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W000000
This visit was for a pre-determined full W000000
recertification and state licensure survey.
Dates of Survey: December 1, 2, 3, 4,
and 5, 2014.
Facility Number: 000709
Provider Number: 15G175
AIMS Number: 100243190
Surveyor: Dotty Walton, QIDP
The following deficiencies reflect state
findings in accordance with 460 IAC 9.
Quality Review completed 1/14/15 by
Ruth Shackelford, QIDP.
W000104 | 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on record review and interview, W000104 01/26/2015
for 2 of 3 sampled clients (#1 and #2), the W104: The governing body must
ey . . exercise general policy, budget, and
facility's governing body failed to ensure LS .
) i operating direction over the facility.
the policy/procedure which ensured all
clients were free of Corrective Action: (Specific): All
abuse/neglect/financial exploitation was staff will be trained on the Abuse
revised, failed to ensure all allegations Neglect EXplo,ltanon Policy an.d
h hiv i . d. failed Procedure. Client funds for Client #1
were thoroughly investigated, fatled to in the amount of $136.00 and Client
ensure all allegations were investigated #2 in the amount of $190.00 has
and findings were reported in five reimbursed into the RFMS account
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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business days and failed to ensure on 1/9/15. The Clinical Supervisor
corrective action was completed will be in-serviced on initiating
t of missi lient ) investigations and completing a
(repayment of missing client money). thorough investigation as well as
having them completed within 5
Findings include: business days and the final
investigation will be sent to the
Review of the facility's investigations and Business Office Manager and all
s to the B fDevel tal funds will be reimbursed to the
repor S : (? © u.reau ot Developmenta RFMS account. A safe was
Disabilities Services/BDDS was done on purchased for the home to secure all
12/01/14 at 1:30 PM and 12/02/14 at client finances.
10:00 AM. The reports indicated, in part,
the following:
How others will be identified:
On 10/01/14 it was reported that clients (Systemic) The Program Manager
#1 and #2 were missing personal money will follow up with the Clinical
which had been kept at the facility. The Supervisor at least weekly to ensure
.. . that all incidents that require and
Investigation was not completed until ) o L
investigation are initiated and
10/24/14. completed within 5 business days.
The missing money was substantiated; The Program Manager will ensure
client #1 lost $136.00 and client #2 lost the Clinical Supervisor submits all
$190.00. finalized investigations to the
Review on 12/02/14 at 10:30 AM of the Business Office Manager to ensure
. D ’ funds are reimbursed to the clients.
clients' resident funds management All investigations will be provided to
system accounting statements for 9/3/14 the Executive Director upon
through 12/01/14 indicated they had not completion for review. The
been reimbursed the missing money. Residential Manager will complete a
review of all client finances weekly
" L . to ensure that all funds are accounted
The "Abuse/Neglect/Exploitation Policy for. The Clinical Supervisor will
and Procedure" revision date of review client finances at least one
7/02/2012 component of the agency's time monthly to ensure the client
Operational Policy and Procedure funds are accounted for.
Manual was reviewed on pec§ml?er 01, Measures to be put in place: All
2014 at 2:45 PM. The review indicated staff will be trained on the Abuse
the agency prohibited neglect, abuse and Neglect Exploitation Policy and
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: R3QB11 Facility ID: 000709 If continuation sheet Page 2 of 15
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exploitation of clients. Definitions were Procedure. Client funds for Client #1
as follows: in the amount of $136.00 and Client
#2 in the amount of $190.00 has
o reimbursed into the RFMS account
E. Abuse--Exploitation on 1/9/15. The Clinical Supervisor
Definition: will be in-serviced on initiating
"1. An act that deprives an individual of investigations and completing a
real or personal property by fraudulent or thorough investigation as well as
Hlecal " having them completed within 5
tlega n_lear?s' ) business days and the final
The Policy indicated: Procedure, "4. The investigation will be sent to the
QA (Quality Assurance) Director will Business Office Manager and all
assign an investigative team and a funds will be reimbursed to the
thorough investigation will be completed RFMS account. A safe was
. . purchased for the home to secure all
within 5 business days of the report of the .
o } o client finances.
incident. Once the investigation has been
completed, the investigation will be given
to the Executive Director or designee for
review." Monitoring of Corrective Action:
) The Program Manager will follow up
with the Clinical Supervisor at least
Interview with Program Manager #1 on weekly to ensure that all incidents
12/05/2014 at 3:00 PM indicated it was that require and investigation are
the policy of the agency to report, initiated and completed within 5
. . . . business days. The Program Manager
investigate and implement corrective . - .
. R . . will ensure the Clinical Supervisor
actions regarding incidents of clients submits all finalized investigations to
neglect and abuse. The interview the Business Office Manager to
indicated there was no QA Director and ensure funds are reimbursed to the
the clinical supervisors conducted the clients. All investigations will be
. . ided to the Executive Direct
investigations of the facilities that were provifecfo T Erectiive Tirector
. o . . upon completion for review. The
their responsibilities. The interview Residential Manager will complete a
indicated the agency's policy/procedure review of all client finances weekly
was in need of revision. to ensure that all funds are accounted
for. The Clinical Supervisor will
. . . i lient fi t least
The Governing Body failed to implement review client finances at feast one
. . time monthly to ensure the client
policies and procedures which ensured all funds are accounted for.
clients were free of financial exploitation,
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: R3QB11 Facility ID: 000709 If continuation sheet Page 3 of 15
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failed to thoroughly investigate
allegations, failed to investigate and
report findings in five business days and
failed to complete corrective action
(failure to repay missing client money)
for 2 of 3 sampled clients (#1 and #2),
please see W149.

