to know why this tactic has been
allowed to be used." An email, dated 7/14/12 at
9:51 AM, from the Qualified Mental Retardation
Professional (QMRP) to the team indicated, "I
don't know who did this or when it happened but I
would like to know who was doing it. They used
to open her bedroom window to make it cold in
her room to wake up, which I was told was taught
by [name of former home manager]. I put a stop
to that the first week I was coordinator. I never
found out exactly who was doing it though." An
email, dated 7/16/12 at 9:07 AM, from staff #8 to
the team indicated, "I have heard of water being
used in the morning but I will say on mornings that
I work I have never seen [staff #4], myself, or
[staff #6] do anything like that. I agree with not
using other staff to get [client A] to do things
because it causes a lot of issues with staff that she
[client A] does not prefer as much (like myself).
Let me know if I can provide anymore
information, thanks!" An email from the HM,
dated 7/16/12 at 11:13 AM, indicated to the team,
"7/9/12 Monday evening after company left I
started doing meds staff [name of staff #3] said
she could not get [client A] to the shower. When I
went to converse with [client A] I noticed her shirt
to be wet in the back and in the front. I pecked
under the back of her shirt to discover an ice cube.
I removed the ice cube as well as the one in the
front of her dress. After assisting [client A] to the
bathroom she needed help getting her dress off. 1
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saw really red marks where the ice had been sitting
for who knows how long.? (sic) I didn't see the
actual act of the staff putting the ice in her
clothing. When [client A] was settled in he (sic) I
went to ask staff who put the ice in her shirt.

[Staff #8] said she did not. So I asked [staff #3]
the only other staff at the house. She said she had
used this 'ice cube' technique before and generally
[client A] would take the ice cubes out and do
whatever she was prompted to do. I informed
[staff #3] that this was not ok and to not do this
again. I also informed [staff #3] that the ice cubes
had caused really red marks on her. [Staff #3]
went to see these marks. No other conversation
was addressed before me leaving the site. Idid
not do an IR immediately. I did inform [name of
QMRP] of this event on Wednesday. I obviously
failed to report in a timely manor (sic) disciplinary
actions should be bestowed upon me how ever you
see fit. I made the assumption by me stating that
is was not ok to put ice cubes in her shirt and
sending an email in regards to [client A's]
behavior plan would be suffice (sic). We all had
brought up in a prior meeting about staff using
water and like techniques to get [client A] to do
things not being ok I don't know of any other staff
to use these techniques. I know that staff will at
times play with [client A] and joke with her about
water such as myself, she will be giggling and then
throw water back at me but never in a demon (sic)
to get her to do things. Let me know what else
you need from me. FYT the old house manager
would use these type of techniques on [client A]
and therefore trained staff in that manor (sic). So
if your (sic) curious as to where these idea's (sic)
may of originated."

The facility's investigation, dated 7/23/12,
indicated the allegation of abuse by staff #3 was
unsubstantiated (the findings did not support the
event as described). The findings indicated,
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"[Staff #3] reported concern over [client A's]
color, feeling heat coming off her back, slurred
speech, her small amount of food and fluid intake,
sitting outside for almost an hour and a
combination of Valium and Xanax. [Staff #3]
reported telling [name of HM] and [name of staff
#8] about her concerns for [client A]. [Staff #3]
reported making both of them aware that she was
gong to use ice to cool [client A] down. [Staff
#8's] interview supports [staff #3's] account of the
incident... It appears that [staff #3] had no intent
to willfully or purposefully inflict any pain. It
appears that [staff #3's] decision was made to
protect a client she thought was physically
compromised. [Client A] reported no concerns
about this incident and reported that staff are nice
to her. It appears there was miscommunication
between staff about the concerns over [staff #3's]
symptoms. It appears [HM] was unaware of [staff
#3's] observations of [client A] and the need to get
her cooled off quickly. Staff did not follow Stone
Belt's policy for reporting suspected abuse and
neglect." The Corrective Actions resulting from
the investigation were: 1) Retraining on incident
reporting, 2) performance reviews with the QMRP
and the HM for not reporting and 3) retraining on
abuse and neglect.

The facility's investigation did not clarify the
conflicting statements from the home manager's
written incident report and interview and staff #3's
interview regarding the purpose of using the ice.
The investigation did not specifically address the
home manager's statement of staff #3 using an "ice
cube technique." The investigation did not
address the home manager's concern of staff #3
implementing client #3's Behavior Support Plan
(BSP), as written. There was no documentation
staff #3 received disciplinary action for using ice
cubes on client A. There was no documentation
staff #3 or any other staff received re-training on
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client A's BSP or when to contact the nurse with
health concerns. The investigation did not address
the lack of written documentation from the home
manager addressing her concerns with staff #3's
job performance in regard to using ice cubes to get
client A to comply with her requests and failing to
implement client A's BSP as written.

The interview with the HM in the facility's
investigative report indicated, "[Home Manager]
reported that she asked [staff #8] if (sic) knew
anything about the ice. She reportedly did not
know. [Home Manager] reported that she went to
ask [staff #3]. [Staff #3] reportedly said that she
use (sic) ice cubes to gauge how tired [client A] is.
[Staff #3] reportedly said that if [client A] is not
tired, she takes them out. [Home Manager|
reported that she walked away and [staff #3] went
to see the red marks on [client A]. [Home
Manager] reported that she did not think the
incident was vindictive. She reported that she
thinks [staff #3] does not always not (sic) what's
appropriate or inappropriate. [Home Manager]
reported that [staff #3] has power struggles with
[client A] and asks for help from her or [staff #2].
When asked to clarify, [home manager] reported
that [staff #3] will continue to answer [client A's]
perseverating questions and trying (sic) to reason
with her. She reported that [staff #3] does not
follow [client A's] BSP (behavior support plan).
When asked if she has addressed her concerns
with [staff #3], [home manager] reported that she
has given brief feedback, such as, 'stop answering.
When asked about not reporting it immediately,
[home manager] reported that is can be confusing
what needs to be reported. She stated that she had
addressed this issue with [staff #3] that night. She
reported that it was not a continuous occurrence
and she thought it would not happen again. When
asked if she reported it to anyone else, [home
manager] stated that she told [QMRP]. [QMRP]

'
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reportedly said, 'that is wildly inappropriate.'
[Home manager] reported that she talked to [staff
#2] and [staff #8] on Friday. She reported that
conversation was about how inappropriate it was
and maybe people should re-read [client A's] BSP.
[Home Manager] reported that she typed up the
email that she sent to the house."

