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Bldg. 00

This visit was for a pre-determined full
annual recertification and state licensure
survey.

This visit was done in conjunction with
the PCR (Post Certification Revisit) to
the investigation of complaint
#IN00160614 completed on 1/23/15.

Dates of Survey: 3/19/15, 3/20/15,
3/23/15 and 3/24/15

Facility Number: 000927
Provider Number: 15G413
AIMS Number: 100244440

Surveyor:
Keith Briner, QIDP

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

Quality review completed April 6, 2015
by Dotty Walton, QIDP.

483.410

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

Based on observation, record review and

interview, the facility failed to met the

W 000

W 102

CORRECTION:

04/14/2015

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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Condition of Participation: Governing The facility must ensure that
Body for 4 of 4 sampled clients (#1, #2, specific governing ?Ody and
#3 and #4) plus 1 additional client (#8). manag emfent requirements are
Th ine body failed . met. Specifically, the governing
e govern.lng ody failed to exer'mse body has assured that:
general policy, budget and operating
direction over the facility to ensure the
facility implemented its policy and
. The QIDP will lead the team in
procedures to prevent neglect of clients i i .
| and #2 ) h h developing a revised oral hygiene
#1 and #2, to complete a thoroug objective for Client #3.
investigation regarding an incident of
allergic reaction for client #1, a head
injury of unknown origin for client #2, an
.. . - . The QIDP has facilitated Training
incident of client #2's ingestion of a -
i o of all current facility staff from
non—.food item and an injury of unknown the facility nurse regarding Client
origin for client #8, to ensure the facility 1's Comprehensive High risk Plan
administrator was notified within 5 for Food Allergies. Through active
business days of the conclusion of treatment observation and a
investigations regarding two separate review of training do§umentat|on,
. . , . . the team has determined that
incidents of client #1's allergic reactions : ! o
T i ) ] this deficient practice did not
to food, an incident of client #2 ingesting affect other dlients.
non-food items, and two separate
incidents of injuries of unknown origin
regarding clients #2 and #8 and the )
facility failed to devel dimpl ¢ The QIDP will complete a
actll y. atle . 0 develop and impiemen discharge plan of care for Client
corrective actions to prevent recurrence #2 and provide a copy to his
of neglect of client #1. current Waiver team.
The governing body failed to exercise
gfanera.il policy, budge't .and operating The QIDP will facilitate retraining
direction over the facility to ensure the of all facility direct support staff
QIDP (Qualified Intellectual Disabilities regarding the need to provide
Professional) integrated, coordinated and consistent, aggressive and
monitored client #3's active treatment c::ntllnuous alct::\l/e trsatment for
. ients i i t not
program by failing to convene the IDT all clents induding but ne
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(Interdisciplinary Team) to determine if limited to implementation of high
client #3 needed additional supports or risk plans and meal preparation.
training to assist him achieve improved
OH (Oral Hygiene), to ensure all staff
working with client #1 were competent to The QIDP has updated Client
implement client #1's food allergy #1's Comprehensive Functional
precaution/enhanced supervision Assessment. An audit of facility
protocol, to ensure a post-discharge plan recorfjs inf:licated this deficient
. practice did not affect any
of care was completed for client #2, to additional dlients.
provide clients #1, #3 and #4 with a
continuous active treatment program, to
ensure client #1's CFA (Comprehensive
Functional Assessment) was reviewed The_ QIDP updated Client #1's )
. Individual Support Plan. An audit
annually, to ensure client #1's ISP of facility records indicated this
(Individual Support Plan) was reviewed deficient practice did not affect
annually and to ensure client #4 had any additional clients.
formal and informal supports to teach
client #4 to utilize his prescription
eyeglasses. The QIDP will lead the
interdisciplinary team in
The governing body failed to exercise developing a prioritized learning
general policy, budget and operating objective to train Client #4
direction over the facility to ensure the toward making informed choices
.. .. about the use of eyeglasses. A
facility met the Condition of review of support documents and
Participation: Client Protections for 2 of observation of active treatment
4 sampled clients (#1 and #2) plus 1 indicated this deficient practice
additional client (#8). The facility failed did not affect other clients.
to implement its policy and procedures to
prevent neglect of clients #1 and #2, to
complete a thorough investigation The governing body has
regarding an incident of allergic reaction facilitated the following:
for client #1, a head injury of unknown
origin for client #2, an incident of client
#2's ingestion of a non-food item and an The Operations Team, including
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injury of unknown origin for client #8, to the Program Manager and QIDP,
ensure the facility administrator was Y"i” di_reCt!Y oversee all o
notified within 5 business days of the investigations. The Residential
lusi £ .. di Manager will receive additional
conclusion o 'm\./estlganons' regarding training toward assisting with
two separate incidents of client #1's gathering evidence, including
allergic reactions to food, an incident of conducting thorough witness
client #2 ingesting non-food items, and interviews. The Clinical Supervisor
two separate incidents of injuries of and Program Manager will assure
unknown origin regarding clients #2 and that conclusions are developed
g. . & . & that match the collected
#8 and the facility failed to develop and evidence. The Governing Body
implement corrective actions to prevent will assume complete
recurrence of neglect of client #1. responsibility for investigating any
discovered injuries that require
g . . outside medical treatment. When
Findings include: i )
any evidence of staff negligence
) ) ) is uncovered or alleged the
1. The governing body failed to exercise Operations Team will take control
general policy, budget and operating of all aspects of the investigation
direction over the facility to ensure the process. Additionally, the Clinical
facility implemented its policy and Super_wsor will provide direct )
rocedures to prevent neglect of clients oversight and hands-on coaching
p v prev g of the QIDP throughout the
#1 and #2, to complete a thorough investigation process for the next
investigation regarding an incident of 90 days.
allergic reaction for client #1, a head
injury of unknown origin for client #2, an
L . L .
incident o.f client #2's mges‘uon ofa The QIDP, with direct assistance
non-food item and an injury of unknown from the Clinical Supervisor, has
origin for client #8, to ensure the facility refined Client #1's enhanced
administrator was notified within 5 supervision protocols. All facility
business days of the conclusion of staff have been trained on the
investigations regarding two separate current enhanced supervision
L & . & . & . P . protocols and Client #1 has not
incidents of ch-ent #1's al-lerglc r.eactlops experienced a reaction to a food
to food, an incident of client #2 ingesting allergy since implementation.
non-food items, and two separate
incidents of injuries of unknown origin
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regarding clients #2 and #8 and the
facility failed to develop and implement PREVENTION:
corrective actlo.ns to prevent recurrence The QIDP has been retrained
of neglect of client #1. regarding the need to bring all
elements of the interdisciplinary
The governing body failed to exercise team, including but not limited to
general policy, budget and operating the facility nurse, toget_hgr to
direction over the facility to ensure the assess and develop_ training
IDP i q di dand programs that provide staff the
Q . 1ntegrgte , Coor 11.1ate an competencies necessary to
monitored client #3's active treatment provide appropriate supports for
program by failing to convene the IDT to all clients.
determine if client #3 needed additional
supports or training to assist him achieve
1n?prov.ed OH, to ensure all staff working The Residential Manager will be
with client #1 were competent to expected to observe no less than
implement client #1's food allergy one morning and one evening
precaution/enhanced supervision active treatment session per
protocol, to ensure a post-discharge plan week ar_ld the Team Leader will
. be required to observe and
of care was completed for client #2, to . L
. . . participate in active treatment
provide clients #1, #3 and #4 with a sessions on varied shifts no less
continuous active treatment program, to than five times per week. The
ensure client #1's CFA was reviewed QIDP will also maintain an
annually, to ensure client #1's ISP was ongoing presence at the fadility.
. . During Active Treatment
reviewed annually and to ensure client #4 ) ) .
. observations, supervisors will
had formal and informal supports to teach assess direct support staff
client #4 to utilize his prescription interaction with clients and to
eyeglasses. Please see W104. provide hands on coaching and
training including but not limited
2. The governing body failed to exercise to assuring _Sta'_cf implement )
. . learning objectives and provide
general policy, budget and operating frequent choices of activities.
direction over the facility to ensure the
facility met the Condition of
Participation: Client Protections for 2 of _ _
4 sampled clients (#1 and #2) plus 1 The QIDP will be retrained
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additional client (#8). The facility failed regarding the need to assure that
to implement its policy and procedures to programs are in place to teach
prevent neglect of clients #1 and #2, to clients to make |nform§d choices
| h hi . about the use of adaptive
comp c.ate at f)r().ug 1nvest1ga‘F10n _ equipment. Additionally, the QIDP
regarding an incident of allergic reaction will receive training toward timely
for client #1, a head injury of unknown completion of reassessments and
origin for client #2, an incident of client support plan updates.
#2's ingestion of a non-food item and an
injury of unknown origin for client #8, to
ensure the facility administrator was The Residential Manager will be
notified within 5 business days of the expected to observe no less than
conclusion of investigations regarding one morning and two evening
two separate incidents of client #1's active treatment _sessnon per
. . .. week to assess direct support
allergic reactions to food, an incident of ) o
. . . . staff interaction with clients and
client #2 ingesting non-food items, and to provide hands on coaching and
two separate incidents of injuries of training including but not limited
unknown origin regarding clients #2 and assuring staff administer
#8 and the facility failed to develop and medication as prescribed and that
. . . all prescribed medications are
implement corrective actions to prevent i .
. available. A new Team Lead is in
recurrence of neglect of client #1. Please place at the facility. This Team
see W122. Lead will be present, supervising
active treatment during no less
9-3-1(a) than 4 evening active treatment
sessions and one morning active
treatment session per week to
monitor medication
administration and the ordering
of newly prescribed medications
and treatments.
Members of the Operations
Team, comprised of Clinical
Supervisors, the Program
Manager, Nurse Manager and
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Executive Director, will conduct
observations during active
Treatment sessions and
documentation reviews no less
than five times weekly for the
next 21 days, no less than 3
times weekly for an additional 14
Days, and no less than twice
weekly for an additional 60 Days.
At the conclusion of this period of
intensive administrative
monitoring and support, the
Operations Team will determine
the level of ongoing support
needed at the facility. Active
Treatment sessions to be
monitored are defined as:

Mornings: Beginning at 6:30 AM
and through morning transport
and including the following:
Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
skills training through transport to
work and day service. Morning
active treatment monitoring will
include staff from both the day
and overnight shifts.

Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including
the following: domestic and
hygiene skills training, leisure
skills training, medication
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administration, meal preparation
and dinner. Evening monitoring
will also include unannounced
spot checks later in the evening
toward bed time.

In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training
issues or problems are
discovered.

The Executive Director and
Director of Operations/Regional
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility and the Director of
Operations/Regional Manager no
less than monthly for the next 90
days.

Administrative support at the
home will focus on:
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1. Assuring learning objectives
are designed to support
individuals toward independence.

2. Evaluation of the
effectiveness of current support
plans.

3. Assuring staff demonstrate
necessary competencies.

4. Competent staff
implementation of risk plans and
enhanced supervision.

5.  Administrative
documentation reviews will
include but not be limited to
assuring current high risk plans
are present in the home and
documentation that staff have
received training on
implementation of the plans.

6.  Assuring continuous active
treatment occurs.

7. Assuring that assessments
and support plans are revised
and updated as needed but no
less than annually.

8.  Assuring clients are taught
to make informed decisions about
the use of adaptive equipment.
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Regarding Investigation and
reporting of abuse, neglect,
mistreatment and exploitation the
governing body has developed
the following:

A tracking spreadsheet for
incidents requiring investigation,
follow-up and
corrective/protective measures
will be maintained and distributed
daily to facility supervisors and
the Operations Team. The Clinical
Supervisor (Administrative level
management) will meet with
his/her facility management
teams weekly to review the
progress made on all
investigations that are open for
their homes. Residential
Managers will be required to
attend and sign an in-service at
these meetings stating that they
are aware of which investigations
with which they are required to
assist, as well as the specific
components of the investigation
for which they are responsible,
within the five business day
timeframe. The Clinical
Supervisor will review each
investigation to ensure that they
are thorough —meeting regulatory
and operational standards, and
will not designate an
investigation, as completed, if it
does not meet these criteria. The
Program Manager will also
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conduct spot checks of
investigations, focusing on
serious incidents that could
potentially have occurred as a
result of staff negligence. The
Clinical Supervisors will provide
weekly updates to the Program
Manager on the status of
investigations. The Clinical
Supervisor will review each
investigation to ensure that they
indicate the date and time the
administrator was notified of
investigation results. Failure to
complete thorough investigations
and report results to the
administrator within the allowable
five business day timeframe will
result in progressive corrective
action to all applicable team
members.