The Governing Body failed to conduct a
thorough investigation regarding clients'
missing money for 2 of 3 sampled clients
(#1 and #2), please see W154.

The Governing Body failed to ensure an
investigation of financial exploitation
was completed in five business days and
the results reported to the administrator
and other officials, BDDS/Bureau of
Developmental Disabilities Services in
accordance with state law for 2 of 3
sampled clients (#1 and #2), please see
W156.

The Governing Body failed to ensure
corrective action (reimbursements of
clients' funds) was completed for 2 of 3
sampled clients (#1 and #2), please see
W157.

9-3-1(a)

Completion date: 1/26/14
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W000149 | 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based on record review and interview, W000149 01/26/2015
for 2 of 3 sampled clients (#1 and #2), the W1T9: Thte fa_ctlthty ml‘?SF deve(ll(’p and
eqe . . P mplement written policies an
facility failed to implement policies and P pot
) ) procedures that prohibit
procedures which ensured all clients were mistreatment, neglect or abuse of the
free of financial exploitation, failed to client.
thoroughly investigate allegations, failed
to investigate and report findings in five Cto;ec'ﬁv; TCt}on(; (Sptiuiclz All
. . startr wi ¢ trained on the use
busmes.S days-and fa-lled to complete. . Neglect Exploitation Policy and
corrective action (failure to repay missing Procedure. Client funds for Client #1
client money). in the amount of $136.00 and Client
#2 in the amount of $190.00 has
Findings include: reimbursed into the RFMS account
' on 1/9/15. The Clinical Supervisor
will be in-serviced on initiating
Review of the facility's investigations and investigations and completing a
reports to the Bureau of Developmental thorough investigation as well as
Disabilities Services/BDDS was done on having them completed within 5
12/01/14 at 1:30 PM and 12/02/14 at pusiness days andhe final
L. . investigation will be sent to the
10:00 AM: The reports indicated, in part, Business Office Manager and all
the following: funds will be reimbursed to the
RFMS account. A safe was
On 10/01/14 it was reported that clients PL}rChased for the home to secure all
#1 and #2 were missing personal money client finances.
which had been kept at the facility. The
Investigation was not completed until
10/24/14. How others will be identified:
The missing money was substantiated, (S.T:tfe'lll“c) The I?rlcl)glrlanéi\./la.malger
. . ollo th the mica
client #1 lost $136.00 and client #2 lost Wit foflow up Wi
Supervisor at least weekly to ensure
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: R3QB11 Facility ID: 000709 If continuation sheet Page 5 of 15
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$190.00. that all incidents that require and
Review on 12/02/14 at 10:30 AM of the investigation are initiated and
. . completed within 5 business days.
clients' resident funds management .
i The Program Manager will ensure
system accounting statements for 9/3/14 the Clinical Supervisor submits all
through 12/01/14 indicated they had not finalized investigations to the
been reimbursed the missing money. Business Office Manager to ensure
funds are reimbursed to the clients.
o . All investigations will be provided to
The "Abuse/Neglect/Exploitation Policy gation P
- the Executive Director upon
and Procedure" revision date of completion for review. The
7/02/2012 component of the agency's Residential Manager will complete a
Operational Pohcy and Procedure review of all client finances weekly
Manual was reviewed on December 01 to ensure that all funds are accounted
b I . .
. . for. The Clinical Supervisor will
2014 at 2:45 PM. The review indicated : . i
o review client finances at least one
the agency prohibited neglect, abuse and time monthly to ensure the client
exploitation of clients. Definitions were funds are accounted for.
as follows:
Measures to be put in place: All
A loitati staff will be trained on the Abuse
E. I?L}se——Exp oitation Neglect Exploitation Policy and
Definition: Procedure. Client funds for Client #1
"1. An act that deprives an individual of in the amount of $136.00 and Client
real or personal property by fraudulent or #2 in the amount of $190.00 has
illegal means." reimbursed into the RFMS account
& ' on 1/9/15. The Clinical Supervisor
) ) will be in-serviced on initiating
Interview with Program Manager #1 on investigations and completing a
12/05/2014 at 3:00 PM indicated it was thorough investigation as well as
the policy of the agency to report, having them completed within 5
. . . . business days and the final