The interview with staff #3 in the facility's
investigative report indicated, in part, "...[client A]
was sitting with her head on the table. [Staff #3]
reported asking [client A] if she was (sic) to take a
shower. [Staff #3] reported that [client A] had
slurred speech and responded, 'I don't wanna."
[Staff #3] reported she was concerned about
[client A] because she was red and she could feel
heat coming off her. [Staff #3] reported that she
told [home manager] she was going to put ice on
[client A] because she was so hot. [Staff #3]
reported that [home manager] had no response.
[Staff #3] reported that [staff #8] was still in the
kitchen. [Staff #3] reported telling [staff #8] she
was going to get some ice to put on [client A].
[Staff #3] reported she wanted [staff #8] to know
she was concerned. [Staff #3] reported taking
cubes that were about half the size of a regular ice
cube. [Staff#3] reported that she rubbed the ice
on [client A's] neck then put it between her sports
bra and t-shirt in the front and back. [Staff #3]
reported asking [client A] again if she was ready
to take a shower. [Staff #3] reported that the ice
was on [client A] for five to seven minutes, while
she walked down to the office... [Staff #3]
reported that she went to see [client A's red marks.
[Staff #3] reported that [client A] was sitting
naked on the toilet. [Staff #3] reported that she
helped [client A] into the shower. She reported
the mark was gone... [Staff #3] reported that if
[client A] hadn't looked better, she would have
called the nurse pager."
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A review of a Performance Review with the HM,
dated 7/27/12, was conducted on 7/31/12 at 1:48
PM. The review indicated, "Not reporting
possible allegation of abuse/neglect immediately."
The HM refused to sign the form.

A review of staff #3's employee file was
conducted on 8/1/12 at 9:26 AM. There was no
corrective action for staff #3's use of ice cubes on
client A. There was no documentation in the
employee file addressing the HMs concerns with
staff #3 not implementing client A's BSP, as
written. Staff #3 received training on client A's
BSP on 6/25/12, 5/30/12 and 4/1/11. Staff #3 was
trained on abuse and neglect on 1/6/12 and
3/21/11.

A review of the facility's abuse and neglect policy,
dated 10/15/10, was conducted on 7/31/12 at 2:47
PM. The policy indicated, "Abuse and neglect are
never acceptable. Abuse is defined as the
willful/purposeful infliction of physical or
emotional pain, injury, physical violation,
revilement, malignment, exploitation and/or
otherwise disregard of an individual. Neglect is
the failure to provide appropriate care, food,
medical care or supervision of an individual,
whether purposeful or due to carelessness,
inattentiveness, or omission of the responsible
party which results in risk of physical harm and/or
emotional trauma." The policy indicated, "Cases
or suspected cases of mistreatment/neglect/abuse
involving the implementation of behavioral
intervention techniques or any incident involving
the use of physical physical intervention, accident
or injury to a Client shall be reported according to
the Incident Reporting Procedure. The Executive
Director will be notified in accordance with this
procedure. A file of these Incident Reports shall
be maintained by the appropriate agency
personnel. This file is accessible to the
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Chairperson of the Human Rights Committee for
review upon request. An investigation of any
incident may be requested by a Client,
parent/guardian, advocate, staff member, or other
involved party."

An interview with the HM was conducted on
7/31/12 at 5:18 PM. The HM indicated staff #3
called out for her assistance due to client A not
wanting to take a shower. The HM found client
A's shirt wet in the front and back and then she
discovered two cubes underneath her sports bra.
The HM indicated staff #8 did not know anything
about the ice cubes when asked. When she asked
staff #3 about the ice cubes, staff #3 indicated she
used ice cubes to see if client A was alert/awake.
The HM indicated staff #3 made it sound like she
had used ice cubes prior to this incident. The HM
indicated staff #3 never indicated she placed the
ice cubes in client A's bra due to client A being
hot. The HM indicated she (HM) was mad about
the use of ice cubes. The HM indicated, in regard
to the purpose of using the ice, "Someone's whose
a__ on the line going to make up stuff." She
indicated she removed the ice cubes and addressed
the issue with staff #3 at the time. The HM
indicated she did not report the incident
immediately. The HM indicated she felt this was
in a "gray area" for reporting. The HM indicated
staff #3 was supposed to be retrained by the
behavior consultant but it was not conducted. The
HM indicated staff #3 did not implement client A's
BSP as written in regard to perseveration. The
HM indicated she had not documented her
concerns in regard to staff #3 not implementing
client A's plan as written.

An interview with staff #8 was conducted on
8/1/12 at 10:01 AM. Staff #8 indicated she was
present at the time the ice cubes were discovered
in client A's shirt. Staff #8 indicated she did not
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put the ice cubes in client A's shirt. Staff #8
indicated staff #3 was concerned about client A's
skin being red in color and warm to the touch.
Staff #8 indicated she thought client A felt warm.
Staff #8 indicated she did not witness staff #3 put
the ice cubes in client A's shirt. Staff #8 indicated
she had never seen staff use ice cubes to get client
A to comply with requests. Staff #8 indicated staff
#3 contacted her after staff #3 was suspended.
Staff #3 told staff #8 she was trying to cool client
A off by using ice cubes. Staff #8 indicated staff
#3's "execution" of trying to cool client A was a
little "odd." Staff #8 indicated staff #3 should
have used a Ziploc bag. Staff #8 indicated staff #3
had "trouble" implementing client A's BSP in
regard to addressing perseveration. Staff #8
indicated staff #3 did not do active ignoral and
would talk to her and try to reason with client A.
Staff #8 indicated trying to discuss client A's
perseveration caused the behavior to escalate.
Staff #8 indicated staff #3 means well but does
not implement the plan as written in regard to
active ignoral.

An interview with staff #3 was conducted on
8/6/12 at 10:42 AM. Staff #3 indicated she has
never used ice to get client A to comply with her
requests. Staff #3 indicated she did put ice in the
front and back of client A's sports bra (between
bra and shirt) to cool client A down. Staff #3
indicated she was concerned about client A being
overheated and slurring her words. Staff #3
indicated she did inform both the HM and staff #8
about her concerns. Staff #3 indicated she told
both the HM and staff #8 she was going to use ice
prior to using ice. Staff #3 indicated she did not
contact the on-call pager or nurse pager about her
concerns. Staff #3 indicated she never used the
term "ice cube technique" with the HM; staff #3
indicated there was no technique, she was trying to
cool client A off. Staff #3 indicated client A did
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not react to the use of ice. Staff #3 indicated she
did see red marks on client A's skin prior to client
A getting into the shower however the marks went
away during her shower.

An interview with the Social Worker (SW) who
conducted the investigation was conducted on
7/31/12 at 2:22 PM. The SW indicated abuse was
unsubstantiated due to staff #3 using ice cubes to
cool off client A; the SW indicated staff #3 was
not abusive toward client A. The SW indicated
client A did not indicate any of the staff were
abusive toward her. The SW indicated the HM
was staff #3's supervisor and should address
personnel issues such as not implementing a
client's plan with the staff. The SW indicated she
did not address the HM's statement that staff #3
used the "ice cube technique." The SW indicated
both the HM and QMRP for the home were aware
of the incident and failed to report to the Director.
The SW indicated staff #3 should receive a
"refresher” on client A's BSP.

An interview with the QMRP was conducted on
8/1/12 at 10:38 AM. The QMRP indicated
informed her on 7/12/12 of the incident. The
QMRP indicated they were out shopping and did
not think much of it when she was informed. The
QMRP indicated on 7/13/12 when the HM sent
out an email to the team was when she realized
there was an issue. The QMRP indicated the HM
was off on 7/16/12 so when she returned to work
on 7/17/12, the HM was directed to document the
incident on an incident report. The QMRP
indicated staff #3 was suspended on 7/17/12. The
QMRP initially indicated she increased her
monitoring of the home from one day per week to
two due to the investigation being conducted but
later in the interview indicated she conducted
visits 1-2 times per week. The QMRP indicated
she was not instructed by the Director to increase
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monitoring at the home. The QMRP indicated she
should have reported the incident immediately but
did not realize there was an allegation of abuse
until the HM sent out an email. The QMRP
indicated she was not aware of staff #3 receiving
corrective action for not implementing client A's
plan as written. The QMRP indicated the HM
should have immediately reported her concerns to
administrative staff.