After completing investigations in
which the allegations are verified,
the QIDP, with the guidance of
the Clinical Supervisor and
Program Manager, will bring all
relevant elements of the
interdisciplinary team together to
develop corrective measures to
ensure the health and safety of
clients. Revised Comprehensive
High Risk Plans will be reviewed
and approved by the Nurse
Manager prior to implementation.
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RESPONSIBLE PARTIES:
QIDP, Residential Manager,
Team Leader, Health Services
Team, Direct Support Staff,
Operations Team, Director of
Operations/General Manager
W 104 483.410(a)(1)
GOVERNING BODY
Bldg. 00 | The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on observation, record review and W 104 04/14/2015
interview for 4 of 4 sampled clients (#1, CORRECTION:
#2,#3 and #4) p.lus 1 add1t19nal client The governing body must
(#8), the governing body failed to exercise general policy, budget,
exercise general policy, budget and and operating direction over the
operating direction over the facility to facility. Specifically, the governing
ensure the facility implemented its policy body has facilitated the following:
and procedures to prevent neglect of
clients #1 and #2, to complete a thorough
investigation regarding an incident of The QIDP will lead the team in
allergic reaction for client #1, a head developing a revised oral hygiene
injury of unknown origin for client #2, an objective for Client #3.
incident of client #2's ingestion of a
non-food item and an injury of unknown
origin for client #8, to ensure the facility The QIDP has facilitated Training
administrator was notified within 5 of all current facility staff from
business days of the conclusion of the facility nurse regarding Client
investigations regarding two separate L's Comprehensive High risk Plan
. g . g , g . P . for Food Allergies. Through active
incidents of client #1's allergic reactions treatment observation and a
to fOOd, an incident of client #2 ingesting review of training documentation,
non-food items, and two separate the team has determined that
incidents of injuries of unknown origin this deficient practice did not
regarding clients #2 and #8 and the affect other clients.
facility failed to develop and implement
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corrective actions to prevent recurrence
of neglect of client #1. The QIDP will complete a
discharge plan of care for Client
. . . #2 and provide a copy to his
The governing body failed to exercise current Waiver team.
general policy, budget and operating
direction over the facility to ensure the
QIDP (Qualified Intellectual Disabilities
. . . The QIDP will facilitate retraining
Professional) integrated, coordinated and G
. ] . . of all facility direct support staff
monitored client #3's active treatment regarding the need to provide
program by failing to convene the IDT consistent, aggressive and
(Interdisciplinary Team) to determine if continuous active treatment for
client #3 needed additional supports or all clients including but not
training to assist him achieve improved I',mk'te:j to |mzlemer|1tat|on ot;h|gh
) risk plans and meal preparation.
OH (Oral Hygiene), to ensure all staff P prep
working with client #1 were competent to
implement client #1's food allergy
precaution/enhanced supervision The QIDP has updated Client
. #1's Comprehensive Functional
protocol, to ensure a post-discharge plan , -
¢ leted for client £2 Assessment. An audit of facility
0 ca-re Wa.s completed for ¢ 1en‘F  to records indicated this deficient
provide clients #1, #3 and #4 with a practice did not affect any
continuous active treatment program, to additional clients.
ensure client #1's CFA (Comprehensive
Functional Assessment) was reviewed
1 1
anm%al.ly, to ensure client #1's ISP. The QIDP updated Client #1's
(Individual Support Plan) was reviewed Individual Support Plan. An audit
annually and to ensure client #4 had of facility records indicated this
formal and informal supports to teach deficient practice did not affect
client #4 to utilize his prescription any additional clients.
eyeglasses.
Findings include: The QIDP will lead the
interdisciplinary team in
1. The governing body failed to exercise developing a prioritized learning
1 policy. budeet and i objective to train Client #4
general poticy, budget ahd operating toward making informed choices
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direction over the facility to ensure the about the use of eyeglasses. A
facility implemented its policy and review of support documents and
procedures to prevent neglect of clients F)bs_en/atlon_of aCt'\_/e treatm?nt
41 and #2 ) h h indicated this deficient practice
) an e to comp 'ete at 'oro'ug did not affect other clients.
investigation regarding an incident of
allergic reaction for client #1, a head
injury of unknown origin for client #2, an _
incident of client #2's ingestion of a Thé_govermng body_has
. .. facilitated the following:
non-food item and an injury of unknown
origin for client #8, to ensure the facility
administrator was notified within 5
business days of the conclusion of The Operations Team, including
. .. . the Program Manager and QIDP,
investigations regarding two separate .
. . 'S allerei . will directly oversee all
incidents of ch.ent #l's a . ergic I‘.eaCtIOI.’IS investigations. The Residential
to fOOd, an inCIdent Of Chent #2 lngestlng Manager will receive additional
non-food items, and two separate training toward assisting with
incidents of injuries of unknown origin gathering evidence, including
regarding clients #2 and #8 and the _condu.ctlng thorou_gh witness )
.- . . interviews. The Clinical Supervisor
facility failed to develop and implement .
) . and Program Manager will assure
corrective actions to prevent recurrence that conclusions are developed
of neglect of client #1. Please see W149. that match the collected
evidence. The Governing Body
2. The governing body failed to exercise will assume complete
. . responsibility for investigating any
eneral policy, budget and operatin
g o potiey, g o P g discovered injuries that require
dlI’ﬁ.DC.tIOI’l over the facility to ensure the outside medical treatment. When
facility completed a thorough any evidence of staff negligence
investigation regarding an incident of is uncovered or alleged the
allergic reaction for client #1, a head Operations Team will take control
injury of unknown origin for client #2, an of all aspects. (_)f the |nve5t|g_at_|on
.. . . . process. Additionally, the Clinical
incident of client #2's ingestion of a . . Lo
. oS Supervisor will provide direct
non-food item and an injury of unknown oversight and hands-on coaching
origin for client #8. Please see W154. of the QIDP throughout the
investigation process for the next
3. The governing body failed to exercise 90 days.
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general policy, budget and operating
direction over the facility to ensure the
fac111‘fy administrator was notlﬁed within The QIDP, with direct assistance
5 business days of the conclusion of from the Clinical Supervisor, has
investigations regarding two separate refined Client #1's enhanced
incidents of client #1's allergic reactions supervision protocols. All facility
to food, an incident of client #2 ingesting staff have been trained on the
. current enhanced supervision
non-food items, and two separate i
incid finturi funkn .. protocols and Client #1 has not
inci er.lts of juries of unknown origin experienced a reaction to a food
regardlng Chents #2 and #8 Please S€C a"ergy since imp|ementation_
W15e6.
4. The governing body failed to exercise
. . PREVENTION:
general policy, budget and operating
direction over the facility to ensure the The QIDP has been retrained
facility developed and implemented regarding the need to bring all
corrective actions to prevent recurrence e|eme’_‘ts of Fhe i”terdisc'ip"i”a"y
of neglect of client #1. Please see W157. team, |'n.clud|ng but not limited to
the facility nurse, together to
) ) ) assess and develop training
5. The governing body failed to exercise programs that provide staff the
general policy, budget and operating competencies necessary to
direction over the facility to ensure the provide appropriate supports for
QIDP integrated, coordinated and all clients.
monitored client #3's active treatment
program by failing to convene the IDT to
determine if client #3 needed additional The Residential Manager will be
supports or training to assist him achieve expected to observe no less than
improved OH, to ensure all staff working one morning and one evening
ith client #1 tent & active treatment session per
WI chien ] were f:ompe entto week and the Team Leader will
implement client #1's food allergy be required to observe and
precaution/enhanced supervision participate in active treatment
protocol, to ensure a post-discharge plan sessions on varied shifts no less
of care was completed for client #2, to than five times per week. The
provide clients #1, #3 and #4 with a QIDP will also maintain an
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continuous active treatment program, to
ensure client #1's CFA was reviewed
annually, to ensure client #1's ISP was
reviewed annually and to ensure client #4
had formal and informal supports to teach
client #4 to utilize his prescription
eyeglasses. Please see W159.

9-3-1(a)

ongoing presence at the facility.
During Active Treatment
observations, supervisors will
assess direct support staff
interaction with clients and to
provide hands on coaching and
training including but not limited
to assuring staff implement
learning objectives and provide
frequent choices of activities.

The QIDP will be retrained
regarding the need to assure that
programs are in place to teach
clients to make informed choices
about the use of adaptive
equipment. Additionally, the QIDP
will receive training toward timely
completion of reassessments and
support plan updates.

The Residential Manager will be
expected to observe no less than
one morning and two evening
active treatment session per
week to assess direct support
staff interaction with clients and
to provide hands on coaching and
training including but not limited
assuring staff administer
medication as prescribed and that
all prescribed medications are
available. A new Team Lead is in
place at the facility. This Team
Lead will be present, supervising
active treatment during no less
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than 4 evening active treatment
sessions and one morning active
treatment session per week to
monitor medication
administration and the ordering
of newly prescribed medications
and treatments.

Members of the Operations
Team, comprised of Clinical
Supervisors, the Program
Manager, Nurse Manager and
Executive Director, will conduct
observations during active
Treatment sessions and
documentation reviews no less
than five times weekly for the
next 21 days, no less than 3
times weekly for an additional 14
Days, and no less than twice
weekly for an additional 60 Days.
At the conclusion of this period of
intensive administrative
monitoring and support, the
Operations Team will determine
the level of ongoing support
needed at the facility. Active
Treatment sessions to be
monitored are defined as:

Mornings: Beginning at 6:30 AM
and through morning transport
and including the following:
Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
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skills training through transport to
work and day service. Morning
active treatment monitoring will
include staff from both the day
and overnight shifts.

Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including
the following: domestic and
hygiene skills training, leisure
skills training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced
spot checks later in the evening
toward bed time.

In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training
issues or problems are
discovered.

The Executive Director and
Director of Operations/Regional
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —making
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recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility and the Director of
Operations/Regional Manager no
less than monthly for the next 90
days.

Administrative support at the
home will focus on:

1. Assuring learning objectives
are designed to support
individuals toward independence.

2. Evaluation of the
effectiveness of current support
plans.

3. Assuring staff demonstrate
necessary competencies.

4. Competent staff
implementation of risk plans and
enhanced supervision.

5. Administrative
documentation reviews will
include but not be limited to
assuring current high risk plans
are present in the home and
documentation that staff have
received training on
implementation of the plans.
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6.  Assuring continuous active
treatment occurs.

7.  Assuring that assessments
and support plans are revised
and updated as needed but no
less than annually.

8.  Assuring clients are taught
to make informed decisions about
the use of adaptive equipment.

Regarding Investigation and
reporting of abuse, neglect,
mistreatment and exploitation the
governing body has developed
the following:

A tracking spreadsheet for
incidents requiring investigation,
follow-up and
corrective/protective measures
will be maintained and distributed
daily to facility supervisors and
the Operations Team. The Clinical
Supervisor (Administrative level
management) will meet with
his/her facility management
teams weekly to review the
progress made on all
investigations that are open for
their homes. Residential
Managers will be required to
attend and sign an in-service at
these meetings stating that they
are aware of which investigations
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with which they are required to
assist, as well as the specific
components of the investigation
for which they are responsible,
within the five business day
timeframe. The Clinical
Supervisor will review each
investigation to ensure that they
are thorough —meeting regulatory
and operational standards, and
will not designate an
investigation, as completed, if it
does not meet these criteria. The
Program Manager will also
conduct spot checks of
investigations, focusing on
serious incidents that could
potentially have occurred as a
result of staff negligence. The
Clinical Supervisors will provide
weekly updates to the Program
Manager on the status of
investigations. The Clinical
Supervisor will review each
investigation to ensure that they
indicate the date and time the
administrator was notified of
investigation results. Failure to
complete thorough investigations
and report results to the
administrator within the allowable
five business day timeframe will
result in progressive corrective
action to all applicable team
members.

After completing investigations in
which the allegations are verified,
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the QIDP, with the guidance of
the Clinical Supervisor and
Program Manager, will bring all
relevant elements of the
interdisciplinary team together to
develop corrective measures to
ensure the health and safety of
clients. Revised Comprehensive
High Risk Plans will be reviewed
and approved by the Nurse
Manager prior to implementation.
RESPONSIBLE PARTIES:
QIDP, Residential Manager, Team
Leader, Health Services Team,
Direct Support Staff, Operations
Team, Director of
Operations/General Manager
W 122 483.420
CLIENT PROTECTIONS
Bldg. 00 The facility must ensure that specific client
protections requirements are met.
Based on record review and interview, W 122 04/14/2015
the facility failed to meet the Condition CORRECTION:
of Part1c1pat10n.: Client Protections for 2 The facility must ensure that
of 4 sampled clients (#1 and #2) plus 1 specific governing body and
additional client (#8). The facility failed management requirements are
to implement its policy and procedures to met. Specifically, the governing
prevent neglect of clients #1 and #2, to body has facilitated the following:
complete a thorough investigation
regarding an incident of allergic reaction
for client Operations Team, including the
#1, a head injury of unknown origin for Program Manager and QIDP, will
directly oversee all investigations.
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client #2, an incident of client #2's The Residential Manager will
ingestion of a non-food item and an receive additional training toward
injury of unknown origin for client #8, to _asslls(tjl.ng W'thdgithe”:r? ewde;]nce,
ensure the facility administrator was wii:eslzgijni::vi:w;r.]glrheo(r:(l)iaigca|
notified within 5 business days of the Supervisor and Program Manager
conclusion of investigations regarding will assure that conclusions are
two separate incidents of client developed that match the
#1's allergic reactions to food, an incident collected evidence. The
of client #2 ingesting non-food items, and S:r;irlzltre]gr:sosgngglilicj’sz) Te
two separate incidents of injuries of investigating any discovered
unknown origin regarding clients #2 and injuries that require outside
#8 and the facility failed to develop and medical treatment. When any
implement corrective actions to prevent evidence of staff negligence is
recurrence of neglect of client #1. uncove_red or aIIege_d the
Operations Team will take control
of all aspects of the investigation
Findings include: process. Additionally, the Clinical
Supervisor will provide direct
1. The facility failed to implement its oversight and hands-on coaching
policy and procedures to prevent neglect 9f the_QII_DP throughout the
of clients #1 and #2, to complete a g](;/ Zjliatlon process for the next
thorough investigation regarding an v
incident of allergic reaction for client #1,
a head injury of unknown origin for client
#2, an incident of client #2's ingestion of The agency’s_ Oper_atio.ns Tea.m_
. .. attended an investigation training
a non-food item and an injury of session presented by Corporate
unknown origin for client #8, to ensure Quality Assurance Manager on
the facility administrator was notified 4/6/15. The training included the
within 5 business days of the conclusion need to report results on
of investigations regarding two separate investigations in accordance with
incidents of client #1's allergic reactions state law.
to food, an incident of client #2 ingesting
non-food items, and two separate
incidents of injuries of unknown origin The QIDP, with direct assistance
regarding clients #2 and #8 and the from the Clinical Supervisor, has
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facility failed to develop and implement refined Client #1's enhanced
corrective actions to prevent recurrence supervision prOtOCO_ls- All facility
of neglect of client #1. Please see W149. staff have been trained on the
current enhanced supervision
o ) ) ) protocols and Client #1 has not
2. The facility failed to implement its experienced a reaction to a food
policy and procedures to complete a allergy since implementation.
thorough investigation regarding an
incident of allergic reaction for client
#1, a head injury of unknown origin for
client #2, an incident of client #2's
ingestion of a non-food item and an PREVENTION:
injury of unknown origin for client #8.
A trackin I heet for
Please see W154. 7 fracking sp .e?ds weerr
incidents requiring investigation,
. ) ) ) follow-up and
3. The faclhty falled to lmplement 1ts corrective/protective measures
policy and procedures to ensure the will be maintained and distributed
facility administrator was notified within daily to facility supervisors and
5 business days of the conclusion of the Opgratlons T_ea_lm. T_he Clinical
. .. . Supervisor (Administrative level
investigations regarding two separate ) .
o . . ) management) will meet with
incidents of client #1's allergic reactions his/her facility management
to food, an incident of client #2 ingesting teams weekly to review the
non-food items, and two separate progress made on all
incidents of injuries of unknown origin investigations that are open for
. . their homes. Residential
regarding clients #2 and #8. Please see i :
Managers will be required to
W156. attend and sign an in-service at
these meetings stating that they
4. The facility failed to implement its are aware of which investigations
policy and procedures to develop and with which they are required to
implement corrective actions to prevent assist, as well as th? sPe(?'ﬂc_
. components of the investigation
recurrence of neglect of client #1. Please . !
for which they are responsible,
see W157. within the five business day
timeframe. The Clinical
9-3-2(a) Supervisor will review each
investigation to ensure that they
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are thorough —meeting regulatory
and operational standards, and
will not designate an
investigation, as completed, if it
does not meet these criteria. The
Program Manager will also
conduct spot checks of
investigations, focusing on
serious incidents that could
potentially have occurred as a
result of staff negligence. The
Clinical Supervisors will provide
weekly updates to the Program
Manager on the status of
investigations. The Clinical
Supervisor will review each
investigation to ensure that they
indicate the date and time the
administrator was notified of
investigation results. Failure to
complete thorough investigations
and report results to the
administrator within the allowable
five business day timeframe will
result in progressive corrective
action to all applicable team
members.

After completing investigations in
which the allegations are verified,
the QIDP, with the guidance of
the Clinical Supervisor and
Program Manager, will bring all
relevant elements of the
interdisciplinary team together to
develop corrective measures to
ensure the health and safety of
clients. Revised Comprehensive
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High Risk Plans will be reviewed
and approved by the Nurse
Manager prior to implementation.

The Residential Manager will be
expected to observe no less than
one morning and two evening
active treatment session per
week to assess direct support
staff interaction with clients and
to provide hands on coaching and
training including but not limited
to assuring staff administer
medication as prescribed and that
all prescribed medications are
available. The Team Lead
(non-exempt residential
manager) will be present,
supervising and participating in
active treatment during no less
than 4 evening active treatment
sessions and one morning active
treatment session per week to
assure continuous active
treatment occurs and that risk
plans are implemented as
written.