investigate and implement corrective . T
. [ . . investigation will be sent to the
actions regarding incidents of clients Business Office Manager and all
neglect and abuse. funds will be reimbursed to the
RFMS account. A safe was
9-3-2(a) purchased for the home to secure all
client finances.
Monitoring of Corrective Action:
The Abuse Neglect and Exploitation
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: R3QB11 Facility ID: 000709 If continuation sheet Page 6 of 15
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Policy was revised on 1/9/15 and all
staff trained were trained on the new
policy. Client funds for Client #1 in
the amount of $136.00 and Client #2
in the amount of $190.00 has
reimbursed into the RFMS account
on 1/9/15. The Clinical Supervisor
will be in-serviced on the initiating
investigations and having them
completed within 5 business days
and the final investigation will be
sent to the Business Office Manager
and all funds will be reimbursed to
the RFMS account. All staff have
been in-serviced on the revised
Abuse Neglect Exploitation Policy
and Procedures. A safe was
purchased for the home to secure all
client finances.
Completion date: 1/26/15
WO000154 | 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, WO000154 01/26/2015
for 2 of 3 sampled clients (#1 and #2), W154: The facility must have
.- . evidence that all alleged violations
the facility failed to conduct a thorough . .
are thoroughly investigated.
investigation regarding clients' missing
money. Corrective Action: (Specific) All
staff will be trained on the Abuse
Findings include: Neglect Explcfitation Policy an'd
Procedure. Client funds for Client #1
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: R3QB11 Facility ID: 000709 If continuation sheet Page 7 of 15
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Review of the facility's investigations and in the amount of $136.00 and Client
reports to the Bureau of Developmental #2 in the amount of $190.00 has
TN . reimbursed into the RFMS account
Disabilities Services/BDDS was done on . )
on 1/9/15. The Clinical Supervisor
12/01/14 at 1:30 PM and 12/02/14 at will be in-serviced on initiating
10:00 AM. The reports indicated, in part, investigations and completing a
the following: thorough investigation as well as
having them completed within 5
. . business days and the final
On 10/01/14 it was reported that clients . o8 cays &
T investigation will be sent to the
#1 and #2 were missing personal money Business Office Manager and all
which had been kept at the facility. The funds will be reimbursed to the
Investigation was not completed until RFMS account. A safe was
10/24/14. pl}rchased for the home to secure all
The missing money was substantiated, client finances.
client #1 lost $136.00 and client #2 lost
$190.00.
Review on 12/02/14 at 10:30 AM of the How Oﬂ‘.ers will be identified:
clients' resident funds management (S.yStemlc) The Program Manager
. will follow up with the Clinical
system accounting statements for 9/3/14 Supervisor at least weekly to ensure
through 12/01/14 indicated they had not that all incidents that require and
been reimbursed the missing money. investigation are initiated and
The investigation did not include C‘;mpleted within 5 busm‘;'lss days.
. . . The P M i
information as to why the clients had ¢ " Togra Vanager Wit clisure
the Clinical Supervisor submits all
such large amounts of money at the finalized investigations to the
facility. There was no information Business Office Manager to ensure
included in the investigation regarding funds are reimbursed to the clients.
the clients' home cash on hand accounts ?111 investigations will be provided to
. . the Executive Direct
which could have explained the large © Eeettive Pirestor uipon
. . I completion for review. The
amounts of client funds in the facility. Residential Manager will complete a
According to review of the facility's review of all client finances weekly
undated "Finances" procedure on to ensure that all funds are accounted
12/02/14 at 2:20 PM, the clients are not for. The fhm;al S“pem]sor will
. . t t least
to have more than $50.00 in their home review cliellt iinances at feas one
time monthly to ensure the client
cash on hand accounts. funds are accounted for.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: R3QB11 Facility ID: 7 If continuation sheet P f1
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Interview with Program Manager #1 on
12/05/2014 at 3:00 PM indicated it was
the policy of the agency to report,
thoroughly investigate and implement
corrective actions regarding incidents of
clients' neglect and abuse.