An interview with the Director was conducted on
8/2/12 at 9:45 AM. The Director indicated he was
first aware of ice cubes being used from an email
the HM sent out. The Director indicated he asked
in the email to be informed of the incident by
Monday morning. At 11:30 AM on Monday
morning, the HM told him staff #3 used the ice
cube technique. The Director indicated the
allegation of abuse was unsubstantiated. The
Director told the HM and QMRP to retrain staff
#3 and all the other staff on client A's BSP by
7/27/12 and this did not occur. The HM told the
Director she forgot to retrain the staff. The
Director indicated both the HM and the QMRP
failed to report. The Director indicated the HM
refused to sign her Performance Review form due
to the allegation being unsubstantiated therefore
the incident did not happen and there was nothing
to report. The Director indicated there had been
no increase in the monitoring of the home since
the incident. The Director stated, "there needs to
be increased monitoring."

This federal tag relates to complaint
#IN00112677.

9-3-2(a)
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WO0154 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
The facility must have evidence that all
alleged violations are thoroughly investigated.
Based on record review and interview for 1 of 15 WO0154 W154 08/24/2012
incident/investigative reports reviewed affecting
client A, the facility failed to conduct a thorough STAFF TREATMENT OF
investigation into an allegation of abuse. CLIENTS
Findings include: Plan of Correction
A review of the facility incident/investigative Stone Belt will ensure that all
reports was conducted on 7/31/12 at 1:48 PM. allegations are investigated
thoroughly.
On 7/9/12 at 6:45 PM, the Home Manager (HM)
was in the medication room preparing to Date of Completion
administer medications to clients. The HM heard
staff #3 call out, "[client A] won't get in the August 24, 2012
shower, I tried." The HM went to talk with client
A. The HM observed client A's shirt/dress to be Responsible Person
wet in the front and in the back. The HM asked
client A how her shirt got wet and client A did not Festive Coordinator/SGL Director
respond. The HM asked client A if she could look
in her shirt. The HM found ice cubes in the front Plan of Prevention
and back of client A's shirt/dress. The HM
removed the ice cubes and assisted client A with The Coordinator and Social
her shower. The HM noted red marks where the Worker reviewed and completed
ice cubes had been against her skin and her skin training on Stone Belt
was cold to the touch. Once client A was in the investigation procedures.
shower, the HM went to ask staff where the ice (Attachment # 7). This included
cubes came from. Staff #3 responded she had, _how tq CO.ndUCt proper
"used the ice cube technique" before and generally !nvestllgatlons and who should be
client A would take the ice cubes out and do interviewed. (Attachment # 8)
whatever she was prompted to do. The HM . L.
informed staff this was unacceptable and it caused Quality Assurance Monitoring
red marks on client A's skin. The facility incident . .
report was completed on 7/17/12. The incident The SGIT Dlrector VY'" .ensure,
after reviewing the incident, that
was reported to the Bureau of Developmental investigations will be completed
Disabilities Services (BDDS) on 7/18/12.
thoroughly.
A review of an email was conducted on 7/31/12 at
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3:40 PM. The email, dated 7/13/12 at 2:00 PM,
from the HM to the group home support team
(email did not specify the addressees) indicated
the following, "[Staff #2] and I have been aware
for sometime about staffs (sic) interactions with
[client A] during behaviors. It has been observed
that staff use [staff #2] or my name in a
threatening manner telling [client A] that she will
be told on to use. Also been observed if [client A]
refuses to do a task requested [staff #2] or I will be
yelled for to get [client A] to accomplish the task.
[Client A's] behavior plan covers all situations or
her refusing to do tasks and no where in the plan
does it say to call for [staff #2] or I. The only time
I would like to be 'called' for would be if [client A]
is sitting in a house on fire, if she is sitting in her
own feces or urine and staff had used all approved
techniques to get her in the shower to get cleaned
and they were unsuccessful. If you are having a
hard time getting [client A] to do something
reference back to her behavior plan or ask staffs
(sic) advice on what has worked for them in the
past. 3 verbal prompts are to be done with each
task with 5 minutes in between each prompt. All
staff should be working with [client A] to gain a
working relationship. Also I know in the
mornings and other times water/ice cubes have
been used to get [client A] to accomplish tasks.
DO NOT USE EITHER OF THESE
TECHNIQUES! It is not appropriate and is not in
her behavior plan if you need retraining let [staff
#2] or I know and we will be happy to retrain you.
Thanks" An email, dated 7/13/12 at 2:16 PM,
from the Social Worker to the team indicated,
"Use of water or ice cubes to prompt [client A] out
of bed (or to do anything) is not a Stone Belt
approved intervention and could be considered
abuse. If you witness this, your responsibility is to
Interrupt, Protect the client, Report it to [name of
Director] immediately and complete an IR
(incident report) as an allegation of abuse. Please
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let me know if you have any questions." An
email, dated 7/14/12 at 12:08 AM, from the
Director to the team indicated, "I want to know by
Monday morning at 10 AM, who as (sic) been
using ice cubes and water in such a manner. [
would also like to know why this tactic has been
allowed to be used." An email, dated 7/14/12 at
9:51 AM, from the Qualified Mental Retardation
Professional (QMRP) to the team indicated, "I
don't know who did this or when it happened but I
would like to know who was doing it. They used
to open her bedroom window to make it cold in
her room to wake up, which I was told was taught
by [name of former home manager]. I put a stop
to that the first week I was coordinator. I never
found out exactly who was doing it though." An
email, dated 7/16/12 at 9:07 AM, from staff #8 to
the team indicated, "I have heard of water being
used in the morning but I will say on mornings that
I work I have never seen [staff #4], myself, or
[staff #6] do anything like that. I agree with not
using other staff to get [client A] to do things
because it causes a lot of issues with staff that she
[client A] does not prefer as much (like myself).
Let me know if I can provide anymore
information, thanks!" An email from the HM,
dated 7/16/12 at 11:13 AM, indicated to the team,
"7/9/12 Monday evening after company left
started doing meds staff [name of staff #3] said
she could not get [client A] to the shower. When I
went to converse with [client A] I noticed her shirt
to be wet in the back and in the front. I peeked
under the back of her shirt to discover an ice cube.
I removed the ice cube as well as the one in the
front of her dress. After assisting [client A] to the
bathroom she needed help getting her dress off. 1
saw really red marks where the ice had been sitting
for who knows how long.? (sic) I didn't see the
actual act of the staff putting the ice in her
clothing. When [client A] was settled in he (sic) I
went to ask staff who put the ice in her shirt.
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[Staff #8] said she did not. So I asked [staff #3]
the only other staff at the house. She said she had
used this 'ice cube' technique before and generally
[client A] would take the ice cubes out and do
whatever she was prompted to do. I informed
[staff #3] that this was not ok and to not do this
again. I also informed [staff #3] that the ice cubes
had caused really red marks on her. [Staff #3]
went to see these marks. No other conversation
was addressed before me leaving the site. I did
not do an IR immediately. I did inform [name of
QMRP] of this event on Wednesday. I obviously
failed to report in a timely manor (sic) disciplinary
actions should be bestowed upon me how ever you
see fit. I made the assumption by me stating that
is was not ok to put ice cubes in her shirt and
sending an email in regards to [client A's]
behavior plan would be suffice (sic). We all had
brought up in a prior meeting about staff using
water and like techniques to get [client A] to do
things not being ok I don't know of any other staff
to use these techniques. I know that staff will at
times play with [client A] and joke with her about
water such as myself, she will be giggling and then
throw water back at me but never in a demon (sic)
to get her to do things. Let me know what else
you need from me. FYI the old house manager
would use these type of techniques on [client A]
and therefore trained staff in that manor (sic). So
if your (sic) curious as to where these idea's (sic)
may of originated."