Members of the Operations
Team, comprised of Clinical
Supervisors, the Program
Manager, Nurse Manager and
Executive Director, and the QIDP
will conduct observations during
active Treatment sessions and
documentation reviews no less
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than five times weekly for the
next 21 days, no less than 3
times weekly for an additional 14
Days, and no less than twice
weekly for an additional 60 Days.
At the conclusion of this period of
intensive administrative
monitoring and support, the
Operations Team will determine
the level of ongoing support
needed at the facility. Active
Treatment sessions to be
monitored are defined as:

Mornings: Beginning at 6:30 AM
and through morning transport
and including the following:
Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
skills training through transport to
work and day service. Morning
active treatment monitoring will
include staff from both the day
and overnight shifts.

Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including
the following: domestic and
hygiene skills training, leisure
skills training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced
spot checks later in the evening
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toward bed time.

In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training
issues or problems are
discovered.

The Executive Director and
Director of Operations/General
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility and the Director of
Operations/General Manager no
less than monthly for the next 90
days.

Administrative support at the
home will focus on:

1.  Mentorship and training of
supervisory staff, monitoring and
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coaching of direct support staff
2. Evaluation of the
effectiveness of current
comprehensive high risk plans.
3. Competent staff
implementation of risk plans and
enhanced supervision.
4.  Administrative
documentation reviews will
include but not be limited to
assuring current high risk plans
are present in the home and
documentation that staff have
received training on
implementation of the plans.
5. Assuring continuous active
treatment occurs.
RESPONSIBLE PARTIES:
QIDP, Residential Manager, Team
Leader, Health Services Team,
Direct Support Staff, Operations
Team, Director of
Operations/General Manager
W 149 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
Bldg. 00 | The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based on observation, record review and W 149 04/14/2015
interview for 2 of 4 sampled clients (#1 CORRECTION:
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and #2) plus 1 additional client (#8), the The facility must develop and
facility failed to implement its policy and Implement written policies and
procedures to prevent neglect of clients P chedures that prohibit
#1 and #2, to complete a thorough mlstrgatment, /_7eg/ea.‘ or abuse of
> the client. Specifically:
investigation regarding an incident of
allergic reaction for client #1, a head
injury of unknown origin for client #2, an _ _ _
incident of client #2's ingestion of a S&ZT::TQ;ZZF ;n:;ug;rgjpth;i"
non-food item and an injury of unknown directly oversee all investiga;ions.
origin for client #8, to ensure the facility The Residential Manager will
administrator was notified within 5 receive additional training toward
business days of the conclusion of assisting with gathering evidence,
investigations regarding two separate in_Cluding_J cond_ucting thorqugh
incidents of client #1's allergic reactions WItneSS. interviews. The Clinical
Supervisor and Program Manager
to food, an incident of client #2 ingesting will assure that conclusions are
non-food items, and two separate developed that match the
incidents of injuries of unknown origin collected evidence. The
regarding clients #2 and #8 and the Governing Body "‘_’i"_ assume
facility failed to develop and implement ic:vmptlietetirnesp(;nsg)ilI|tyvforr d
corrective actions to prevent recurrence injjrsieg ihatg quZlirescc)zt;dee
of neglect of client #1. medical treatment. When any
evidence of staff negligence is
Findings include: uncovered or alleged the
Operations Team will take control
T aly's BODS B o
Developmental Disabilities Services) Supervi;or will proviée direct
reports and investigations were reviewed oversight and hands-on coaching
on 3/19/15 at 1:45 PM. The review of the QIDP throughout the
indicated the following: investigation process for the next
90 days.
1. BDDS report dated 1/27/15 indicated,
"[Client #8] showed staff that the nail
from his right great toe was missing. The agency’s Operations Team
[Client #8] said that it came off while he attended an investigation training
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was on therapeutic leave with his family session presented by Corporate
but that he did not know how it became Quality Assuran-ce- Ma-mager on
injured.” The 1/27/15 BDDS report 4/6/15. The training included the
indi 4. "Th 11 . need to report results on
1n lcat? > ¢ t.ea.m wi H%V?Stlgate to investigations in accordance with
determine the origin of the injury and state law.
track the affected area on an injury
follow-up flow chart unit it heals."
.. inal The QIDP, with direct assistance
-Investlgat}on F11.1a Report (IFR), ) from the Clinical Supervisor, has
undated, did not indicate documentation refined Client #1's enhanced
of client D's family being interviewed to supervision protocols. All facility
determine the source of client #8's injury. staff have been trained on the
current enhanced supervision
. .- rotocols and Client #1 has not
The undated IFR did not indicate protoc i
] o experienced a reaction to a food
documentation of administrator allergy since implementation.
notification of the conclusion of the
investigation.
. .- PREVENTION:
The undated IFR did not indicate
documentation of summary of A tracking spreadsheet for
information and findings or an analysis of incidents requiring investigation,
the evidence collected. follow-up and
corrective/protective measures
.- will be maintained and distributed
2. BDDS report dated 2/1/15 indicated, . " .
e . daily to facility supervisors and
[Client #2] notified staff about a bump the Operations Team. The Clinical
on his head. Staff found a contusion on Supervisor (Administrative level
the back of [client #2's] head. [Client #2] management) will meet with
stated that he did not hit his head on his/her facility management
anything and that it was not a self teams weekly to review the
. Staff notified (the) facili progress made on all
Injurious act. .ta. no.tl ied (the) facility investigations that are open for
nurse and administration team. The nurse their homes. Residential
instructed staff to take [client #2] to the Managers will be required to
[medical clinic]. attend and sign an in-service at
these meetings stating that they
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-IFR, undated, included a written are aware of which investigations
statement from DSP (Direct Support with which they are required to
Professional) #1 which indicated, assist, as v:ellfatshthfe spetc_lflct_
W components of the investigation
[Client #2] got. upset when he found out for which they are responsible,
I was taking [client #1] to get his head within the five business day
looked at. I got a call at (the) doctor's timeframe. The Clinical
office that [client #2] said his head was Supervisor will review each
hurting. Staff found a knot on the back of |nvetsrt]|gat|or;] to enstL_lre that Eh:y
. . are thorough —meeting regulato
his head. When I got [client #2] up for J g regeiatory
R and operational standards, and
medications and breakfast he was fine, he will not designate an
was in a good mood with no pain or any investigation, as completed, if it
problems. [Client #2] got [expletive] does not meet these criteria. The
(and) cursed at [client #1] called [client Program Manager will also
#2] a faker (sic). [Client #2] said that was icr?:eds:ic;aii)(:sd;szszis; on
[expl.etlve]. [Client #2] went off for about serious incidents that could
35 minutes." potentially have occurred as a
result of staff negligence. The
The undated IFR included a written Clinical Supervisors will provide
statement from client #1 which indicated, \I:\/I/eekly updatﬁs tc; tthe Prfogram
. . . . anager on the status o
"I think [client #2] did it to himself so he Danager ¢ .
. investigations. The Clinical
could go to the ER (Emergency Room). Supervisor will review each
investigation to ensure that they
The undated IFR included a written indicate the date and time the
statement from client #8 which indicated, administrator was notified of
"] think [client #2] hurt himself." investigation results. Failure to
) complete thorough investigations
) ) and report results to the
The undated IFR included a written administrator within the allowable
statement from client #5 which indicated, five business day timeframe will
"I think [client #2] hurt himself to go to result in progressive corrective
the hospital." action to all applicable team
members.
The undated IFR indicated, "The
investigation concluded that [client #2]
hit his head on the wall while sleeping." After completing investigations in
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which the allegations are verified,
The undated IFR did not indicate the QIDP, with the guidance of
documentation of reconciliation of staff the Clinical Superwso_r anfj
d cli hich indi Program Manager, will bring all
an. client statements w. 1.c 1ndicate relevant elements of the
client #2's 2/1/15 head injury was a result interdisciplinary team together to
of his self-injurious behavior. The develop corrective measures to
undated IFR did not indicate ensure the health and safety of
documentation of finding of fact and cHI!e:t;._ Fl{(e;:sed Cc_)”mbprehe_nswed
.. igh Risk Plans will be reviewe
determination as to whether or not staff d
. . i ] and approved by the Nurse
working with client #2 implemented Manager prior to implementation.
client #2's BSP (Behavior Support Plan)
to prevent client #2 from self-injurious
behavior.
The Residential Manager will be
. oo expected to observe no less than
The undated IFR did not indicate one morning and two evening
documentation of administrator active treatment session per
notification of the conclusion of the week to assess direct support
investigation. staff interaction with clients and
to provide hands on coaching and
o training including but not limited
3. BI?DS repprt dated 2/5/15 indicated, to assuring staff administer
"[Client #2] informed staff that he medication as prescribed and that
swallowed a battery by accident. Staff all prescribed medications are
notified supervisor and was instructed to available. The Team Lead
take [client #2] to the ER. A chest x-ray (non-exemp_t residential
. manager) will be present,
was performed. X-ray found a foreign - o
. . R supervising and participating in
object in the abdomen. active treatment during no less
than 4 evening active treatment
-IFR undated indicated the facility sessions and one morning active
conducted an investigation regarding treatment session per_week to
client B's 2/5/15 ingestion of a battery. assure continuous active )
treatment occurs and that risk
plans are implemented as
The undated IFR did not indicate written.
documentation of finding of fact and
determination as to whether or not staff
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working with client #2 implemented
client #2's BSP to prevent client #2 from Members of the Operations
cating a batte Team, comprised of Clinical
& R4 Supervisors, the Program
Manager, Nurse Manager and
The undated IFR did not indicate Executive Director, and the QIDP
documentation of administrator will conduct observations during
notification of the conclusion of the active Treatment sessions and
investigation documentation reviews no less
' than five times weekly for the
) ) next 21 days, no less than 3
-Client #2's record was reviewed on times weekly for an additional 14
3/20/15 at 10:50 AM. Client #2's 1/22/15 Days, and no less than twice
BSP indicated client #2's targeted weekly for an additional 60 Days.
behaviors included, but were not limited At the.conc(;us.m.n of this period of
to, swallowing non-food items and |nter?swfa administrative
L . . ' monitoring and support, the
self-injurious behavior. Client #2's Operations Team will determine
1/22/15 BSP indicated, "All though (SiC) the level of ongoing support
[client #2] has not been observed injuring needed at the facility. Active
himself, there has been a pattern and the Treatment sessions to be
team decided this will be described a monitored are defined as:
(sic) self-injurious behavior." Client #2's
1/22/15 BSP indicated, "As a safety
precaution [client #2] is to (sic) [client Mornings: Beginning at 6:30 AM
#2] will have a one to one (ratio) and Fhrough morning trzfmsport
observation at all times. One to one and '|ncllud|ng th,e 'follov'vmg:
b ion [ fsicht duri i Medication administration, meal
observation 1n§ of sight during .wa ing preparation and breakFast,
hours and 15 minute checks during morning hygiene and domestic
sleeping hours. When [client #2] is in the skills training through transport to
bathroom staff will sit outside of the work and day service. Morning
bathroom door with the door cracked." active treatment monitoring will
include staff from both the day
o and overnight shifts.
4. BDDS report dated 2/17/15 indicated,
"[Client #1] approached staff and said he
was having difficulty breathing. [Client
#1] has severe food allergies which Evenings: Beginning at
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require immediate intervention and staff approximately 4:30 PM through
administered his epinephrine pen per his the evenir?g meal and.including
high risk plan for allergic reactions. The the .foIIoww_mg. do_m_estlc a!nd
. d staff T hygiene skills training, leisure
nurse mstructe .sta to transport [client skills training, medication
#1] to the [hospital] ER for follow up. administration, meal preparation
ER personnel examined [client #1] and and dinner. Evening monitoring
released him to ResCare staff with a will also include unannounced
diagnosis of allergic reaction and a spot checks later in the evening
.- . . toward bed time.
prescription to take Prednisone (steroid)
and Benadryl (antihistamine) for two
days."
In addition to active treatment
-Investigative Summery (IS) dated observations, Operations_ Tear_n
2/23/15 indicated. 'S £ Members and/or the Residential
; 1n. 1eated, .cope 0 . Manager will perform spot checks
Investigation: (1.) Did staff fail to follow at varied times on the overnight
guidelines as written for [client #1's] shift no less than twice monthly
Comprehensive High Risk Plan (CHRP) —more frequently if training
for allergic reactions by not call (sic) 911 issues or problems are
when [client #1] exhibited shortness of discovered.
breath; (2.) Did staff fail to follow the
nurse's directive to immediately transport
[client #1] to the ER as directed?" The Executive Director and
Director of Operations/General
The 2/23/15 IS indicated the following Manager (area manager) wil
. . review documentation of
summary of interviews: administrative level monitoring of
the facility —making
-Nurse #1, 2/28/15, "On Sunday 2/15/15 recommendations as appropriate.
at 1:29 PM staff from [group home] As stated above, the Executive
called the on call phone. There was a D|reFtc.)r W'I_I partlcm_)ate. directly in
C . . administrative monitoring of the
communication issue with the staff so I 4 .
] ] ) facility and the Director of
had a difficult time understanding the Operations/General Manager no
details of the story. I was able to less than monthly for the next 90
understand [client #1] had an allergic days.
reaction to something and they had uses
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(sic) the Epi-Pen (medical device for
injecting emergency epinephrine to S
prevent anaphylaxis shock). I told [DSP Adm'msFrat've support at the
. home will focus on:
#2], [client #1] needs to go to the ER per
protocol. Then I told him '[client #1]
needs to go to the ER' because I wanted
to reiterate the point. [DSP #2] said to me 1. Mentorshlp and training of
that he knew and he was just calling to let supervisory St_aff’ monitoring and
. coaching of direct support staff
me know what they were doing. I sent an
e-mail at 1:34 PM to inform the team." 2. Evaluation of the
effectiveness of current
-DSP #2, 2/18/15, "We received a call comprehensive high risk plans.
from another house to fax them a body
heck Soi h ) 3. Competent staff
¢ ?C paper. (_) it was what (sic) we were implementation of risk plans and
doing when [client #1] knocked on the enhanced supervision.
medication room door saying he cannot
breathe. Staff made him sit down and 4. Administrative
asked him about what happened? [Client dofu:;e;tat'on Lewlews V(‘j”"
. o i t not imited t
#1] showed to (sic) staff the medication melude but not be fimited fo
g assuring current high risk plans
he takes to make him feel better. Staff are present in the home and
verified in MAR (Medication documentation that staff have
Administration Record) to be sure about received training on
it. Staff gave [client #1] Epi-Pen for implementation of the plans.
injection after (sic) injection, suddenl
'.] (sic) inj »Su Y 5. Assuring continuous active
(sic) he feel better. Staff ca?led ‘Fhe nurse treatment ocCurs.
to let her know about this situation but
she didn't tell staff to bring [client #1] to
the hospital. A few hours later, the
house's team leader called staff to know RESPONSIBLE PARTIES:
about this (sic) situation. Staff received a QIDP, Residential Manager, Team
call, we supposed (sic) to bring [client Leader, Health Services Team,
#1] to the hospital immediately, staff Direct Support Staff, Operations
brought [client #1] to the hospital." Team, Director of
Operations/General Manager
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room (sic) when

he pointed to the

both took him to

rest."

-DSP #3, 2/18/15, "It all happened on
Sunday 2/15/15 at around 2:13 PM. I and
my colleague (sic) were at the sitting

a colleague from another

house called to request for (sic) a body
check form. We both went to the
medication office to check for one and
fax to the number provided. All of a
sudden, [client #1] pumped (sic) through
the door saying 'Staff! Staff!' we asked
[client #1] what happened? [Client #1]
replied he can't breathe well that's (sic)
what he need a PRN (As Needed)
medication. We asked [client #1] has this
happened before,
whenever he (sic) does him (sic) like this,

he replied yes. That

Epi-Pen in the cabinet.