9-3-2(a)

Measures to be put in place: All
staff will be trained on the Abuse
Neglect Exploitation Policy and
Procedure. Client funds for Client #1
in the amount of $136.00 and Client
#2 in the amount of $190.00 has
reimbursed into the RFMS account
on 1/9/15. The Clinical Supervisor
will be in-serviced on initiating
investigations and completing a
thorough investigation as well as
having them completed within 5
business days and the final
investigation will be sent to the
Business Office Manager and all
funds will be reimbursed to the
RFMS account. A safe was
purchased for the home to secure all
client finances.

Monitoring of Corrective Action:
The Program Manager will follow up
with the Clinical Supervisor at least
weekly to ensure that all incidents
that require and investigation are
initiated and completed within 5
business days. The Program Manager
will ensure the Clinical Supervisor
submits all finalized investigations to
the Business Office Manager to
ensure funds are reimbursed to the
clients. All investigations will be
provided to the Executive Director
upon completion for review. The
Residential Manager will complete a
review of all client finances weekly
to ensure that all funds are accounted
for. The Clinical Supervisor will
review client finances at least one
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time monthly to ensure the client
funds are accounted for.
Completion date: 1/26/15
W000156 | 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
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 W000156 01/26/2015
1 of 12 investigations reviewed, affecting w 15? T?e resultstolf all ed o th
. mvestigations must be reported to the
2 of 3 sampled clients (#1 and #2), the e OC rep
o i ] o administrator or designated
facility failed to ensure an investigation representativeor to other officials in
of financial exploitation was completed accordance with State law within five
in five business days and the results working days of the incident.
reported to the administrator and other
fficial y ¢ Corrective Action: (Specific) All
officials, BDDS/Bureau o staff will be trained on the Abuse
Developmental Disabilities Services in Neglect Exploitation Policy and
accordance with state law. Procedure. Client funds for Client #1
in the amount of $136.00 and Client
Findings include: #2 in the amount of $190.00 has
) reimbursed into the RFMS account
on 1/9/15. The Clinical Supervisor
Facility investigations were reviewed on will be in-serviced on initiating
12/1/14 at 1:30 PM and on 12/2/14 at investigations and completing a
10:00 AM and indicated the following: thorough investigation as well as
having them completed within 5
. . business days and the final
On 10/01/14 it was reported that clients investigation will be sent to the
#1 and #2 were missing personal money Business Office Manager and all
which had been kept at the facility. The funds will be reimbursed to the
Investigation was not completed until REMS account. A safe was
10/24/14 purchased for the home to secure all
o ) client finances.
The missing money was substantiated;
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client #1 lost $136.00 and client #2 lost
$190.00.

Interview with Program Director #1 on
12/02/14 at 2:30 PM indicated the
facility's policy was to complete
investigations in 5 business days so the
results could be reported to the
administrator and BDDS.

9-3-2(a)

How others will be identified:
(Systemic) The Program Manager
will follow up with the Clinical
Supervisor at least weekly to ensure
that all incidents that require and
investigation are initiated and
completed within 5 business days.
The Program Manager will ensure
the Clinical Supervisor submits all
finalized investigations to the
Business Office Manager to ensure
funds are reimbursed to the clients.
All investigations will be provided to
the Executive Director upon
completion for review. The
Residential Manager will complete a
review of all client finances weekly
to ensure that all funds are accounted
for. The Clinical Supervisor will
review client finances at least one
time monthly to ensure the client
funds are accounted for.

How others will be identified:
(Systemic) All staff will be trained
on the Abuse Neglect Exploitation
Policy and Procedure. Client funds
for Client #1 in the amount of
$136.00 and Client #2 in the amount
of $190.00 has reimbursed into the
RFMS account on 1/9/15. The
Clinical Supervisor will be
in-serviced on initiating
investigations and completing a
thorough investigation as well as
having them completed within 5
business days and the final
investigation will be sent to the
Business Office Manager and all
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WO000157 | 483.420(d)(4)

STAFF TREATMENT OF CLIENTS
If the alleged violation is verified, appropriate
corrective action must be taken.