The facility's investigation, dated 7/23/12,
indicated the allegation of abuse by staff #3 was
unsubstantiated (the findings did not support the
event as described). The findings indicated,
"[Staff #3] reported concern over [client A's]
color, feeling heat coming off her back, slurred
speech, her small amount of food and fluid intake,
sitting outside for almost an hour and a
combination of Valium and Xanax. [Staff #3]

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

POYI11 Facility ID:

000872 If continuation sheet

Page 38 of 58




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

PRINTED: 08/29/2012
FORM APPROVED
OMB NO. 0938-0391

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

15G357

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

STONE BELT ARC INC

X2) MULTIPLE CONSTRUCTION

00

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

3502 FESTIVE DR
BLOOMINGTON, IN 47401

X3) DATE SURVEY

COMPLETED
08/06/2012

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

reported telling [name of HM] and [name of staff
#8] about her concerns for [client A]. [Staff #3]
reported making both of them aware that she was
gong to use ice to cool [client A] down. [Staff
#8's] interview supports [staff #3's] account of the
incident... It appears that [staff #3] had no intent
to willfully or purposefully inflict any pain. It
appears that [staff #3's] decision was made to
protect a client she thought was physically
compromised. [Client A] reported no concerns
about this incident and reported that staff are nice
to her. It appears there was miscommunication
between staff about the concerns over [staff #3's]
symptoms. It appears [HM] was unaware of [staff
#3's] observations of [client A] and the need to get
her cooled off quickly. Staff did not follow Stone
Belt's policy for reporting suspected abuse and
neglect." The Corrective Actions resulting from
the investigation were: 1) Retraining on incident
reporting, 2) performance reviews with the QMRP
and the HM for not reporting and 3) retraining on
abuse and neglect.

The facility's investigation did not clarify the
conflicting statements from the home manager's
written incident report and interview and staff #3's
interview regarding the purpose of using the ice.
The investigation did not specifically address the
home manager's statement of staff #3 using an "ice
cube technique." The investigation did not
address the home manager's concern of staff #3
implementing client #3's Behavior Support Plan
(BSP), as written. There was no documentation
staff #3 received disciplinary action for using ice
cubes on client A. There was no documentation
staff #3 or any other staff received re-training on
client A's BSP or when to contact the nurse with
health concerns. The investigation did not address
the lack of written documentation from the home
manager addressing her concerns with staff #3's
job performance in regard to using ice cubes to get
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client A to comply with her requests and failing to
implement client A's BSP as written.

The interview with the HM in the facility's
investigative report indicated, "[Home Manager]
reported that she asked [staff #8] if (sic) knew
anything about the ice. She reportedly did not
know. [Home Manager] reported that she went to
ask [staff #3]. [Staff #3] reportedly said that she
use (sic) ice cubes to gauge how tired [client A] is.
[Staff #3] reportedly said that if [client A] is not
tired, she takes them out. [Home Manager]|
reported that she walked away and [staff #3] went
to see the red marks on [client A]. [Home
Manager] reported that she did not think the
incident was vindictive. She reported that she
thinks [staff #3] does not always not (sic) what's
appropriate or inappropriate. [Home Manager]
reported that [staff #3] has power struggles with
[client A] and asks for help from her or [staff #2].
When asked to clarify, [home manager] reported
that [staff #3] will continue to answer [client A's]
perseverating questions and trying (sic) to reason
with her. She reported that [staff #3] does not
follow [client A's] BSP (behavior support plan).
When asked if she has addressed her concerns
with [staff #3], [home manager] reported that she
has given brief feedback, such as, 'stop answering.'
When asked about not reporting it immediately,
[home manager] reported that is can be confusing
what needs to be reported. She stated that she had
addressed this issue with [staff #3] that night. She
reported that it was not a continuous occurrence
and she thought it would not happen again. When
asked if she reported it to anyone else, [home
manager] stated that she told [QMRP]. [QMRP]
reportedly said, 'that is wildly inappropriate.'
[Home manager] reported that she talked to [staff
#2] and [staff #8] on Friday. She reported that
conversation was about how inappropriate it was
and maybe people should re-read [client A's] BSP.
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[Home Manager] reported that she typed up the
email that she sent to the house."

The interview with staff #3 in the facility's
investigative report indicated, in part, "...[client A]
was sitting with her head on the table. [Staff #3]
reported asking [client A] if she was (sic) to take a
shower. [Staff #3] reported that [client A] had
slurred speech and responded, 'I don't wanna."
[Staff #3] reported she was concerned about
[client A] because she was red and she could feel
heat coming off her. [Staff #3] reported that she
told [home manager] she was going to put ice on
[client A] because she was so hot. [Staff #3]
reported that [home manager] had no response.
[Staff #3] reported that [staff #8] was still in the
kitchen. [Staff #3] reported telling [staff #8] she
was going to get some ice to put on [client A].
[Staff #3] reported she wanted [staff #8] to know
she was concerned. [Staff #3] reported taking
cubes that were about half the size of a regular ice
cube. [Staff#3] reported that she rubbed the ice
on [client A's] neck then put it between her sports
bra and t-shirt in the front and back. [Staff #3]
reported asking [client A] again if she was ready
to take a shower. [Staff #3] reported that the ice
was on [client A] for five to seven minutes, while
she walked down to the office... [Staff #3]
reported that she went to see [client A's red marks.
[Staff #3] reported that [client A] was sitting
naked on the toilet. [Staff #3] reported that she
helped [client A] into the shower. She reported
the mark was gone... [Staff #3] reported that if
[client A] hadn't looked better, she would have
called the nurse pager."

A review of a Performance Review with the HM,
dated 7/27/12, was conducted on 7/31/12 at 1:48
PM. The review indicated, "Not reporting
possible allegation of abuse/neglect immediately."
The HM refused to sign the form.

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

POYI11 Facility ID:

000872 If continuation sheet

Page 41 of 58




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

PRINTED: 08/29/2012
FORM APPROVED
OMB NO. 0938-0391

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

15G357

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

STONE BELT ARC INC

X2) MULTIPLE CONSTRUCTION

00

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

3502 FESTIVE DR
BLOOMINGTON, IN 47401

X3) DATE SURVEY

COMPLETED
08/06/2012

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

A review of staff #3's employee file was
conducted on 8/1/12 at 9:26 AM. There was no
corrective action for staff #3's use of ice cubes on
client A. There was no documentation in the
employee file addressing the HMs concerns with
staff #3 not implementing client A's BSP, as
written. Staff #3 received training on client A's
BSP on 6/25/12, 5/30/12 and 4/1/11. Staff #3 was
trained on abuse and neglect on 1/6/12 and
3/21/11.