This is the medication used to rescue
him, as he was sounding so low (sic). So
he brought out the medication we gave
him (sic). And immediately, my
colleague called the nurse to inform her
about the situation on the client (sic) as
the medication given and his response
after the medication which changed to
normal (sic) and the nurse said he should
go to his room and relax. No moving
around or doing any extra activity. So we

his room, we made sure

we do a 15 minute check on him. My
colleague asked the nurse should we take
him to the hospital, and she replied no
that we should just let him relax and
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-DSP #1, 2/18/15, "On 2/15/15 1 worked
from 4:00 PM until 12:00 AM. When [
got to the house at 4:00 PM I found
[client #1] passed out on the couch. I
asked the staff what was going on, [DSP
#3] told me that [client #1] had an allergy
attack and he had to use an Epi-Pen
because of his breathing. I asked who
took him to the ER they said the nurse
told them to watch him. I said I thought
you were supposed to take him to the ER.
Shortly after that the [RM #1 (Resident
Manager)] and nurse called to check on
[client #1]. [Nurse] #1 asked what did the
doctor say? I told her no one took him to
the ER so I took him."

The 2/23/15 1S indicated, "Factual
Findings: [Client #1's] CHRP for allergic
reactions states, "Call 911 if experiencing
shortness of breath, or experiencing
difficulty breathing. Triggers to notify
nurse, shortness of breath, swelling of the
tongue, lips, face and eyes and a feeling
of itchiness of the tongue, lips, face or
eyes."

The 2/23/15 1S indicated, "Conclusions:
(1.) The evidence substantiates that staff
failed to follow the guidelines as written
for [client #1's] CHRP for allergic
reactions by not calling 911 when [client
#1] exhibited shortness of breath.
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According to the staff on duty's
statements, they contacted the nurse
without calling 911; (2.) The evidence
does not substantiate that staff failed to
follow the nurse's directive to
immediately transport [client #1] to the
ER as directed. [Client #1] and staff both
stated that they were directed to monitor
[client #1] and were not directed to
transport immediately to the ER,
although the nurse stated she did make
that directive."

The 2/23/15 IS did not indicate
documentation of finding of fact and
determination if staff working with client
#1 implemented client #1's CHRP dated
12/17/14 to prevent client #1 from eating
tree nuts or chicken.

The 2/23/15 IS did not indicate
documentation of administrator
notification of the conclusion of the
investigation.

The 2/23/15 IS did not indicate
documentation of recommendations to
address communication issues between
the facility staff and nursing staff.

Nurse #1 was interviewed on 3/20/15 at
11:11 AM. Nurse #1 stated, "It was a
Sunday and staff called on call. I don't
know all of the staff's names but it was a
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male. He was very excited and all I could
understand was Epi-pen and [client #1]. I
was having a problem understanding the
staff but eventually understood that
[client #1] had come to the medication
room and wanted his Epi-pen. I asked
was it chicken and they weren't able to
tell me. I advised them that if they used
the Epi-pen then [client #1] had to go to
the ER. It's part of our protocol, if the
Epi-pen is used then he should go to the
ER. I assumed at that point he was being
taken to the ER. I sent out an email to the
team."

Nurse #1 provided an email dated
2/15/15 at 1:34 PM which indicated,
"Had an allergic reaction and staff used
Epi-pen. they are on their way to ER. |
had trouble understanding what happened
so I don't have details."

QIDPD (Qualified Intellectual Disability
Professional Designee) #1 was
interviewed on 3/20/15 at 1:15 PM.
QIDPD #1 indicated he had completed
the 2/23/15 IS. QIDPD #1 indicated he
had interviewed Nurse #1, DSPs #1, #2
and #3 and was not able to substantiate
that the nurse gave a directive to take
client #1 to the ER during the 2/15/15
incident.

5. BDDS report dated 2/21/15 indicated,
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"[Client #1] has known severe allergies
to chicken and tree nuts. He was eating a
pork sandwich and he began sweating
and his breathing appeared to be
obstructed. Staff administered
epinephrine and [client #1] resumed
normal breathing. Staff called 911 per the
protocol in his CHRP for allergies and
EMS (Emergency Medical Services)
transported [client #1] to the [hospital]
ER via ambulance. ER personnel
examined [client #1] and released him to
ResCare staff with orders to continue
previous allergic reaction treatment."

The 2/21/15 BDDS report indicated,
"Plan to resolve. Protective Measures are
in place. [Client #1] will receive
enhanced supervision and direct staff
oversight and assistance with all food
preparation."

CS (Clinical Supervisor) #1 was
interviewed on 3/20/15 at 1:15 PM. CS
#1 indicated he had been on-call on
2/21/15 and implemented immediate
enhanced supervision for client #1. CS #1
indicated the facility nursing staff were in
the group home on 2/21/15 and trained
staff regarding client #1's allergy
precaution/enhanced supervision
protocol. CS #1 indicated the corrective
measure to prevent client #1 from future
food allergy reactions was to develop and
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implement client #1's allergy
precaution/enhanced supervision
protocol. CS #1 indicated all staff
working with client #1 should implement
client #1's protocol to ensure client #1's
safety.

-IS dated 3/2/15 indicated, "Scope of
Investigation: (1.) Where was the staff
when [client #1] began making
something to eat; (2.) Was it a pork patty
that [client #1] consumed; (3.) Did staff
act accordingly in this emergency
situation?"

The 3/2/15 IS summary of interviews
indicated, "[DSP #1], 3/2/15. At midnight
[client #1] was eating, I asked him what
was he eating he said a pork patty. About
1 hour later he was sweating, pale,
couldn't talk and had trouble breathing. I
got the Epi-Pen then called the nurse then
called 911. I then went through the trash
to check the box (sic) I found out it was a
chicken patty."

The 3/2/15 1S indicated, "Staff was
present when [client #1] was making
something to eat in the kitchen. Staff did
not check what [client #1] was actually
until (sic) [client #1] had consumed the
food."

The 3/2/15 IS indicated, "The evidence
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does substantiate that staff was present
when [client #1] was cooking and what
he was cooking? [DSP #1] was present
but did not check what [client #1] was
cooking to be sure what [client #1] had
told him was accurate or not. [DSP #1]
checked the trash can and noticed that it
was indeed a chicken patty that [client
#1] had consumed."

The 3/2/15 IS indicated DSP #1 failed to
implement client #1's CHRP for allergies
to prevent client #1 from having an
allergic reaction requiring emergency
medical treatment.

The 3/2/15 1S did not indicate
documentation of administrator
notification of the conclusion of the
investigation.

Client #1's record was reviewed on
3/20/15 at 9:23 AM. Client #1's CHRP
for allergies dated 12/14/14 indicated,
"[Client #1] will not receive any food that
contains tree nuts or chicken through
12/2015." Client #1's CHRP for allergies
dated 12/14/14 indicated, "Call 911 if,
(1.) Experiencing shortness of breath; (2.)
Experiencing difficulty breathing." Client
#1's Allergy Precaution/Enhanced
Supervision protocol dated 2/21/15
indicated, "[Client #1] has documented
severe allergies to chicken and tree nuts.
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Staff must prevent [client #1] from
consuming food that includes these
items. Assist [client #1] with reading the
ingredients on all packaged food to
assure nuts and chicken are not included
or present during processing." The
2/21/15 Allergy Precaution/Enhanced
Supervision protocol indicated, "In order
to prevent [client #1] from accidentally
eating items to which he is allergic, staff
will keep [client #1] in line-of-sight when
he is in common areas of the home and
perform 15 minute checks when he is in
his bedroom or the bathroom. When
[client #1] enters the kitchen, staff will
provide direct supervision and do the
following: (1.) Check the food items
[client #1] wishes to prepare/eat to assure
they do not contain ingredients that could
cause an allergic reaction; (2.) Check the
countertop, pots, pans, utinsels (sic) and
other food preparation equipment to
assure they are clean and do not have any
food residue; (3.) Check the
plates/bowls/silverware/cups/glasses etc.
that [client #1] is going to use to assure
they are clean and do not have any food
residue."

Observations were conducted at the
group home on 3/19/15 from 4:45 PM
through 5:45 PM. DSP (Direct Support
Professional) #3 was assisting DSP #4
and client #4 prepare the evening meal.

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

PP9D11  Facility ID:

000927 If continuation sheet

Page 44 of 95




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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G413

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
03/24/2015

NAME OF PROVIDER OR SUPPLIER

VOCA CORPORATION OF INDIANA

STREET ADDRESS, CITY, STATE, ZIP CODE
6525 MCFARLAND RD
INDIANAPOLIS, IN 46227

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

When asked if any of the clients residing
in the home had food allergy precautions,
DSP #3 stated, "I think so, I think there
are 2. I'm not really sure." When asked
how client #1 should be assisted with
meal preparation, DSP #3 stated, "I don't
really know. I just started here."

DSP #2 was interviewed on 3/20/15 at
6:30 AM. DSP #2 stated, "Two people
are on special diets, [client #1] and

[client #5]. They don't eat eggs." When
asked if client #1 could eat chicken
products, DSP #2 stated, "He only gets
chicken on the evenings (sic). I only work
overnights. I just started."

QIDPD #1 was interviewed on 3/20/15 at
1:15 PM. QIDPD #1 indicated he had
completed the 3/2/15 IS. QIDPD #1
indicated DSP #1 had failed to prevent
client #1 from eating a chicken product.

CS (Clinical Supervisor) #1 was
interviewed on 3/20/15 at 1:15 PM. CS
#1 indicated the abuse and neglect policy
should be implemented. CS #1 indicated
allegations of abuse, neglect, and injuries
of unknown origin should be thoroughly
investigated, corrective measures to
prevent recurrence should be developed
and implemented and the conclusion
should be reported to the facility
administrator within 5 business days.
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The facility's policies and procedures
were reviewed on 3/23/15 at 5:45 PM.
The facility's policy entitled, "Abuse,
Neglect, Exploitation, Mistreatment"
dated 2/26/11 indicated the following:

-"Adept staff actively advocate for the
rights and safety of all individuals. All
allegations or occurrences of abuse,
neglect, exploitation, or mistreatment
shall be reported to the appropriate
authorities through the appropriate
supervisory channels and will be
thoroughly investigated under the
policies of Adept, ResCare and local and
state and federal guidelines."

-"Program intervention neglect: failure to
provide goods and/or services necessary
for the individual to avoid physical harm.
Failure to implement a support plan,
inappropriate application of intervention
without a qualified person
notification/review."

The facility's policy entitled,
'Investigations' dated 9/14/07 indicated
the following:

-"The primary purpose of an investigation
is to describe and explain factors
contributing to an incident and tor (sic)
provent (sic) recurrence."”

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

PP9D11 Facility ID: 000927 If continuation sheet

Page 46 of 95




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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G413

B. WING

X2) MULTIPLE CONSTRUCTION
A. BUILDING

00

X3) DATE SURVEY

COMPLETED
03/24/2015

NAME OF PROVIDER OR SUPPLIER

VOCA CORPORATION OF INDIANA

STREET ADDRESS, CITY, STATE, ZIP CODE
6525 MCFARLAND RD
INDIANAPOLIS, IN 46227

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

W 154

Bldg. 00

-"Define scope of the investigation....
Analyze facts and determine causal
factors...."

-"Witnesses: Anyone who directly
observed an incident or was affected by
the incident, or who was directly or
indirectly involved in the process i.e.
injured parties, eyewitnesses, or other
participants."

-"A thorough investigation final report
will be written at the completion of the
investigation. The report shall include,
but is not limited to, the following:...
Finding of fact and determination as to
whether or not the allegations are
substantiated, unsubstantiated or
inconclusive; Concerns and
recommendations...; Methods to prevent
future incidents."

9-3-2(a)

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
4 of 6 allegations of abuse, neglect and
injuries of unknown origin reviewed, the

W 154

CORRECTION:

The facility must have evidence

04/14/2015
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facility failed to complete a thorough that all alleged violations are
investigation regarding an injury of thoroughly investigated.
unknown origin for client #8, an injury of Specmc_ally. t_he Operations
kn oin for cli 4 incid Team, including the Program
un 'own orlgm or.c 1ent #2, an 1nct .ent Manager and QIDP, will directly
of client #2's ingestion of a non-food item oversee all investigations. The
and an incident of allergic reaction for Residential Manager will receive
client #1. additional training toward
assisting with gathering evidence,
.. . . including conducting thorough
Findings include: witness interviews. The Clinical
Supervisor and Program Manager
The facility's BDDS (Bureau of will assure that conclusions are
Developmental Disabilities Services) developed that match the
reports and investigations were reviewed coIIecte_d evidence_. The
on 3/19/15 at 1:45 PM. The review Governing Body will assume
indi d the followine: complete responsibility for
ndicated the following: investigating any discovered
injuries that require outside
1. BDDS report dated 1/27/15 indicated, medical treatment. When any
"[Client #8] showed staff that the nail evidence of staff negligence is
from his right great toe was missing. gncovired (')I'r aIIegei thi ol
. . . . erations Team will take control
[Client #8] said that it came off while he P : -
. . . ) of all aspects of the investigation
was on therapeutic leave with his family process. Additionally, the Clinical
but that he did not know how it became Supervisor will provide direct
injured." The 1/27/15 BDDS report oversight and hands-on coaching
indicated, "The team will investigate to f’f the_QI'_DP throughout the
determine the origin of the injury and investigation process for the next
.. 90 days.
track the affected area on an injury
follow-up flow chart unit it heals."
-Investigation Final Report (IFR), PREVENTION:
undated, did not indicate documentation )
] ’ . o ) A tracking spreadsheet for
of client D's family being interviewed to incidents requiring investigation,
determine the source of client #8's injury. follow-up and
corrective/protective measures
The undated IFR did not indicate will be maintained and distributed
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documentation of summary of daily to facility supervisors and
information and findings or an analysis of the Operations Team. The Clinical
the evidence collected. Supervisor (Adm_lnlstratlve_ level
management) will meet with
o his/her facility management
2. BDDS report dated 2/1/15 indicated, teams weekly to review the
"[Client #2] notified staff about a bump progress made on all
on his head. Staff found a contusion on investigations that are open for
the back of [client #2's] head. [Client #2] It:e'r homes._” F;e5|dent_|ald .
. e anagers will be required to
stated that he did not hit his head on J . , )
. . attend and sign an in-service at
anything and that it was not a self these meetings stating that they
injurious act. Staff notified (the) facility are aware of which investigations
nurse and administration team. The nurse with which they are required to
instructed staff to take [client #2] to the assist, as well as the specific
. .. components of the investigation
[medical clinic]. : !
for which they are responsible,
. . within the five business day
'IFR, undated, lncluded a written timeframe. The Clinical
statement from DSP (Direct Support Supervisor will review each
Professional) #1 which indicated, investigation to ensure that they
"[Client #2] got upset when he found out are th°r°“9h —meeting regulatory
. . . and operational standards, and
I was taking [client #1] to get his head . .
' will not designate an
looked at. I got a call at (the) doctor's investigation, as completed, if it
office that [client #2] said his head was does not meet these criteria. The
hurting. Staff found a knot on the back of Program Manager will also
his head. When I got [client #2] up for _Cond"'_Ct spot CheCkS_Of
medications and breakfast he was fine, he 'nvéstlgéthns, focusing on
. d d with i serious incidents that could
was In a goo .moo with no paln. or any potentially have occurred as a
problems. [Client #2] got [expletive] result of staff negligence. The
(and) cursed at [client #1] called [client Clinical Supervisors will provide
#2] a faker (sic). [Client #2] said that was weekly updates to the Program
[expletive]. [Client #2] went off for about Manager on the status of
. " investigations. Failure to
35 minutes. . o
complete thorough investigations
within the allowable five business
The undated IFR included a written day timeframe will result in
statement from client #1 which indicated, progressive corrective action to
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"I think [client #2] did it to himself so he
could go to the ER (Emergency Room)."