Based on record review and interview for

WO000157

funds will be reimbursed to the
RFMS account. A safe was
purchased for the home to secure all
client finances.

Monitoring of Corrective Action:
The Program Manager will follow up
with the Clinical Supervisor at least
weekly to ensure that all incidents
that require and investigation are
initiated and completed within 5
business days. The Program Manager
will ensure the Clinical Supervisor
submits all finalized investigations to
the Business Office Manager to
ensure funds are reimbursed to the
clients. All investigations will be
provided to the Executive Director
upon completion for review. The
Residential Manager will complete a
review of all client finances weekly
to ensure that all funds are accounted
for. The Clinical Supervisor will
review client finances at least one
time monthly to ensure the client
funds are accounted for.

Completion Date: 1//26/15

01/26/2015
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1 of 12 investigations reviewed, affecting W157: If the alleged violation is
2 of 3 sampled clients (#1 and #2), the Ver'lﬁed, appropriate corrective
. . . . action must be taken.
facility failed to ensure corrective action
(reimbursements of clients' funds) was Corrective Action: (Specific): All
completed. staff will be trained on the Abuse
Neglect Exploitation Policy and
Findings include: ?rocedure. Client funds for Cher.lt #1
in the amount of $136.00 and Client
o o ) #2 in the amount of $190.00 has
Fac111ty 1nvest1gat10ns were reviewed on reimbursed into the REMS account
12/1/14 at 1:30 PM and on 12/2/14 at on 1/9/15. The Clinical Supervisor
10:00 AM and indicated the following: will be in-serviced on initiating
investigations and completing a
) . thorough investigation as well as
On 10/01/14 it was reported that clients one s -y
o having them completed within 5
#1 and #2 were missing personal money business days and the final
which had been kept at the facility. The investigation will be sent to the
Investigation was not completed until Business Office Manager and all
10/24/14. funds will be reimbursed to the
Th .. b ated: RFMS account. A safe was
.e miIssing money was su .S‘[antlate > purchased for the home to secure all
client #1 lost $136.00 and client #2 lost client finances.
$190.00.
Review on 12/02/14 at 10:30 AM of the
lients' resident funds management
clients' reside . unds manageme How others will be identified:
system accounting statements for 9/3/14 (Systemic): The Program Manager
through 12/01/14 indicated they had not will follow up with the Clinical
been reimbursed the missing money. Supervisor at least weekly to ensure
that all incidents that require and
. . . investigati initiated and
Interview with accounting staff #1 on fnvestigation ate miatec an
e completed within 5 business days.
12/02/14 at 11:10 AM indicated the The Program Manager will ensure
money had not been reimbursed to the Clinical Supervisor submits all
clients #1 or #2. finalized investigations to the
Business Office Manager to ensure
fund imbursed to the clients.
9-3-2(a) unds are reimbursed to the clients
All investigations will be provided to
the Executive Director upon
completion for review. The
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Residential Manager will complete a
review of all client finances weekly
to ensure that all funds are accounted
for. The Clinical Supervisor will
review client finances at least one
time monthly to ensure the client
funds are accounted for.

Measures to be put in place: All
staff will be trained on the Abuse
Neglect Exploitation Policy and
Procedure. Client funds for Client #1
in the amount of $136.00 and Client
#2 in the amount of $190.00 has
reimbursed into the RFMS account
on 1/9/15. The Clinical Supervisor
will be in-serviced on initiating
investigations and completing a
thorough investigation as well as
having them completed within 5
business days and the final
investigation will be sent to the
Business Office Manager and all
funds will be reimbursed to the
RFMS account. A safe was
purchased for the home to secure all
client finances.

Monitoring of Corrective Action:
The Program Manager will follow up
with the Clinical Supervisor at least
weekly to ensure that all incidents
that require and investigation are
initiated and completed within 5
business days. The Program Manager
will ensure the Clinical Supervisor
submits all finalized investigations to
the Business Office Manager to
ensure funds are reimbursed to the
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clients. All investigations will be
provided to the Executive Director
upon completion for review. The
Residential Manager will complete a
review of all client finances weekly
to ensure that all funds are accounted
for. The Clinical Supervisor will
review client finances at least one
time monthly to ensure the client
funds are accounted for.
Completion date: 1/26/15
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: R3QB11 Facility ID: 000709 If continuation sheet Page 15 of 15