A review of the facility's abuse and neglect policy,
dated 10/15/10, was conducted on 7/31/12 at 2:47
PM. The policy indicated, "Abuse and neglect are
never acceptable. Abuse is defined as the
willful/purposeful infliction of physical or
emotional pain, injury, physical violation,
revilement, malignment, exploitation and/or
otherwise disregard of an individual. Neglect is
the failure to provide appropriate care, food,
medical care or supervision of an individual,
whether purposeful or due to carelessness,
inattentiveness, or omission of the responsible
party which results in risk of physical harm and/or
emotional trauma." The policy indicated, "Cases
or suspected cases of mistreatment/neglect/abuse
involving the implementation of behavioral
intervention techniques or any incident involving
the use of physical physical intervention, accident
or injury to a Client shall be reported according to
the Incident Reporting Procedure. The Executive
Director will be notified in accordance with this
procedure. A file of these Incident Reports shall
be maintained by the appropriate agency
personnel. This file is accessible to the
Chairperson of the Human Rights Committee for
review upon request. An investigation of any
incident may be requested by a Client,
parent/guardian, advocate, staff member, or other
involved party."
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An interview with the HM was conducted on
7/31/12 at 5:18 PM. The HM indicated staff #3
called out for her assistance due to client A not
wanting to take a shower. The HM found client
A's shirt wet in the front and back and then she
discovered two cubes underneath her sports bra.
The HM indicated staff #8 did not know anything
about the ice cubes when asked. When she asked
staff #3 about the ice cubes, staff #3 indicated she
used ice cubes to see if client A was alert/awake.
The HM indicated staff #3 made it sound like she
had used ice cubes prior to this incident. The HM
indicated staff #3 never indicated she placed the
ice cubes in client A's bra due to client A being
hot. The HM indicated she (HM) was mad about
the use of ice cubes. The HM indicated, in regard
to the purpose of using the ice, "Someone's whose
a__on the line going to make up stuff." She
indicated she removed the ice cubes and addressed
the issue with staff #3 at the time. The HM
indicated she did not report the incident
immediately. The HM indicated she felt this was
in a "gray area" for reporting. The HM indicated
staff #3 was supposed to be retrained by the
behavior consultant but it was not conducted. The
HM indicated staff #3 did not implement client A's
BSP as written in regard to perseveration. The
HM indicated she had not documented her
concerns in regard to staff #3 not implementing
client A's plan as written.

An interview with staff #8 was conducted on
8/1/12 at 10:01 AM. Staff #8 indicated she was
present at the time the ice cubes were discovered
in client A's shirt. Staff #8 indicated she did not
put the ice cubes in client A's shirt. Staff #8
indicated staff #3 was concerned about client A's
skin being red in color and warm to the touch.
Staff #8 indicated she thought client A felt warm.
Staff #8 indicated she did not witness staff #3 put
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the ice cubes in client A's shirt. Staff #8 indicated
she had never seen staff use ice cubes to get client
A to comply with requests. Staff #8 indicated staff
#3 contacted her after staff #3 was suspended.
Staff #3 told staff #8 she was trying to cool client
A off by using ice cubes. Staff #8 indicated staff
#3's "execution" of trying to cool client A was a
little "odd." Staff #8 indicated staff #3 should
have used a Ziploc bag. Staff #8 indicated staff #3
had "trouble" implementing client A's BSP in
regard to addressing perseveration. Staff #8
indicated staff #3 did not do active ignoral and
would talk to her and try to reason with client A.
Staff #8 indicated trying to discuss client A's
perseveration caused the behavior to escalate.
Staff #8 indicated staff #3 means well but does
not implement the plan as written in regard to
active ignoral (ignoring the behavior but not the
client).

An interview with staff #3 was conducted on
8/6/12 at 10:42 AM. Staff #3 indicated she has
never used ice to get client A to comply with her
requests. Staff #3 indicated she did put ice in the
front and back of client A's sports bra (between
bra and shirt) to cool client A down. Staff #3
indicated she was concerned about client A being
overheated and slurring her words. Staff #3
indicated she did inform both the HM and staff #8
about her concerns. Staff #3 indicated she told
both the HM and staff #8 she was going to use ice
prior to using ice. Staff #3 indicated she did not
contact the on-call pager or nurse pager about her
concerns. Staff #3 indicated she never used the
term "ice cube technique" with the HM; staff #3
indicated there was no technique, she was trying to
cool client A off. Staff #3 indicated client A did
not react to the use of ice. Staff #3 indicated she
did see red marks on client A's skin prior to client
A getting into the shower however the marks went
away during her shower.
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An interview with the Social Worker (SW) who
conducted the investigation was conducted on
7/31/12 at 2:22 PM. The SW indicated abuse was
unsubstantiated due to staff #3 using ice cubes to
cool off client A; the SW indicated staff #3 was
not abusive toward client A. The SW indicated
client A did not indicate any of the staff were
abusive toward her. The SW indicated the HM
was staff #3's supervisor and should address
personnel issues such as not implementing a
client's plan with the staff. The SW indicated she
did not address the HM's statement that staff #3
used the "ice cube technique." The SW indicated
both the HM and QMRP for the home were aware
of the incident and failed to report to the Director.
The SW indicated staff #3 should receive a
"refresher” on client A's BSP.

An interview with the QMRP was conducted on
8/1/12 at 10:38 AM. The QMRP indicated
informed her on 7/12/12 of the incident. The
QMRP indicated they were out shopping and did
not think much of it when she was informed. The
QMRP indicated on 7/13/12 when the HM sent
out an email to the team was when she realized
there was an issue. The QMRP indicated the HM
was off on 7/16/12 so when she returned to work
on 7/17/12, the HM was directed to document the
incident on an incident report. The QMRP
indicated staff #3 was suspended on 7/17/12. The
QMREP initially indicated she increased her
monitoring of the home from one day per week to
two due to the investigation being conducted but
later in the interview indicated she conducted
visits 1-2 times per week. The QMRP indicated
she was not instructed by the Director to increase
monitoring at the home. The QMRP indicated she
should have reported the incident immediately but
did not realize there was an allegation of abuse
until the HM sent out an email. The QMRP
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indicated she was not aware of staff #3 receiving
corrective action for not implementing client A's
plan as written. The QMRP indicated the HM
should have immediately reported her concerns to
administrative staff.

An interview with the Director was conducted on
8/2/12 at 9:45 AM. The Director indicated he was
first aware of ice cubes being used from an email
the HM sent out. The Director indicated he asked
in the email to be informed of the incident by
Monday morning. At 11:30 AM on Monday
morning, the HM told him staff #3 used the ice
cube technique. The Director indicated the
allegation of abuse was unsubstantiated. The
Director told the HM and QMRP to retrain staff
#3 and all the other staff on client A's BSP by
7/277/12 and this did not occur. The HM told the
Director she forgot to retrain the staff. The
Director indicated both the HM and the QMRP
failed to report. The Director indicated the HM
refused to sign her Performance Review form due
to the allegation being unsubstantiated therefore
the incident did not happen and there was nothing
to report. The Director indicated there had been
no increase in the monitoring of the home since
the incident. The Director stated, "there needs to
be increased monitoring."