The undated IFR included a written
statement from client #8 which indicated,
"I think [client #2] hurt himself."

The undated IFR included a written
statement from client #5 which indicated,
"I think [client #2] hurt himself to go to
the hospital."

The undated IFR indicated, "The
investigation concluded that [client #2]
hit his head on the wall while sleeping."

The undated IFR did not indicate
documentation of reconciliation of staff
and client statements which indicated
client #2's 2/1/15 head injury was a result
of his self-injurious behavior. The
undated IFR did not indicate
documentation of finding of fact and
determination as to whether or not staff
working with client #2 implemented
client #2's BSP (Behavior Support Plan)
to prevent client #2 from self-injurious
behavior.

3. BDDS report dated 2/5/15 indicated,
"[Client #2] informed staff that he
swallowed a battery by accident. Staff
notified supervisor and was instructed to
take [client #2] to the ER. A chest x-ray

all applicable team members.

RESPONSIBLE PARTIES:

QIDP, Residential Manager, Team
Leader, Direct Support Staff,
Operations Team
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was performed. X-ray found a foreign
object in the abdomen."

-IFR undated indicated the facility
conducted an investigation regarding
client B's 2/5/15 ingestion of a battery.

The undated IFR did not indicate
documentation of finding of fact and
determination as to whether or not staff
working with client #2 implemented
client #2's BSP to prevent client #2 from
ingesting a battery.

-Client #2's record was reviewed on
3/20/15 at 10:50 AM. Client #2's 1/22/15
BSP indicated client #2's targeted
behaviors included, but were not limited
to, swallowing non-food items and
self-injurious behavior. Client #2's
1/22/15 BSP indicated, "All though (sic)
[client #2] has not been observed injuring
himself, there has been a pattern and the
team decided this will be described a
(sic) self-injurious behavior." Client #2's
1/22/15 BSP indicated, "As a safety
precaution [client #2] is to (sic) [client
#2] will have a one to one (ratio)
observation at all times. One to one
observation line of sight during waking
hours and 15 minute checks during
sleeping hours. When [client #2] is in the
bathroom staff will sit outside of the
bathroom door with the door cracked."
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4. BDDS report dated 2/17/15 indicated,
"[Client #1] approached staff and said he
was having difficulty breathing. [Client
#1] has severe food allergies which
require immediate intervention and staff
administered his epinephrine pen
(medical device for injecting emergency
epinephrine to prevent anaphylaxis
shock) per his high risk plan for allergic
reactions. The nurse instructed staff to
transport [client #1] to the [hospital] ER
for follow up. ER personnel examined
[client #1] and released him to ResCare
staff with a diagnosis of allergic reaction
and a prescription to take Prednisone
(steroid) and Benadryl (antihistamine) for
two days."

-Investigative Summery (IS) dated
2/23/15 indicated, "Scope of
Investigation: (1.) Did staff fail to follow
guidelines as written for [client #1's]
Comprehensive High Risk Plan (CHRP)
for allergic reactions by not call (sic) 911
when [client #1] exhibited shortness of
breath; (2.) Did staff fail to follow the
nurse's directive to immediately transport
[client #1] to the ER as directed?"

The 2/23/15 IS indicated the following
summary of interviews:

-Nurse #1, 2/28/15, "On Sunday 2/15/15

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

PP9D11  Facility ID:

000927 If continuation sheet

Page 52 of 95




PRINTED: 04/17/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G413 B. WING 03/24/2015

STREET ADDRESS, CITY, STATE, ZIP CODE
6525 MCFARLAND RD

NAME OF PROVIDER OR SUPPLIER

VOCA CORPORATION OF INDIANA INDIANAPOLIS, IN 46227
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D _ i _ (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

at 1:29 PM staff from [group home]
called the on call phone. There was a
communication issue with the staff so I
had a difficult time understanding the
details of the story. I was able to
understand [client #1] had an allergic
reaction to something and they had uses
(sic) the Epi-Pen. I told [DSP #2], [client
#1] needs to go to the ER per protocol.
Then I told him "[client #1] needs to go to
the ER' because I wanted to reiterate the
point. [DSP #2] said to me that he knew
and he was just calling to let me know
what they were doing. I sent an e-mail at
1:34 PM to inform the team."

-DSP #2, 2/18/15, "We received a call
from another house to fax them a body
check paper. So it was what (sic) we were
doing when [client #1] knocked on the
medication room door saying he cannot
breathe. Staff made him sit down and
asked him about what happened? [Client
#1] showed to (sic) staff the medication
he takes to make him feel better. Staff
verified in MAR (Medication
Administration Record) to be sure about
it. Staff gave [client #1] Epi-Pen for
injection after (sic) injection, suddenly
(sic) he feel better. Staff called the nurse
to let her know about this situation but
she didn't tell staff to bring [client #1] to
the hospital. A few hours later, the
house's team leader called staff to know

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: PP9D11 Facility ID: 000927 If continuation sheet Page 53 of 95




PRINTED: 04/17/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G413 B. WING 03/24/2015

STREET ADDRESS, CITY, STATE, ZIP CODE
6525 MCFARLAND RD

NAME OF PROVIDER OR SUPPLIER

VOCA CORPORATION OF INDIANA INDIANAPOLIS, IN 46227
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D _ i _ (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

about this (sic) situation. Staff received a
call, we supposed (sic) to bring [client
#1] to the hospital immediately, staff
brought [client #1] to the hospital."

-DSP #3, 2/18/15, "It all happened on
Sunday 2/15/15 at around 2:13 PM. I and
my colleague (sic) were at the sitting
room (sic) when a colleague from another
house called to request for (sic) a body
check form. We both went to the
medication office to check for one and
fax to the number provided. All of a
sudden, [client #1] pumped (sic) through
the door saying 'Staff! Staff!' we asked
[client #1] what happened? [Client #1]
replied he can't breathe well that's (sic)
what he need a PRN (As Needed)
medication. We asked [client #1] has this
happened before, he replied yes. That
whenever he (sic) does him (sic) like this,
he pointed to the Epi-Pen in the cabinet.
This is the medication used to rescue
him, as he was sounding so low (sic). So
he brought out the medication we gave
him (sic). And immediately, my
colleague called the nurse to inform her
about the situation on the client (sic) as
the medication given and his response
after the medication which changed to
normal (sic) and the nurse said he should
go to his room and relax. No moving
around or doing any extra activity. So we
both took him to his room, we made sure
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we do a 15 minute check on him. My
colleague asked the nurse should we take
him to the hospital, and she replied no
that we should just let him relax and
rest."

-DSP #1, 2/18/15, "On 2/15/15 1 worked
from 4:00 PM until 12:00 AM. When I
got to the house at 4:00 PM I found
[client #1] passed out on the couch. I
asked the staff what was going on, [DSP
#3] told me that [client #1] had an allergy
attack and he had to use an Epi-Pen
because of his breathing. I asked who
took him to the ER they said the nurse
told them to watch him. I said I thought
you were supposed to take him to the ER.
Shortly after that the [RM #1 (Resident
Manager)] and nurse called to check on
[client #1]. [Nurse] #1 asked what did the
doctor say? I told her no one took him to
the ER so I took him."

The 2/23/15 IS indicated, "Factual
Findings: [Client #1's] CHRP for allergic
reactions states, "Call 911 if experiencing
shortness of breath, or experiencing
difficulty breathing. Triggers to notify
nurse, shortness of breath, swelling of the
tongue, lips, face and eyes and a feeling
of itchiness of the tongue, lips, face or
eyes."

The 2/23/15 1S indicated, "Conclusions:
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(1.) The evidence substantiates that staff
failed to follow the guidelines as written
for [client #1's] CHRP for allergic
reactions by not calling 911 when [client
#1] exhibited shortness of breath.
According to the staff on duty's
statements, they contacted the nurse
without calling 911; (2.) The evidence
does not substantiate that staff failed to
follow the nurse's directive to
immediately transport [client #1] to the
ER as directed. [Client #1] and staff both
stated that they were directed to monitor
[client #1] and were not directed to
transport immediately to the ER,
although the nurse stated she did make
that directive."

The 2/23/15 IS did not indicate
documentation of finding of fact and
determination if staff working with client
#1 implemented client #1's CHRP dated
12/17/14 to prevent client #1 from eating
tree nuts or chicken.

Nurse #1 was interviewed on 3/20/15 at
11:11 AM. Nurse #1 stated, "It was a
Sunday and staff called on call. I don't
know all of the staff's names but it was a
male. He was very excited and all I could
understand was Epi-pen and [client #1]. 1
was having a problem understanding the
staff but eventually understood that
[client #1] had come to the medication
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room and wanted his Epi-pen. I asked
was it chicken and they weren't able to
tell me. I advised them that if they used
the Epi-pen then [client #1] had to go to
the ER. It's part of our protocol, if the
Epi-pen is used then he should go to the
ER. I assumed at that point he was being
taken to the ER. I sent out an email to the
team."

Nurse #1 provided an email dated
2/15/15 at 1:34 PM which indicated,
"Had an allergic reaction and staff used
Epi-pen. they are on their way to ER. |
had trouble understanding what happened
so I don't have details."

QIDPD (Qualified Intellectual
Disabilities Professional Designee) #1
was interviewed on 3/20/15 at 1:15 PM.
QIDPD #1 indicated he had completed
the 2/23/15 IS. QIDPD #1 indicated he
had interviewed Nurse #1, DSPs #1, #2
and #3 and was not able to substantiate
that the nurse gave a directive to take
client #1 to the ER during the 2/15/15
incident.

Client #1's record was reviewed on
3/20/15 at 9:23 AM. Client #1's CHRP
for allergies dated 12/14/14 indicated,
"[Client #1] will not receive any food that
contains tree nuts or chicken thorough
12/2015." Client #1's CHRP for allergies
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dated 12/14/14 indicated, "Call 911 if,
(1.) Experiencing shortness of breath; (2.)
Experiencing difficulty breathing."
QIDPD #1 was interviewed on 3/20/15 at
1:15 PM. QIDPD #1 indicated he had
completed the 3/2/15 IS.
CS (Clinical Supervisor) #1 was
interviewed on 3/20/15 at 1:15 PM. CS
#1 indicated allegations of abuse, neglect,
and injuries of unknown origin should be
thoroughly investigated.
9-3-2(a)
W 156 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
Bldg. 00 The results of all investigations must be
reported to the administrator or designated
representative or to other officials in
accordance with State law within five
working days of the incident.
Based on record review and interview for W 156 04/14/2015
5 of 6 allegations of abuse, neglect and CORRECTION:
1n]1.1r.1es Of; unknown origin rev?e.wed, the The results of all investigations
facility failed to ensure the facility must be reported to the
administrator was notified within 5 administrator or designated
business days of the conclusion of representative or to other officials
investigations regarding two separate in accordance with State law
. . , . . within five working days of the
incidents of client #1's allergic reactions o -
f L. feli i . incident. Specifically, the agency’s
to food, ar.l incident of client #2 ingesting Operations Team attended an
non-food items, and two separate investigation training session
presented by Corporate Quality
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incidents of injuries of unknown origin Assurance Manager on 4/6/15.
regarding clients #2 and #3. The training included the need to
report results on investigations in
.. . accordance with state law.
Findings include:
The facility's BDDS (Bureau of
Developmental Disabilities Services) PREVENTION:
reports and investigations were reviewed
P vestig W . view A tracking spreadsheet for
on 3/19/15 at 1:45 PM. The review incidents requiring investigation,
indicated the following: follow-up and
corrective/protective measures
1. BDDS report dated 1/27/15 indicated, will be maintained and distributed
"[Client #8] showed staff that the nail daily to facility supervisors and
A his richt " .. the Operations Team. The Clinical
ror'n 1STig .grea t.oe was mlssmg. Supervisor (Administrative level
[Client #8] said that it came off while he management) will meet with
was on therapeutic leave with his family his/her facility management
but that he did not know how it became teams weekly to review the
injured.” The 1/27/15 BDDS report progress made:” all f
.. q . investigations that are open fo
indicated, "The team will investigate to mvestgat ; are op '
. o o their homes. Residential
determine the origin of the injury and Managers will be required to
track the affected area on an injury attend and sign an in-service at
follow-up flow chart unit it heals." these meetings stating that they
are aware of which investigations
-Investigation Final Report (IFR) undated W'th which they are requ'r_e_d to
did di d ) ¢ assist, as well as the specific
! r.10j[ mdicate Pcumentatlon 0 components of the investigation
administrator notification of the for which they are responsible,
conclusion of the investigation. within the five business day
timeframe. The Clinical
2. BDDS report dated 2/1/15 indicated, §upe;yisc: WT review eShCht th
e . investigation to ensure that they
[Clllent #2] notified staff about a. bump indicate the date and time the
on his head. Staff found a contusion on administrator was notified of
the back of [client #2's] head. [Client #2] investigation results. The Clinical
stated that he did not hit his head on Supervisors will provide weekly
anything and that it was not a self updates to the Program Manager
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injurious act. Staff notified (the) facility
nurse and administration team. The nurse
instructed staff to take [client #2] to the
[medical clinic].

-IFR undated did not indicate
documentation of administrator
notification of the conclusion of the
investigation.

3. BDDS report dated 2/5/15 indicated,
"[Client #2] informed staff that he
swallowed a battery by accident. Staff
notified supervisor and was instructed to
take [client #2] to the ER. A chest x-ray
was performed. X-ray found a foreign
object in the abdomen."

-IFR undated did not indicate
documentation of administrator
notification of the conclusion of the
investigation.

4. BDDS report dated 2/17/15 indicated,
"[Client #1] approached staff and said he
was having difficulty breathing. [Client
#1] has severe food allergies which
require immediate intervention and staff
administered his epinephrine pen
(medical device for injecting emergency
epinephrine to prevent anaphylaxis
shock) per his high risk plan for allergic
reactions. The nurse instructed staff to
transport [client #1] to the [hospital] ER

on the status of investigations.
Failure to report the results of
investigations investigations
within the allowable five business
day timeframe will result in
progressive corrective action to
all applicable team members.

RESPONSIBLE PARTIES:

QIDP, Residential Manager,
Operations Team
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for follow up. ER personnel examined
[client #1] and released him to ResCare
staff with a diagnosis of allergic reaction
and a prescription to take Prednisone and
Benadryl for two days."

-Investigative Summery (IS) dated
2/23/15 did not indicate documentation
of administrator notification of the
conclusion of the investigation.

5. BDDS report dated 2/21/15 indicated,
"[Client #1] has known severe allergies
to chicken and tree nuts. He was eating a
pork sandwich and he began sweating
and his breathing appeared to be
obstructed. Staff administered
epinephrine and [client #1] resumed
normal breathing. Staff called 911 per the
protocol in his CHRP for allergies and
EMS (Emergency Medical Services)
transported [client #1] to the [hospital]
ER via ambulance. ER personnel
examined [client #1] and released him to
ResCare staff with orders to continue
previous allergic reaction treatment."

-IS dated 3/2/15 did not indicate
documentation of administrator
notification of the conclusion of the
investigation.