This federal tag relates to complaint
#IN00112677.

9-3-2(a)
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WO0157 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
If the alleged violation is verified, appropriate
corrective action must be taken.
Based on record review and interview for 1 of 15 WO0157 W157 08/24/2012
incident/investigative reports reviewed affecting
client A, the facility failed to take appropriate STAFF TREATMENT OF
corrective action in regard to an allegation of CLIENTS
abuse.
Plan of Correction
Findings include:
Stone Belt will ensure that if a
A review of the facility incident/investigative violation is verified, appropriate
reports was conducted on 7/31/12 at 1:48 PM. corrective action will be taken and
in be completed in a timely
On 7/9/12 at 6:45 PM, the Home Manager (HM) manner. This would include
was in the medication room preparing to increased monitoring of the
administer medications to clients. The HM heard facility after an alleged violation of
staff #3 call out, "[client A] won't get in the abuse and neglect is
shower, I tried." The HM went to talk with client substantiated.
A. The HM observed client A's shirt/dress to be
wet in the front and in the back. The HM asked Date of Completion
client A how her shirt got wet and client A did not
respond. The HM asked client A if she could look August 24, 2012
in her shirt. The HM found ice cubes in the front
and back of client A's shirt/dress. The HM Responsible Person
removed the ice cubes and assisted client A with
her shower. The HM noted red marks where the Festive Coordinator/SGL Director
ice cubes had been against her skin and her skin
was cold to the touch. Once client A was in the Plan of Prevention
shower, the HM went to ask staff where the ice ) )
cubes came from. Staff #3 responded she had, House Coordln.a.tor, S.GL DlrectF)r
"used the ice cube technique" before and generally and F)ther ad.mllnlstr.atlve staff W'”_
client A would take the ice cubes out and do prOVId,e admImStratlve, oversight if
whatever she was prompted to do. The HM Ot_h?r In,CIdentS occur in the future.
. . . Visits will be documents on Stone
informed staff this was unacceptable and it caused ..
red marks on client A's skin. The facility incident B.elt Program Visit Report ].‘OI' SGL
o Director and House Coordinator.
report was completed on 7/17/12. The incident (Attachment # 4). Social Worker,
W‘f’lS rctp.o.rted to the Bureau of Developmental Nurse and Behaviorist will
Disabilities Services (BDDS) on 7/18/12. document their visit on the
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: PQYI111 Facility ID: Q00872 If continuation sheet Page 47 of 58




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

PRINTED: 08/29/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . BUILDING 00 COMPLETED
15G357 L WING 08/06/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
3502 FESTIVE DR
STONE BELT ARC INC BLOOMINGTON, IN 47401
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX CR(](E.‘)éCSI:IRCIE%TERREIECJé}YE%A‘FC()TI‘I'OI—I;IES:F?;’JI%ODgIREIATE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
A review of an email was conducted on 7/31/12 at Professional Services Sign-in
3:40 PM. The email, dated 7/13/12 at 2:00 PM, Sheet. (Attachment # 5)
from the HM to the group home support team
(email did not specify the addressees) indicated Quality Assurance Monitoring
the following, "[Staff #2] and I have been aware
for sometime about staffs (sic) interactions with
[client A] during behaviors. It has been observed House Coordinator and SGL
that staff use [staff #2] or my name in a Director will document both
threatening manner telling [client A] that she will announced and unannounced
be told on to use. Also been observed if [client A] visits to the homes on the
refuses to do a task requested [staff #2] or [ will be Program Visit Report. SGL
yelled for to get [client A] to accomplish the task. Di.refCtor will review this, at a
[Client A's] behavior plan covers all situations or m'm.n_qum’ ona monthly paS'S‘. In
her refusing to do tasks and no where in the plan a.dc.iltlon, SGL D'“?C,t” W_'” review
does it say to call for [staff #2] or I. The only time VIS,It by other adm,ImStrat!ve staff
I would like to be 'called’ for would be if [client A] using the Professional Sign-In
is sitting in a house on fire, if she is sitting in her ts\ls}i:té-lr-l:]g:tel‘l\/ll?l;sr]\l:llllezz t?ct)rl]e:fs't
own feces or urine and staff had used all approved abuse /neglect.occurs in the
techniques to get her in the shower to get cleaned future, Coordinator and Director
and they were unsuccessful. If you are having a and other administrative staff will
hard time getting [client A] to do something go to the home as instructed by
reference back to her behavior plan or ask staffs SGL Director.
(sic) advice on what has worked for them in the
past. 3 verbal prompts are to be done with each
task with 5 minutes in between each prompt. All
staff should be working with [client A] to gain a
working relationship. Also I know in the
mornings and other times water/ice cubes have
been used to get [client A] to accomplish tasks.
DO NOT USE EITHER OF THESE
TECHNIQUES! It is not appropriate and is not in
her behavior plan if you need retraining let [staff
#2] or I know and we will be happy to retrain you.
Thanks" An email, dated 7/13/12 at 2:16 PM,
from the Social Worker to the team indicated,
"Use of water or ice cubes to prompt [client A] out
of bed (or to do anything) is not a Stone Belt
approved intervention and could be considered
abuse. If you witness this, your responsibility is to
Interrupt, Protect the client, Report it to [name of
Director] immediately and complete an IR
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(incident report) as an allegation of abuse. Please
let me know if you have any questions." An
email, dated 7/14/12 at 12:08 AM, from the
Director to the team indicated, "I want to know by
Monday morning at 10 AM, who as (sic) been
using ice cubes and water in such a manner. [
would also like to know why this tactic has been
allowed to be used." An email, dated 7/14/12 at
9:51 AM, from the Qualified Mental Retardation
Professional (QMRP) to the team indicated, "I
don't know who did this or when it happened but I
would like to know who was doing it. They used
to open her bedroom window to make it cold in
her room to wake up, which I was told was taught
by [name of former home manager]. I put a stop
to that the first week I was coordinator. I never
found out exactly who was doing it though." An
email, dated 7/16/12 at 9:07 AM, from staff #8 to
the team indicated, "I have heard of water being
used in the morning but I will say on mornings that
I work I have never seen [staff #4], myself, or
[staff #6] do anything like that. I agree with not
using other staff to get [client A] to do things
because it causes a lot of issues with staff that she
[client A] does not prefer as much (like myself).
Let me know if I can provide anymore
information, thanks!" An email from the HM,
dated 7/16/12 at 11:13 AM, indicated to the team,
"7/9/12 Monday evening after company left
started doing meds staff [name of staff #3] said
she could not get [client A] to the shower. When |
went to converse with [client A] I noticed her shirt
to be wet in the back and in the front. I peeked
under the back of her shirt to discover an ice cube.
I removed the ice cube as well as the one in the
front of her dress. After assisting [client A] to the
bathroom she needed help getting her dress off. 1
saw really red marks where the ice had been sitting
for who knows how long.? (sic) I didn't see the
actual act of the staff putting the ice in her
clothing. When [client A] was settled in he (sic) I
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went to ask staff who put the ice in her shirt.
[Staff #8] said she did not. So I asked [staff #3]
the only other staff at the house. She said she had
used this 'ice cube' technique before and generally
[client A] would take the ice cubes out and do
whatever she was prompted to do. I informed
[staff #3] that this was not ok and to not do this
again. I also informed [staff #3] that the ice cubes
had caused really red marks on her. [Staff #3]
went to see these marks. No other conversation
was addressed before me leaving the site. I did
not do an IR immediately. I did inform [name of
QMRP] of this event on Wednesday. I obviously
failed to report in a timely manor (sic) disciplinary
actions should be bestowed upon me how ever you
see fit. I made the assumption by me stating that
is was not ok to put ice cubes in her shirt and
sending an email in regards to [client A's]
behavior plan would be suffice (sic). We all had
brought up in a prior meeting about staff using
water and like techniques to get [client A] to do
things not being ok I don't know of any other staff
to use these techniques. I know that staff will at
times play with [client A] and joke with her about
water such as myself, she will be giggling and then
throw water back at me but never in a demon (sic)
to get her to do things. Let me know what else
you need from me. FYI the old house manager
would use these type of techniques on [client A]
and therefore trained staff in that manor (sic). So
if your (sic) curious as to where these idea's (sic)
may of originated."

The facility's investigation, dated 7/23/12,
indicated the allegation of abuse by staff #3 was
unsubstantiated (the findings did not support the
event as described). The findings indicated,
"[Staff #3] reported concern over [client A's]
color, feeling heat coming off her back, slurred
speech, her small amount of food and fluid intake,
sitting outside for almost an hour and a
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combination of Valium and Xanax. [Staff#3]
reported telling [name of HM] and [name of staff
#8] about her concerns for [client A]. [Staff #3]
reported making both of them aware that she was
gong to use ice to cool [client A] down. [Staff
#8's] interview supports [staff #3's] account of the
incident... It appears that [staff #3] had no intent
to willfully or purposefully inflict any pain. It
appears that [staff #3's] decision was made to
protect a client she thought was physically
compromised. [Client A] reported no concerns
about this incident and reported that staff are nice
to her. It appears there was miscommunication
between staff about the concerns over [staff #3's]
symptoms. It appears [HM] was unaware of [staff
#3's] observations of [client A] and the need to get
her cooled off quickly. Staff did not follow Stone
Belt's policy for reporting suspected abuse and
neglect." The Corrective Actions resulting from
the investigation were: 1) Retraining on incident
reporting, 2) performance reviews with the QMRP
and the HM for not reporting and 3) retraining on
abuse and neglect.

The facility's investigation did not clarify the
conflicting statements from the home manager's
written incident report and interview and staff #3's
interview regarding the purpose of using the ice.
The investigation did not specifically address the
home manager's statement of staff #3 using an "ice
cube technique." The investigation did not
address the home manager's concern of staff #3
implementing client #3's Behavior Support Plan
(BSP), as written. There was no documentation
staff #3 received disciplinary action for using ice
cubes on client A. There was no documentation
staff #3 or any other staff received re-training on
client A's BSP or when to contact the nurse with
health concerns. The investigation did not address
the lack of written documentation from the home
manager addressing her concerns with staff #3's
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job performance in regard to using ice cubes to get
client A to comply with her requests and failing to
implement client A's BSP as written.

The interview with the HM in the facility's
investigative report indicated, "[Home Manager]
reported that she asked [staff #8] if (sic) knew
anything about the ice. She reportedly did not
know. [Home Manager] reported that she went to
ask [staff #3]. [Staff #3] reportedly said that she
use (sic) ice cubes to gauge how tired [client A] is.
[Staff #3] reportedly said that if [client A] is not
tired, she takes them out. [Home Manager]
reported that she walked away and [staff #3] went
to see the red marks on [client A]. [Home
Manager] reported that she did not think the
incident was vindictive. She reported that she
thinks [staff #3] does not always not (sic) what's
appropriate or inappropriate. [Home Manager]
reported that [staff #3] has power struggles with
[client A] and asks for help from her or [staff #2].
When asked to clarify, [home manager] reported
that [staff #3] will continue to answer [client A's]
perseverating questions and trying (sic) to reason
with her. She reported that [staff #3] does not
follow [client A's] BSP (behavior support plan).
When asked if she has addressed her concerns
with [staff #3], [home manager] reported that she
has given brief feedback, such as, 'stop answering.
When asked about not reporting it immediately,
[home manager] reported that is can be confusing
what needs to be reported. She stated that she had
addressed this issue with [staff #3] that night. She
reported that it was not a continuous occurrence
and she thought it would not happen again. When
asked if she reported it to anyone else, [home
manager] stated that she told [QMRP]. [QMRP]
reportedly said, 'that is wildly inappropriate.'
[Home manager] reported that she talked to [staff
#2] and [staff #8] on Friday. She reported that
conversation was about how inappropriate it was

'
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and maybe people should re-read [client A's] BSP.
[Home Manager] reported that she typed up the
email that she sent to the house."

The interview with staff #3 in the facility's
investigative report indicated, in part, "...[client A]
was sitting with her head on the table. [Staff #3]
reported asking [client A] if she was (sic) to take a
shower. [Staff #3] reported that [client A] had
slurred speech and responded, 'I don't wanna."
[Staff #3] reported she was concerned about
[client A] because she was red and she could feel
heat coming off her. [Staff #3] reported that she
told [home manager] she was going to put ice on
[client A] because she was so hot. [Staff #3]
reported that [home manager] had no response.
[Staff #3] reported that [staff #8] was still in the
kitchen. [Staff #3] reported telling [staff #8] she
was going to get some ice to put on [client A].
[Staff #3] reported she wanted [staff #8] to know
she was concerned. [Staff #3] reported taking
cubes that were about half the size of a regular ice
cube. [Staff#3] reported that she rubbed the ice
on [client A's] neck then put it between her sports
bra and t-shirt in the front and back. [Staff #3]
reported asking [client A] again if she was ready
to take a shower. [Staff #3] reported that the ice
was on [client A] for five to seven minutes, while
she walked down to the office... [Staff #3]
reported that she went to see [client A's red marks.
[Staff #3] reported that [client A] was sitting
naked on the toilet. [Staff #3] reported that she
helped [client A] into the shower. She reported
the mark was gone... [Staff #3] reported that if
[client A] hadn't looked better, she would have
called the nurse pager."

A review of a Performance Review with the HM,
dated 7/27/12, was conducted on 7/31/12 at 1:48
PM. The review indicated, "Not reporting
possible allegation of abuse/neglect immediately."
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The HM refused to sign the form.

A review of staff #3's employee file was
conducted on 8/1/12 at 9:26 AM. There was no
corrective action for staff #3's use of ice cubes on
client A. There was no documentation in the
employee file addressing the HMs concerns with
staff #3 not implementing client A's BSP, as
written. Staff #3 received training on client A's
BSP on 6/25/12, 5/30/12 and 4/1/11. Staff #3 was
trained on abuse and neglect on 1/6/12 and
3/21/11.