CS (Clinical Supervisor) #1 was
interviewed on 3/20/15 at 1:15 PM. CS
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#1 indicated the conclusion of
investigations should be reported to the
facility administrator within 5 business
days.
9-3-2(a)
W 157 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
Bldg. 00 | If the alleged violation is verified, appropriate
corrective action must be taken.
Based on observation, record review and W 157 04/14/2015
interview for 2 of 6 allegations of abuse, CORRECTION:
neglect, mis?:re.atmel.lt and inj uriesl (?f If the alleged violation is verified,
unknown origin reviewed, the facility appropriate corrective action
failed to develop and implement must be taken. Specifically: the
corrective actions to prevent recurrence QIDP, with direct assistance from
of neglect of client #1. the Clinical Supervisor, has
refined Client #1’s enhanced
.. . supervision protocols. All facility
Findings include: staff have been trained on the
current enhanced supervision
The facility's BDDS (Bureau of protocols and Client #1 has not
Developmental Disabilities Services) experienced a reaction to a food
reports and investigations were reviewed allergy since implementation.
on 3/19/15 at 1:45 PM. The review
indicated the following:
PREVENTION:
1. BDDS report dated 2/17/15 indicated, o o
"[Client #1] approached staff and said he Aﬁ?r completing _|nvest|gat|or1§ n
. . . . which the allegations are verified,
was having difficulty breathing. [Client the QIDP, with the guidance of
#1] has severe food allergies which the Clinical Supervisor and
require immediate intervention and staff Program Manager, will bring all
administered his epinephrine pen relevant elements of the
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(medical device for injecting emergency interdisciplinary team together to
epinephrine to prevent anaphylaxis develop corrective measures to
shock) per his high risk plan for allergic ensure the health and safety. of
) Th . d staff clients. Revised Comprehensive
reactions. 'e nurse 1structe stta to High Risk Plans will be reviewed
transport [client #1] to the [hospital] ER and approved by the Nurse
for follow up. ER personnel examined Manager prior to implementation.
[client #1] and released him to ResCare
staff with a diagnosis of allergic reaction
and a Prescrlptlon to take P.refinlso.rle The Residential Manager will be
two days." one morning and two evening
active treatment session per
-Investigative Summery (IS) dated week to assess direct support
- " staff interaction with clients and
2/23/15 indicated, "Scope of ) .
T ] . to provide hands on coaching and
Investigation: (1.) Did staff fail to follow training including but not limited
guidelines as written for [client #I'S] to assuring staff administer
Comprehensive High Risk Plan (CHRP) medication as prescribed and that
for allergic reactions by not call (sic) 911 all prescribed medications are
when [client #1] exhibited shortness of available. The Tgam L_ead
. . (non-exempt residential
breath; (2..) D.1d staf.f fail tO. follow the manager) will be present,
Ilurse'S dlrecthe to lmmedlately transport Supervising and participating in
[client #1] to the ER as directed?" active treatment during no less
than 4 evening active treatment
The 2/23/15 IS indicated the following sessions and one morning active
. . treatment session per week to
summary of interviews: ) )
assure continuous active
treatment occurs and that risk
-Nurse #1, 2/28/15, "On Sunday 2/15/15 plans are implemented as
at 1:29 PM staff from [group home] written.
called the on call phone. There was a
communication issue with the staff so |
had a difficult time understanding the Members of the Operations
details of the story. I was able to Team, comprised of Clinical
understand [client #1] had an allergic Supervisors, the Program
reaction to something and they had uses Manager, Nurse Manager and
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(sic) the Epi-Pen. I told [DSP #2], [client Executive Director, and the QIDP
#1] needs to go to the ER per protocol. will conduct observations during
Then I told him '[client #1] needs to go to :jc"fn;et:tgsr‘:e;eesjv';:z T;‘:S
the ER' because I wanted to reiterate the than five times weekly for the
point. [DSP #2] said to me that he knew next 21 days, no less than 3
and he was just calling to let me know times weekly for an additional 14
what they were doing. I sent an e-mail at Days, and no less than twice
1:34 PM to inform the team." weekly for an additional 60 Days.
At the conclusion of this period of
-DSP #2, 2/18/15, "We received a call ::E)enr;:cl)\;iengdamnﬁlssfl:;gi the
from another house to fax them a body Operations Team will determine
check paper. So it was what (sic) we were the level of ongoing support
doing when [client #1] knocked on the needed at the f?d"ty- Active
medication room door saying he cannot Trea_tmer:jt sessclio?_s tz be.
breathe. Staff made him sit down and monitored are defined as:
asked him about what happened? [Client
#1] showed to (sic) staff the medication
he takes to make him feel better. Staff Mornings: Beginning at 6:30 AM
verified in MAR (Medication ::3 ::;ﬁj:j?:gr:s;ngﬁlou?:?ort
Administration Record) to be sure about Medication administration, meal
it. Staff gave [client #1] Epi-Pen for preparation and breakfast,
injection after (sic) injection, suddenly morning hygiene and domestic
(sic) he feel better. Staff called the nurse skills training through transport to
to let her know about this situation but wo.rk and day Sewice'_ Mgrning
she didn't tell staff to bring [client #1] to e o or s d;“y'"
the hospital. A few hours later, the and overnight shifts.
house's team leader called staff to know
about this (sic) situation. Staff received a
call, we supposed (sic) to bring [client Evenings: Beginring at
#1] to the hospital immediately, staff approximately 4:30 PM through
brought [client #1] to the hospital." the evening meal and including
the following: domestic and
-DSP #3, 2/18/15, "It all happened on hygiene skills training, leisure
Sunday 2/15/15 at around 2:13 PM. I and skills training, medication
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my colleague (sic) were at the sitting administration, meal preparation
room (sic) when a colleague from another ar.ld dinn_er. Evening monitoring
house called to request for (sic) a body will also include u_nannounce(_j
heck f We both tto th spot checks later in the evening
¢ ec. o.rm. ¢ both went to the toward bed time.
medication office to check for one and
fax to the number provided. All of a
sudden, [client #1] pumped (sic) through N _
the door saying 'Staff! Staff!' we asked In add|t|(_)n to active Freatment
i 11 what h 42 1Cli ) observations, Operations Team
[c 1e:nt #1] what happened? [Client #. ] Members and/or the Residential
replied he can't breathe well that's (sic) Manager will perform spot checks
what he need a PRN (As Needed) at varied times on the overnight
medication. We asked [client #1] has this shift no less than twice monthly
happened before, he replied yes. That —more frequirlltly if training
. . S . issues or problems are
whenever he (sic) does him (sic) like this, . P
) . . ) discovered.
he pointed to the Epi-Pen in the cabinet.
This is the medication used to rescue
him, as he was sounding so low (sic). So
he brought out the medication we gave The Executive D|re_:ctor and
. . . . Director of Operations/General
him (sic). And immediately, my .
) Manager (area manager) will
colleague called the nurse to inform her review documentation of
about the situation on the client (sic) as administrative level monitoring of
the medication given and his response the facility -making
after the medication which changed to recommendations as appropriate.
normal (sic) and the nurse said he should Afc’ stated ébove,_t_he Exet_:utlve .
. . Director will participate directly in
go to his room and relax. No moving administrative monitoring of the
around or doing any extra activity. So we facility and the Director of
both took him to his room, we made sure Operations/General Manager no
we do a 15 minute check on him. My less than monthly for the next 90
colleague asked the nurse should we take days.
him to the hospital, and she replied no
that we should just let him relax and
rest." Administrative support at the
home will focus on:
-DSP #1, 2/18/15, "On 2/15/15 1 worked
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from 4:00 PM until 12:00 AM. When I
got to the house at 4:00 PM I found b0 and training of
[client #1] passed out on the couch. | L Mentors P an t!'aln.lng ©
ked th Fwh i supervisory staff, monitoring and
asked the staft w at[ was going on, [DSP coaching of direct support staff
#3] told me that [client #1] had an allergy
attack and he had to use an Epi-Pen 2. Evaluation of the
because of his breathing. I asked who effectiveness of current
took him to the ER they said the nurse comprehensive high risk plans.
told them to watch him. I sal.d I thought 3. Competent staff
you were supposed to take him to the ER. implementation of risk plans and
Shortly after that the [RM #1 (Resident enhanced supervision.
Manager)] and nurse called to check on
[client #1]. [Nurse] #1 asked what did the : Administrative |
. ocumentation reviews wi
9
doctor say? I told Iller"no one took him to include but not be limited to
the ER so I took him. assuring current high risk plans
are present in the home and
The 2/23/15 IS indicated, "Conclusions: documentation that staff have
(1.) The evidence substantiates that staff received training on
failed to follow the guidelines as written implementation of the plans.
for [client #1's] CHRP for allergic 5. Assuring continuous active
reactions by not calling 911 when [client treatment occurs.
#1] exhibited shortness of breath.
According to the staff on duty's
statements, they contacted the nurse
. . . . RESPONSIBLE PARTIES:
without calling 911; (2.) The evidence QIDP, Residential Manager,
does not substantiate that staff failed to Team Leader, Health Services
follow the nurse's directive to Team, Direct Support Staff,
immediately transport [client #1] to the Operat!ons Team, Director of
. . Operations/General Manager
ER as directed. [Client #1] and staff both
stated that they were directed to monitor
[client #1] and were not directed to
transport immediately to the ER,
although the nurse stated she did make
that directive."
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The 2/23/15 IS did not indicate
documentation of recommendations to
address communication issues between
the facility staff and nursing staff.

Nurse #1 was interviewed on 3/20/15 at
11:11 AM. Nurse #1 stated, "It was a
Sunday and staff called on call. I don't
know all of the staff's names but it was a
male. He was very excited and all I could
understand was Epi-pen and [client #1]. I
was having a problem understanding the
staff but eventually understood that
[client #1] had come to the medication
room and wanted his Epi-pen. I asked
was it chicken and they weren't able to
tell me. I advised them that if they used
the Epi-pen then [client #1] had to go to
the ER. It's part of our protocol, if the
Epi-pen is used then he should go to the
ER. I assumed at that point he was being
taken to the ER. I sent out an email to the
team."

Nurse #1 provided an email dated
2/15/15 at 1:34 PM which indicated,
"Had an allergic reaction and staff used
Epi-pen. They are on their way to ER. |
had trouble understanding what happened
so I don't have details."

QIDPD (Qualified Intellectual
Disabilities Professional Designee) #1
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was interviewed on 3/20/15 at 1:15 PM.
QIDPD #1 indicated he had completed
the 2/23/15 IS. QIDPD #1 indicated he
had interviewed Nurse #1, DSPs #1, #2
and #3 and was not able to substantiate
that the nurse gave a directive to take
client #1 to the ER during the 2/15/15
incident.

2. BDDS report dated 2/21/15 indicated,
"[Client #1] has known severe allergies
to chicken and tree nuts. He was eating a
pork sandwich and he began sweating
and his breathing appeared to be
obstructed. Staff administered
epinephrine and [client #1] resumed
normal breathing. Staff called 911 per the
protocol in his CHRP for allergies and
EMS (Emergency Medical Services)
transported [client #1] to the [hospital]
ER via ambulance. ER personnel
examined [client #1] and released him to
ResCare staff with orders to continue
previous allergic reaction treatment."

The 2/21/15 BDDS report indicated,
"Plan to resolve. Protective Measures are
in place. [Client #1] will receive
enhanced supervision and direct staff
oversight and assistance with all food
preparation."

CS (Clinical Supervisor) #1 was
interviewed on 3/20/15 at 1:15 PM. CS
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#1 indicated he had been on-call on
2/21/15 and implemented immediate
enhanced supervision for client #1. CS #1
indicated the facility nursing staff were in
the group home on 2/21/15 and trained
staff regarding client #1's allergy
precaution/enhanced supervision
protocol. CS #1 indicated the corrective
measure to prevent client #1 from future
food allergy reactions was to develop and
implement client #1's allergy
precaution/enhanced supervision
protocol. CS #1 indicated all staff
working with client #1 should implement
client #1's protocol to ensure client #1's
safety.

Client #1's record was reviewed on
3/20/15 at 9:23 AM. Client #1's CHRP
for allergies dated 12/14/14 indicated,
"[Client #1] will not receive any food that
contains tree nuts or chicken through
12/2015." Client #1's CHRP for allergies
dated 12/14/14 indicated, "Call 911 if,
(1.) Experiencing shortness of breath; (2.)
Experiencing difficulty breathing." Client
#1's Allergy Precaution/Enhanced
Supervision protocol dated 2/21/15
indicated, "[Client #1] has documented
severe allergies to chicken and tree nuts.
Staff must prevent [client #1] from
consuming food that includes these

items. Assist [client #1] with reading the
ingredients on all packaged food to
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assure nuts and chicken are not included
or present during processing." The
2/21/15 Allergy Precaution/Enhanced
Supervision protocol indicated, "In order
to prevent [client #1] from accidentally
eating items to which he is allergic, staff
will keep [client #1] in line-of-sight when
he is in common areas of the home and
perform 15 minute checks when he is in
his bedroom or the bathroom. When
[client #1] enters the kitchen, staff will
provide direct supervision and do the
following: (1.) Check the food items
[client #1] wishes to prepare/eat to assure
they do not contain ingredients that could
cause an allergic reaction; (2.) Check the
countertop, pots, pans, utinsels (sic) and
other food preparation equipment to
assure they are clean and do not have any
food residue; (3.) Check the
plates/bowls/silverware/cups/glasses etc.
that [client #1] is going to use to assure
they are clean and do not have any food
residue."

Observations were conducted at the
group home on 3/19/15 from 4:45 PM
through 5:45 PM. DSP (Direct Support
Professional) #3 was assisting DSP #4
and client #4 prepare the evening meal.
When asked if any of the clients residing
in the home had food allergy precautions,
DSP #3 stated, "I think so, I think there
are 2. I'm not really sure." When asked
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meal preparation

[client #5]. They
asked if client #1

overnights. I just

9-3-2(a)

W 159 483.430(a)

Bldg. 00 | PROFESSIONAL

how client #1 should be assisted with
, DSP #3 stated, "I don't
really know. I just started here."

DSP #2 was interviewed on 3/20/15 at
6:30 AM. DSP #2 stated, "Two people
are on special diets, [client #1] and

don't eat eggs."” When
could eat chicken

products, DSP #2 stated, "He only gets
chicken on the evenings (sic). I only work

started."

CS #1 was interviewed on 3/20/15 at
1:15 PM. CS #1 indicated corrective
measures to prevent recurrence of abuse,
neglect and mistreatment should be
developed and implemented.