A review of the facility's abuse and neglect policy,
dated 10/15/10, was conducted on 7/31/12 at 2:47
PM. The policy indicated, "Abuse and neglect are
never acceptable. Abuse is defined as the
willful/purposeful infliction of physical or
emotional pain, injury, physical violation,
revilement, malignment, exploitation and/or
otherwise disregard of an individual. Neglect is
the failure to provide appropriate care, food,
medical care or supervision of an individual,
whether purposeful or due to carelessness,
inattentiveness, or omission of the responsible
party which results in risk of physical harm and/or
emotional trauma." The policy indicated, "Cases
or suspected cases of mistreatment/neglect/abuse
involving the implementation of behavioral
intervention techniques or any incident involving
the use of physical physical intervention, accident
or injury to a Client shall be reported according to
the Incident Reporting Procedure. The Executive
Director will be notified in accordance with this
procedure. A file of these Incident Reports shall
be maintained by the appropriate agency
personnel. This file is accessible to the
Chairperson of the Human Rights Committee for
review upon request. An investigation of any
incident may be requested by a Client,
parent/guardian, advocate, staff member, or other
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involved party."

An interview with the HM was conducted on
7/31/12 at 5:18 PM. The HM indicated staff #3
called out for her assistance due to client A not
wanting to take a shower. The HM found client
A's shirt wet in the front and back and then she
discovered two cubes underneath her sports bra.
The HM indicated staff #8 did not know anything
about the ice cubes when asked. When she asked
staff #3 about the ice cubes, staff #3 indicated she
used ice cubes to see if client A was alert/awake.
The HM indicated staff #3 made it sound like she
had used ice cubes prior to this incident. The HM
indicated staff #3 never indicated she placed the
ice cubes in client A's bra due to client A being
hot. The HM indicated she (HM) was mad about
the use of ice cubes. The HM indicated, in regard
to the purpose of using the ice, "Someone's whose
a__on the line going to make up stuff." She
indicated she removed the ice cubes and addressed
the issue with staff #3 at the time. The HM
indicated she did not report the incident
immediately. The HM indicated she felt this was
in a "gray area" for reporting. The HM indicated
staff #3 was supposed to be retrained by the
behavior consultant but it was not conducted. The
HM indicated staff #3 did not implement client A's
BSP as written in regard to perseveration. The
HM indicated she had not documented her
concerns in regard to staff #3 not implementing
client A's plan as written.

An interview with staff #8 was conducted on
8/1/12 at 10:01 AM. Staff #8 indicated she was
present at the time the ice cubes were discovered
in client A's shirt. Staff #8 indicated she did not
put the ice cubes in client A's shirt. Staff #8
indicated staff #3 was concerned about client A's
skin being red in color and warm to the touch.
Staff #8 indicated she thought client A felt warm.
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Staff #8 indicated she did not witness staff #3 put
the ice cubes in client A's shirt. Staff #8 indicated
she had never seen staff use ice cubes to get client
A to comply with requests. Staff #8 indicated staff
#3 contacted her after staff #3 was suspended.
Staft #3 told staff #8 she was trying to cool client
A off by using ice cubes. Staff #8 indicated staff
#3's "execution" of trying to cool client A was a
little "odd." Staff #8 indicated staff #3 should
have used a Ziploc bag. Staff #8 indicated staff #3
had "trouble" implementing client A's BSP in
regard to addressing perseveration. Staff #8
indicated staff #3 did not do active ignoral and
would talk to her and try to reason with client A.
Staff #8 indicated trying to discuss client A's
perseveration caused the behavior to escalate.
Staff #8 indicated staff #3 means well but does
not implement the plan as written in regard to
active ignoral (ignoring the behavior but not the
client).

An interview with staff #3 was conducted on
8/6/12 at 10:42 AM. Staff #3 indicated she has
never used ice to get client A to comply with her
requests. Staff #3 indicated she did put ice in the
front and back of client A's sports bra (between
bra and shirt) to cool client A down. Staff #3
indicated she was concerned about client A being
overheated and slurring her words. Staff #3
indicated she did inform both the HM and staff #8
about her concerns. Staff #3 indicated she told
both the HM and staff #8 she was going to use ice
prior to using ice. Staff#3 indicated she did not
contact the on-call pager or nurse pager about her
concerns. Staff #3 indicated she never used the
term "ice cube technique" with the HM; staff #3
indicated there was no technique, she was trying to
cool client A off. Staff #3 indicated client A did
not react to the use of ice. Staff #3 indicated she
did see red marks on client A's skin prior to client
A getting into the shower however the marks went
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away during her shower.

An interview with the Social Worker (SW) who
conducted the investigation was conducted on
7/31/12 at 2:22 PM. The SW indicated abuse was
unsubstantiated due to staff #3 using ice cubes to
cool off client A; the SW indicated staff #3 was
not abusive toward client A. The SW indicated
client A did not indicate any of the staff were
abusive toward her. The SW indicated the HM
was staff #3's supervisor and should address
personnel issues such as not implementing a
client's plan with the staff. The SW indicated she
did not address the HM's statement that staff #3
used the "ice cube technique." The SW indicated
both the HM and QMRP for the home were aware
of the incident and failed to report to the Director.
The SW indicated staff #3 should receive a
"refresher” on client A's BSP.

An interview with the QMRP was conducted on
8/1/12 at 10:38 AM. The QMRP indicated
informed her on 7/12/12 of the incident. The
QMRP indicated they were out shopping and did
not think much of it when she was informed. The
QMRP indicated on 7/13/12 when the HM sent
out an email to the team was when she realized
there was an issue. The QMRP indicated the HM
was off on 7/16/12 so when she returned to work
on 7/17/12, the HM was directed to document the
incident on an incident report. The QMRP
indicated staff #3 was suspended on 7/17/12. The
QMREP initially indicated she increased her
monitoring of the home from one day per week to
two due to the investigation being conducted but
later in the interview indicated she conducted
visits 1-2 times per week. The QMRP indicated
she was not instructed by the Director to increase
monitoring at the home. The QMRP indicated she
should have reported the incident immediately but
did not realize there was an allegation of abuse
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until the HM sent out an email. The QMRP
indicated she was not aware of staff #3 receiving
corrective action for not implementing client A's
plan as written. The QMRP indicated the HM
should have immediately reported her concerns to
administrative staff.

An interview with the Director was conducted on
8/2/12 at 9:45 AM. The Director indicated he was
first aware of ice cubes being used from an email
the HM sent out. The Director indicated he asked
in the email to be informed of the incident by
Monday morning. At 11:30 AM on Monday
morning, the HM told him staff #3 used the ice
cube technique. The Director indicated the
allegation of abuse was unsubstantiated. The
Director told the HM and QMRP to retrain staff
#3 and all the other staff on client A's BSP by
7/27/12 and this did not occur. The HM told the
Director she forgot to retrain the staff. The
Director indicated both the HM and the QMRP
failed to report. The Director indicated the HM
refused to sign her Performance Review form due
to the allegation being unsubstantiated therefore
the incident did not happen and there was nothing
to report. The Director indicated there had been
no increase in the monitoring of the home since
the incident. The Director stated, "there needs to
be increased monitoring."

This federal tag relates to complaint
#IN00112677.

9-3-2(a)
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