QUALIFIED MENTAL RETARDATION

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

Based on observation, record review and
interview for 4 of 4 sampled clients (#1,
#2, #3 and #4), the QIDP (Qualified
Intellectual Disabilities Professional
Designee) failed to integrate, coordinate
and monitor client #3's active treatment

W 159

CORRECTION:

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

04/14/2015
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program by failing to convene the IDT
(Interdisciplinary Team) to determine if
client #3 needed additional supports or The QIDP will lead the team in
training to assist him achieve improved developing a revised oral hygiene
OH (Oral Hygiene), to ensure all staff objective for Client #3.
working with client #1 were competent to
implement client #1's food allergy
precaution/enhanced supervision The QIDP has facilitated Training
protocol, to ensure a post-discharge plan of all current facility staff from
of care was completed for client #2, to the facility nurse regarding Client
provide clients #1, #3 and #4 with a 1’s Comprehensive High risk Plan
continuous active treatment program, to for Food Allergies. Through active
ensure client #1's CFA (Comprehensive tregtment ob_se.rvation and a _
i X review of training documentation,
Functional Assessment) was reviewed the team has determined that
annually, to ensure client #1's ISP this deficient practice did not
(Individual Support Plan) was reviewed affect other clients.
annually and to ensure client #4 had
formal and informal supports to teach
client #4 to utilize his prescription Specifically, the QIDP will
eyeglasses. complete a discharge plan of care
for Client #2 and provide a copy
Findings include: to his current Waiver team.
1. Client #3's record was reviewed on
3/20/15 at 12:18 PM. Client #3's Dental The QIDP will facilitate retraining
Summary Progress Report (DSPR) dated of all facility direct support staff
1/7/15 indicated, "Exam, prophy regarding the need to provide
(cleaning). OH (Oral Hygiene) extremely cons.istent, aggressive and
. . . continuous active treatment for
poor. PT (Patient) will loose teeth if he all clients including but not
doesn't brush better. New decay limited to implementation of high
detected." Client #3's DSPR dated 7/1/14 risk plans and meal preparation.
indicated, "Extremely poor hygiene.
Exam, radiographs and cleaning. Many
white lesions (early signs of decay) due Client #1's Comprehensive
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to lack of brushing. [Client #3] is not Functional Assessment has been
cooperative. Decay present." Client #3's updated. An audit of facility
ISP (Individual Support Plan) dated reco?js lzilcatfd ftfhlstdefICIent
9/14/14 indicated, "[Client #3] will rush D ol it
through the process of brushing his teeth
properly. He requires daily prompting or
else he will go without brushing. [Client
#3] will attempt to spit on the person who Client #1's Individual support )
. .. Plan has been updated. An audit
is providing prompt and verbal of facility records indicated this
instructions to avoid brushing his teeth deficient practice did not affect
properly. [Client #3] does not take the any additional clients.
initiative to do any of his daily living
hygiene. Independently, [client #3] can
do anything he is asked to do, however, The QIDP will lead the
[client #3] requires prompts and visual interdisciplinary team in
demonstration to complete all aspects of developing a prioritized learning
personal hygiene in all areas. [Client #3] objective to train Client #4
has worked on a brushing his teeth toward making informed choices
.. about the use of eyeglasses. A
objective, however, he has made very review of support documents and
little progress in completing this areas observation of active treatment
(sic) of hygiene independently." Client indicated this deficient practice
#3's record did not indicate did not affect other clients.
documentation of IDT review or
recommendations regarding client #3's
documented poor OH. The QIDPD did PREVENTION:
not convene the IDT to determine if
client #3 needed additional supports or
training to assist him achieve improved
OH.
The QIDP has been retrained
QIDPD (Qualified Intellectual Disability regarding the need to bring all
Professional Designee) #1 was elements of the interdisciplinary
interviewed on 3/20/15 at 1:15 PM. team, including but not limited to
QIDPD #1 indicated client #3 had a OH e facllty nrse, ff;ti:?r:gt"
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training objective but the IDT had not programs that provide staff the
convened to determine if client #3 needed competencies necessary to
additional supports or a revised training zlrlogllliceiit:pproprlate supports for
objective to assist him achieve improved '
OH.
2. The QIDP failed to integrate, The Residential Manager will be
coordinate and monitor client #1's active expected _to obsz:rve no Iese than
treatment program by failing to ensure all zzteivr:(t)rrgall:i::t s(:s](sei (()er\ml epr::g
staff working with client #1 were week and the Team Leader will
competent to implement client #1's food be required to observe and
allergy precaution/enhanced supervision participate in active treatment
protocol. Please see W189. sessions on varied shifts no less
than five times per week. The
QIDP will also maintain an
3. The QIDP failed to integrate, ongoing presence at the facility.
coordinate and monitor client #1's active During Active Treatment
treatment program by failing to ensure a observations, supervisors will
post-discharge plan of care was assess elirect.supp_ort staff
completed for client #2. Please see |nterect|on with clients end to
provide hands on coaching and
W205. training including but not limited
to assuring staff implement
4. The QIDP failed to integrate, learning objectives and provide
coordinate and monitor client #1's active frequent choices of activities.
treatment program by failing to provide
clients #1, #3 and #4 with a continuous
active treatment program. Please see The QIDP will be retrained
W249. regarding the need to assure that
programs are in place to teach
5. The QIDP failed to integrate, clients to make informed choices
coordinate and monitor client #1's active abO.Ut the use Of edaptlve
equipment. Additionally, the QIDP
treatment program by failing to ensure will receive training toward timely
client #1's CFA was reviewed annually. completion of reassessments and
Please see W259. support plan updates.
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6. The QIDP failed to integrate,
coordinate and monitor client #1's active
. The Residential Manager will be
treatment program by failing to ensure
. . expected to observe no less than
client #1's ISP was reviewed annually. one morning and two evening
Please see W260. active treatment session per
week to assess direct support
7. The QIDP failed to integrate, staff interaction with clients and
coordinate and monitor client #1's active to provide hands on coaching and
. training including but not limited
treatment program by failing to ensure assuring staff administer
client #4 had formal and informal medication as prescribed and that
supports to teach client #4 to utilize his all prescribed medications are
prescription eyeglasses. Please see W436. available. A new Team Lead is in
place at the facility. This Team
9-3-3(a) Lea.d will be present,. supervising
active treatment during no less
than 4 evening active treatment
sessions and one morning active
treatment session per week to
monitor medication
administration and the ordering
of newly prescribed medications
and treatments.
Members of the Operations
Team, comprised of Clinical
Supervisors, the Program
Manager, Nurse Manager and
Executive Director, will conduct
observations during active
Treatment sessions and
documentation reviews no less
than five times weekly for the
next 21 days, no less than 3
times weekly for an additional 14
Days, and no less than twice
weekly for an additional 60 Days.
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At the conclusion of this period of
intensive administrative
monitoring and support, the
Operations Team will determine
the level of ongoing support
needed at the facility. Active
Treatment sessions to be
monitored are defined as:

Mornings: Beginning at 6:30 AM
and through morning transport
and including the following:
Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
skills training through transport to
work and day service. Morning
active treatment monitoring will
include staff from both the day
and overnight shifts.

Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including
the following: domestic and
hygiene skills training, leisure
skills training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced
spot checks later in the evening
toward bed time.

In addition to active treatment
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observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training
issues or problems are
discovered.

The Executive Director and
Director of Operations/Regional
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility and the Director of
Operations/Regional Manager no
less than monthly for the next 90
days.

With regard to the QIDP,
administrative support at the
home will focus on:

1.  Assure learning objectives
are designed to support
individuals toward independence.

2. Evaluation of the
effectiveness of current support
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plans and high risk plans.
3. Assuring staff demonstrate
necessary competencies.
4.  Assuring continuous active
treatment occurs.
5. Assuring that assessments
and support plans are revised
and updated as needed but no
less than annually.
6.  Assuring clients are taught
to make informed decisions about
the use of adaptive equipment.
RESPONSIBLE PARTIES:
QIDP, Residential Manager, Team
Leader, Health Services Team,
Direct Support Staff, Operations
Team, Director of
Operations/General Manager
W 189 483.430(e)(1)
STAFF TRAINING PROGRAM
Bldg. 00 | The facility must provide each employee
with initial and continuing training that
enables the employee to perform his or her
duties effectively, efficiently, and
competently.
Based on observation, record review and W 189 04/14/2015
interview for 1 of 4 sampled clients (#1), CORRECTION:
the fa.cﬂlty.fallefi to ensure all staff The fadility must provide each
working with client #1 were competent to employee with initial and
implement client #1's food allergy continuing training that enables
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precaution/enhanced supervision the employee to perform his or
protocol. her duties effectively, efficiently,
and competently. Specifically, all
Findi include: current facility staff have now
ndings melude: received training from the facility
nurse regarding Client 1's
The facility's BDDS (Bureau of Comprehensive High Risk Plan
Developmental Disabilities Services) and enhanced supervision for
reports and investigations were reviewed :OOdta”e?'e;' Thr(;ugh aztlve
. reatment observation and a
on 3/19/15 at 1:45 PM. The review . - .
Lo . review of training documentation,
indicated the following: the team has determined that
this deficient practice did not
BDDS report dated 2/21/15 indicated, affect other clients.
"[Client #1] has known severe allergies
to chicken and tree nuts. He was eating a
pork sandwich and he began sweating PERVENTION:
and his breathing appeared to be
obstructed. Staff administered The QIDP has been retrained
epinephrine and [client #1] resumed rTgardlrt19 t?(tahnge(: t‘(’j.b”.n‘ﬁ all
. elements of the interdisciplina
normal breathing. Staff called 911 per the : he interisciptinary
R ) team, including but not limited to
protocol in his CHRHP (Comprehensive the facility nurse, together to
High Risk Health Plan) for allergies and assess and develop training
EMS (Emergency Medical Services) programs that provide staff the
transported [client #1] to the [hospital] ComPete”Cies necessary to
ER via ambulance. ER personnel prov!de appropriate supports for
cned Telient £1 drel dhi all clients. Members of the
examined [c 1en.t ] and release i im to Operations Team, comprised of
ResCare staff with orders to continue Clinical Supervisors, the Program
previous allergic reaction treatment." Manager, Nurse Manager and
Executive Director, and the QIDP
The 2/21/15 BDDS report indicated, will conduct observations during
" . active Treatment sessions and
Plan to resolve. Protective Measures are i .
. ] ) ) documentation reviews no less
in place. [Client #1] will receive than five times weely for the
enhanced supervision and direct staff next 21 days, no less than 3
oversight and assistance with all food times weekly for an additional 14
preparation.” Days, and no less than twice
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weekly for an additional 60 Days.
CS (Clinical Supervisor) #1 was At the conclusion of this period of
interviewed on 3/20/15 at 1:15 PM. CS ::E)enr::;\;?n:damng"sszfp::: e
#1 indicated he had been on-call on Operations Team will determine
2/21/15 and implemented immediate the level of ongoing support
enhanced supervision for client #1. CS #1 needed at the facility. Active
indicated the facility nursing staff were in Treatment sessions to be
the group home on 2/21/15 and trained monitored are defined as:
staff regarding client #1's allergy
precaution/enhanced supervision
protocol. CS #1 indicated the corrective Mornings: Beginning at 6:30 AM
measures to prevent client #1 from future and through morning transport
food allergy reactions were to develop and _incl.uding th_e _folloyving:
and implement client #1's allergy Medlcatl9n administration, meal
preparation and breakfast,
precaution/enhanced supervision morning hygiene and domestic
protocol. CS #1 indicated all staff skills training through transport to
working with client #1 should implement work and day service. Morning
client #1's protocol to ensure client #1's active treatment monitoring will
safety. include staff from both the day
and overnight shifts.
Client #1's record was reviewed on
3/20/15 at 9:23 AM. Client #1's CHRHP
for allergies dated 12/14/14 indicated, Evenings: Beginning at
"[Client #1] will not receive any food that approxm_ately 4:30 PIV_I thr‘“_‘gh
. . the evening meal and including
contains tree nuts or chicken through the following: domestic and
12/2015." Client #1's CHRHP for hygiene skills training, leisure
allergies dated 12/14/14 indicated, "Call skills training, medication
911 if, (1.) Experiencing shortness of administration, meal preparation
breath; (2.) Experiencing difficulty ar.1d dlnn_er. Evening monitoring
breathing.” Client #1's Allergy will also include unannounced
spot checks later in the evening
Precaution/Enhanced Supervision toward bed time.
protocol dated 2/21/15 indicated, "[Client
#1] has documented severe allergies to
chicken and tree nuts. Staff must prevent
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[client #1] from consuming food that In addition to active treatment
includes these items. Assist [client #1] observations, Operations Team
with reading the ingredients on all Members a.nd/ or the Residential
. Manager will perform spot checks
packaged food to assure nuts and chicken at varied times on the overnight
are not included or present during shift no less than twice monthly
processing." The 2/21/15 Allergy —more frequently if training
Precaution/Enhanced Supervision issues or problems are
protocol indicated, "In order to prevent discovered.
[client #1] from accidentally eating items
to which he is allergic, staff will keep
[client #1] in line-of-sight when he is in The Executive Director and
common areas of the home and perform Director of Operations/General
15 minute checks when he is in his Mar]ager (area maqager) will
bedroom or the bathroom. When [client review docgmentatlon Of. i
administrative level monitoring of
#1] enters the kitchen, staff will provide the facility -making
direct supervision and do the following: recommendations as appropriate.
(1.) Check the food items [client #1] As stated above, the Executive
wishes to prepare/eat to assure they do Director will participate directly in
.. . administrative monitoring of the
not contain ingredients that could cause o )
i . facility and the Director of
an allergic reaction; (2.) Check the Operations/General Manager no
countertop, pots, pans, utinsels (sic) and less than monthly for the next 90
other food preparation equipment to days.
assure they are clean and do not have any
food residue; (3.) Check the
plates/bowls/silverware/cups/glasses etc. Administrative support at the
that [client #1] is going to use to assure home will focus on:
they are clean and do not have any food
residue."
. 1. Mentorship and training of
Observations were conducted at the supervisory staff, monitoring and
group home on 3/19/15 from 4:45 PM coaching of direct support staff
through 5:45 PM. DSP (Direct Support
Professional) #3 was assisting DSP #4 2. Evaluation of the
and client #4 prepare the evening meal. effectiveness of current
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When asked if any of the clients residing comprehensive high risk plans.
in the home had food allergy precautions,
DSP #3 stated, "I think so, I think there 3 CompeFent Sta_ff
T It " Wh Ked implementation of risk plans and
are 2. I'm not really sure. W en a§ e enhanced supervision.
how client #1 should be assisted with
meal preparation, DSP #3 stated, "I don't 4,  Administrative
really know. I just started here." documentation reviews will
include but not be limited to
. . assuring current high risk plans
DSP #2 was interviewed on 3/20/15 at g cun J P
. \ are present in the home and
6:30 AM. DSP #2 stated, "Two people documentation that staff have
are on special diets, [client #1] and received training on
[client #5]. They don't eat eggs." When implementation of the plans.
asked if client #1 could eat chicken 5 Assur " .
products, DSP #2 stated, "He only gets + /\ssuring continious active
. . . treatment occurs.
chicken on the evenings (sic). I only work
overnights. I just started."
CS #1 indicated all staff working with RESPONSIBLE PARTIES:
F:hent #1 Sho‘flld be clomp etent to QIDP, Residential Manager, Team
implement client #1's Allergy Leader, Health Services Team,
Precaution/Enhanced Supervision Direct Support Staff, Operations
protocol. Team, Director of
Operations/General Manager
9-3-3(a)
W 205 483.440(b)(5)(ii)
ADMISSIONS, TRANSFERS, DISCHARGE
Bldg. 00 | At the time of the discharge, the facility must
provide a post-discharge plan of care that
will assist the client to adjust to the new
living environment.
Based on interview and record review for W 205 CORRECTION: At the time of 04/14/2015
the discharge, the facility must
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1 of 1 discharged clients (#2), the facility provide a post-discharge plan of
failed to ensure a post-discharge plan of care that will ass's,t t.he client to
leted for cli ) adjust to the new living
care was completed for client #2. environment. Specifically, the
QIDP will complete a discharge
Findings include: plan of care for Client #2 and
provide a copy to his current
.. . Waiver team. PREVENTION:
CS (Clinical Supervisor) #1 was The QIDP will be retrained
#1 indicated client #2 had been discharge summaries to assist
discharged from the group home on clients with transitioning into new
. o residential environments. Prior to
2/6/15. CS #1 1nd1c.ated the facility had a dlient's discharge, the QIDP wil
completed a post-discharge plan of care turn in copy of the discharge
and would locate and provide summary to the Clinical
documentation of client #2's discharge Supervisor for review and
approval. Additionally the
plan. ; .
Program Manager will review
discharge materials for
Client #2's record was reviewed on completeness and accuracy
3/20/15 at 10:50 AM. Client #2's record —providing follow-up and
. . . guidance as needed.
did noj[ indicate documentation of a RESPONSIBLE PARTIES:
post-discharge plan of care. QIDP, Clinical Supervisor,
Program Manager
CS #1 was interviewed on 3/24/15 at
1:45 PM. CS #1 indicated no additional
documentation regarding client #2's
post-discharge plan of care could be
provided.
9-3-4(a)
W 249 483.440(d)(1)
PROGRAM IMPLEMENTATION
Bldg. 00 As soon as the interdisciplinary team has
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formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient
number and frequency to support the
achievement of the objectives identified in
the individual program plan.
Based on observation, record review and W 249 04/13/2015
interview for 3 of 4 sampled clients (#1, CORRECTION:
#3. and #4), the facility falled to Prowde As soon as the interdisciplinary
clients #1, #3 and #4 with a continuous team has formulated a client's
active treatment program. individual program plan, each
client must receive a continuous
Findings include: active treatment program
consisting of needed
Ob . q q h Interventions and services in
servations were conducted at the sufficient number and frequency
group home on 3/20/15 fl‘OIn 600 AM to support the achievement of
through 8:00 AM. At 6:00 AM, clients the objectives identified in the
#1, #3 and #4 were in their personal individual program
bedrooms. At 6:10 AM, client #3 plan.Specifically, all direct support
. . . .. staff will be retrained regarding
received his morning medications and ) :
) ] the need to provide consistent,
returned to his bed. At 6:30 AM, client aggressive and continuous active
#1 received his morning medications and treatment for all clients including
returned to his bedroom. At 6:50 AM, but not limited to meal
client #1 exited his bedroom and spoke to preparation. Administrative Team
staff in the kitchen area and then returned observa.1t|on of acFlve trgétment
hi i determined that, in addition to
to 1S_ bedr'oom..C ients #1, #3 and #4 clients B and C, this deficient
remained in their bedrooms after practice affected all clients who
receiving morning medications until 7:15 reside in the facility.
AM. At 7:15 AM, client #1 was seated
on the living room couch with a
housemate. At 7:30 AM, DSP (Direct PREVENTION:
Support Professional) #1 began preparing
the morning meal. DSP #1 prepared The Residential Manager will be
scrambled eggs, bacon and toast on the expected to observe no less than
one morning and two evening
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kitchen stove before placing the cooked active treatment session per
food in serving bowls and placing the Week_ to assess dir.ect s_upport
food on the dining area table. No clients staff |n'Feract|on with cllent_s and
sted DSP #1 i I i to provide hands on coaching and
ass'lst.e. in-mea Rrepara 10r'1 training including but not limited
activities. At 7:40 AM, client #3 exited assuring staff administer
his bedroom and began pacing in the medication as prescribed and that
home talking to staff and housemates in all prescribed medications are
each room. Clients #1, #3 and #4 were available. A new Team Lead is in
. . place at the facility. This Team
not encouraged to assist with meal . -
. Lead will be present, supervising
preparation. active treatment during no less
than 4 evening active treatment
DSP #1 was interviewed on 3/20/15 at sessions and one morning active
7:50 AM. DSP #1 indicated no clients treatment session per week to
had assisted with the morning meal skills training activities including
. " . but not limited to meal
preparz.ltlon. DS? #1 stz.lted, Sometimes preparation.
they will help. Like [client #1] or
sometimes [client #4] but not always. We
just get too busy in the mornings."
Members of the Operations
T , q . q Team, comprised of Clinical
1. Client #1's recor wa.s reviewed on Supervisors, the Program
3/20/15 at 9:23 AM. Client #1's ISP Manager, Nurse Manager and
(Individual Support Plan) dated 1/17/14 Executive Director, and the QIDP
indicated client #1 had a formal training will conduct observations during
objective "To improve meal preparation active Treat_ment sessions and
. . . " documentation reviews no less
skills, thus increasing independence. -
) ' o than five times weekly for the
Client #1's ISP dated 1/17/14 indicated next 21 days, no less than 3
client #1 should be encouraged to times weekly for an additional 14
participate in meal preparation to achieve Days, and no less than twice
his meal preparation training objective. weekly for an additional 60 Days.
At the conclusion of this period of
. , . intensive administrative
2. Client #3's record was reviewed on monitoring and support, the
3/20/15 at 12:18 PM. Client #3's ISP Operations Team will determine
dated 9/14/14 indicated, "Given skills the level of ongoing support
training and 3 verbal prompts, [client #3] needed at the facility. Active
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will cook a completed meal once a Treatment sessions to be
week...." monitored are defined as:
3. Client #4's record was reviewed on
3/20/15 at 11:00 AM. Client #4's ISP Mornings: Beginning at 6:30 AM
dated 8/12/14 indicated, "Given 2 verbal and through morning transport
prompts, [client #4] will assist with the and including the following:
. " Medication administration, meal
meal preparation.... .
preparation and breakfast,
. morning hygiene and domestic
QIDPD (Qualified Intellectual skills training through transport to
Disabilities Professional Designee) #1 work and day service. Morning
was interviewed on 3/20/15 at 1:15 PM. active treatment monitoring will
QIDPD #1 indicated active treatment |nc(;ude sta_nffhftro:ftboth the day
. and overnight shifts.
should occur at each available d
opportunity. QIDPD #1 indicated clients
#1, #3 and #4 should be encouraged to
participate in meal preparation activities. Evenings: Beginning at
approximately 4:30 PM through
the evening meal and includin
9-3-4(a) e bl
the following: domestic and
hygiene skills training, leisure
skills training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced
spot checks later in the evening
toward bed time.
In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training
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W 259

Bldg. 00

483.440()(2)

PROGRAM MONITORING & CHANGE
At least annually, the comprehensive
functional assessment of each client must

issues or problems are
discovered.

The Executive Director and
Director of Operations/Regional
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility and the Director of
Operations/Regional Manager no
less than monthly for the next 90
days.

Administrative support at the
home will include assuring staff
provide continuous active
treatment during formal and
informal opportunities.

RESPONSIBLE PARTIES:
QIDP, Residential Manager,
Team Leader, Health Services
Team, Direct Support Staff,
Operations Team, Director of
Operations/General Manager
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be reviewed by the interdisciplinary team for
relevancy and updated as needed.
Based on record review and interview for W 259 04/14/2015
1 of 4 sampled clients (#1), the facility CORRECTION:
failed to ensu.re client #l’s CFA At least annually, the
(Comprehensive Functional Assessment) comprehensive functional
was reviewed annually. assessment of each client must
be reviewed by the
Findings include: interdisciplinary team for
relevancy and updated as
. , . needed. Specifically, Client #1's
Client #1's record was reviewed on Comprehensive Functional
3/20/15 at 9:23 AM. Client #1's CFA Assessment has been updated.
dated 12/19/13 did not indicate An audit of facility records
documentation of annual review since indicated this deficient practice
12/19/13. did not affect any additional
clients.
QIDPD (Qualified Intellectual
Disabilities Professional Designee) #1
was interviewed on 3/20/15 at 1:15 PM. PREVENTION:
QIDPD #1 indicated client #1's CFA i )
. The QIDP will be retrained on the
should be reviewed annually. necessity of updating all
assessment materials as needed
9-3-4(a) but no less than annually.
Members of the Operations
Team, comprised of Clinical
Supervisors, the Program
Manager, Nurse Manager and
Executive Director will review
assessments no less than
monthly to assure re-assessment
occurs as needed and required.
RESPONSIBLE PARTIES:
QIDP, Residential Manager,
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Operations Team, Director of
Operations/General Manager
W 260 483.440(f)(2)
PROGRAM MONITORING & CHANGE
Bldg. 00 | At least annually, the individual program plan
must be revised, as appropriate, repeating
the process set forth in paragraph (c) of this
section.
Based on record review and interview for W 260 04/14/2015
1 of 4 sampled clients (#1), the facility CORRECTION:
. . ,
falle.d .to ensure client #1's ISP . At least annually, the individual
(Individual Support Plan) was reviewed program plan must be revised, as
annually. appropriate. Specifically, Client
#1's Individual support Plan has
Findings include: been updated. An audit of facility
records indicated this deficient
. , . practice did not affect any
Client #1's record was r.eV1ewed on additional dlients.
3/20/15 at 9:23 AM. Client #1's record
contained documentation of two separate
ISPs (Individual Support Plans). Client
#1's record indicated the facility had PREVENTION:
completed an ISP on 1/17/14. Client #1's The QIDP will be retrained on the
record indicated client #1's future necessity of updating all
pending independent living provider had Individual Support Plans as
completed an ISP on 12/1/14. Client #1's needed but no less than annually.
12/1/14 ISP was specific to the Members of the Operations
ind d livi d h Team, comprised of Clinical
independent 1Y1ng program. a.n not the Supervisors, the Program
ICF (Intermediate Care Facility) program. Manager, Nurse Manager and
Client #1's record did not indicate Executive Director will review
documentation of client #1's 1/17/14 ICF assessments no less than
ISP being reviewed annually. monthly to assure re-assessment
occurs as needed and required.
QIDPD (Qualified Intellectual
Disabilities Professional Designee) #1
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was interviewed on 3/20/15 at 1:15 PM. RESPONSIBLE PARTIES:
QIDPD #1 indicated client #1 had g I
. . IDP, Residential Manager
1 heduled for disch QIDP, /
prev19us y been sc .efiu ed for dlSC. arge Operations Team, Director of
to an independent living company in Operations/General Manager
December 2014. QIDPD #1 indicated
client #1's discharge and transition had
been delayed and rescheduled. QIDPD #1
indicated he had not reviewed client #1's
1/17/14 ISP due to his pending discharge.
QIDPD #1 indicated client #1's projected
discharge date was unknown.
9-3-4(a)
W 436 483.470(g)(2)
SPACE AND EQUIPMENT
Bldg. 00 The facility must furnish, maintain in good
repair, and teach clients to use and to make
informed choices about the use of dentures,
eyeglasses, hearing and other
communications aids, braces, and other
devices identified by the interdisciplinary
team as needed by the client.
Based on observation, record review and W 436 04/14/2015
interview for 1 of 6 clients with adaptive CORRECTION:
equlpmet.lt (#4), the facility falle'd to The facility must furnish, maintain
ensure client #4 had formal and informal in good repair, and teach clients
supports to teach client #4 to utilize his to use and to make informed
prescription eyeglasses.
choices about the use of
.. . [/ hearil
Findings include: dentures, eyeg assgs, .ear/ng'z
and other communications aids,
braces, and other devices
Observations were conducted at the identified by the interdisciplinary
group home on 3/19/15 from 4:45 PM team as needed by the client.
through 5:45 PM. Client #4 was observed Specifically, the interdisciplinary
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in the home throughout the observation team will develop a prioritized
period. Client #4 did not wear eyeglasses learning objective to train Client
and was not encouraged to wear #4 _toward making informed
1 choices about the use of
Cycglasses. eyeglasses. A review of support
documents and observation of
Observations were conducted at the active treatment indicated this
group home on 3/20/15 from 6:00 AM deficient practice did not affect
through 8:00 AM. Client #4 was other clients.
observed in the home throughout the
observation period. Client #4 did not
wear eyeglasses and was not encouraged PERVENTION:
to wear eyeglasses.
Facility Professional staff have
Client #4' d . d been retrained regarding the
lent #4's record was re.Vlewe on. need to support all clients in
3/20/15 at 11:00 AM. Client #4's Visual making informed choices about
Care Progress Report (VCPR) dated the use of adaptive equipment.
3/6/15 indicated, "Glasses needed for full Members of the Operations
time wear." Client #4's ISP (Individual ;’eam, ComP”;edpof Clinical
. ervisors, the Program
Support Plan) dated 8/12/14 did not upervisor rogr
o . Manager, Nurse Manager and
indicate documentation of a formal Executive Director will review
training objective or informal training assessment data and compare it
supports to assist client #4 utilize his to the use of adaptive equipment
prescription eyeglasses as recommended. available at the facility during
active treatment observations.
QIDPD (Qualified Intellectual
Disabilities Professional Designee) #1
was interviewed on 3/20/15 at 1:15 PM. Observations during active
QIDPD #1 indicated client #4 refused to Treatment s_eSSiO”f' and .
wear his eyeglasses. QIDPD #1 indicated documentatlo.n reY'ews will occur
i 44 should h . biecti no less than five times weekly for
client S ou .a?/e a ‘Frammg objective the next 21 days, no less than 3
to teach him to utilize his eyeglasses. times weekly for an additional 14
Days, and no less than twice
9-3-7(a) weekly for an additional 60 Days.
At the conclusion of this period of
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intensive administrative
monitoring and support, the
Operations Team will determine
the level of ongoing support
needed at the facility. Active
Treatment sessions to be
monitored are defined as:

Mornings: Beginning at 6:30 AM
and through morning transport
and including the following:
Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
skills training through transport to
work and day service. Morning
active treatment monitoring will
include staff from both the day
and overnight shifts.

Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including
the following: domestic and
hygiene skills training, leisure
skills training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced
spot checks later in the evening
toward bed time.

In addition to active treatment
observations, Operations Team
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Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training
issues or problems are
discovered.

The Executive Director and
Director of Operations/Regional
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility and the Director of
Operations/Regional Manager no
less than monthly for the next 90
days.

Administrative support at the
home will include assuring staff
train clients toward appropriate
use of adaptive equipment.

RESPONSIBLE PARTIES:
QIDP, Residential Manager,
Team Leader, Health Services
Team, Direct Support Staff,
Operations Team, Director of
Operations/General Manager
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W 440 483.470(i)(1)
EVACUATION DRILLS
Bldg. 00 The facility must hold evacuation drills at
least quarterly for each shift of personnel.
Based on record review and interview for W 440 04/14/2015
3 of 4 sampled clients (#1, #3 and #4) CORRECTION:
plus 4 add1F19nal c.llents (#3, #6, #7 and The facility must hold evacuation
#8), the facility failed to conduct drills at least quarterly for each
evacuation drills quarterly for each shift shift of personnel. Specifically,
of personnel. the facility has conducted
additional evacuation drills on
Findings include: each shift during the current
quarter.
The facility's evacuation drill record was
reviewed on 3/23/15 at 10:30 AM. The
review indicated the facility failed to PREVENTION:
conduct evacuation drills for clients #1,. Professional staff will be retrained
#3, #4, #5, #6, #7 and #8 for the day shift regarding the need to conduct
for the second quarter, January 2014, evacuation drills on each shift for
February 2014 or March 2014 and the all staff each quarter. The
day shift, evening and overnight shift for Operation’s Safety Committee will
the fourth quarter, October 2014 review all facility evacuation drill
N ber 2014 ’ b b 20’14 reports and follow up with
ovember or becember ) professional staff as needed to
assure drills occur as scheduled.
QIDPD (Qualified Intellectual Program Manager will track
Disabilities Professional Designee) #1 evacuation drill compliance and
was interviewed on 3/20/15 at 1:15 PM. follow up with facility professional
.- staff and the agency Safe
QIDPD #1 indicated the group home . gency 4
] : . Committee accordingly.
should conduct evacuation drills one time
per quarter per shift of personnel.
9-3-7(a) RESPONSIBLE PARTIES:
QIDP, Residential Manager, Team
Leader, Direct Support Staff,
Safety Committee, Program
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