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W 0000

Bldg. 00
This visit was for the investigation of
complaint #IN00176248 which resulted
in an Immediate Jeopardy which was not
removed prior to exit.

Complaint #IN00176248: Substantiated,
federal/state deficiencies related to the
allegation(s) are cited at W102, W104,
W122, W149, W153, W154, W157,
W159, W186, W191, W227, W240,
W249, and W289.

Unrelated deficiency cited.

Dates of Survey: 6/23, 6/24, 6/25, 6/26,
6/29, 6/30, and 7/01/2015.

Facility Number: 000980
Provider Number: 15G466
AIMS Number: 100244620

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

W 0102 483.410

GOVERNING BODY AND MANAGEMENT
Bldg. 00 The facility must ensure that specific
governing body and management
requirements are met.

Based on observation, interview, and

record review, the facility failed to meet

W 0000

W 0102

1.Please refer to W104

07/17/2015

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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the Condition of Participation:
Governing Body for 3 of 3 sampled
clients (clients A, B, and C). The
governing body failed to provide
oversight and management to ensure the
Condition of Participation: Client
Protections was met. The Governing
Body failed to ensure the facility
implemented the facility's policy and
procedures to prevent abuse, neglect,
and/or mistreatment of clients A, B, and
C in regards to client aggression and
elopement behaviors, to ensure staff
levels were sufficient and the staff were
competent to supervise clients according
to their identified behavioral needs, and
to ensure the facility reported all
allegations of abuse/neglect, completed
thorough investigations, and
implemented effective corrective action.

Findings include:

1. Please refer to W104. The governing
body failed to exercise general policy,
budget and operating direction over the
facility to ensure the facility implemented
written policies and procedures to
prevent abuse, neglect, and/or
mistreatment of clients in regards to
client aggression and elopement
behaviors, to ensure staffing levels were
sufficient in the home, and to ensure the
facility reported all allegations of

2.Please refer to W122
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abuse/neglect, completed thorough
investigations, and implemented effective
corrective action for 3 of 3 sampled
clients (A, B, and C).

2. Please refer to W122. The governing
body failed to ensure the facility met the
Condition of Participation: Client
Protections. The governing body failed
to ensure the facility implemented the
agency's policy and procedures to ensure
the system to prohibit abuse, neglect,
mistreatment and/or sexual exploitation
of clients was implemented for 3 of 3
sampled clients (clients A, B, and C).

The governing body failed to ensure the
facility completed thorough
investigations and initiated sufficient
corrective action to address client A, B,
and C's elopement behaviors.

The governing body failed to ensure the
facility protected client A from
elopement after a history of elopement
behaviors was identified which resulted
in sexual assault, substance abuse, and
personal injury.

The governing body failed to ensure the
facility staff were available and
competent to supervise and to implement
client A, B, and C's ISP (Individual
Support Plan), BSP (Behavior Support
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W 0104

Bldg. 00

Plan), and Risk Plan.

The governing body failed to ensure the
facility developed further safeguards after
clients A, B, and C continued their
elopement behaviors.

This federal tag relates to complaint
#IN00176248.

9-3-1(a)

483.410(a)(1)

GOVERNING BODY

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

Based on observation, interview, and
record review for 3 of 3 sampled clients
(A, B, and C), the governing body failed
to exercise general policy, budget and
operating direction over the facility to
ensure the facility implemented written
policies and procedures to prevent abuse,
neglect, and/or mistreatment of clients in
regards to client aggression and
elopement behaviors, to ensure staffing
levels were sufficient in the home, and to
ensure the facility reported all allegations
of abuse/neglect, completed thorough
investigations, and implemented effective
corrective action.

Findings include:

W 0104

1.Please refer to W149
2.Please refer to W153
3.Please refer to W154

07/17/2015
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1. Please refer to W149. The governing
body failed to exercise general policy,
budget and operating direction over the
facility to ensure the facility implemented
written policy and procedures of the
agency's policy and procedure to prohibit
abuse, neglect, mistreatment, and/or
exploitation of clients A, B, and C. The
governing body failed to protect client A
from elopement after a history of
elopement behaviors was identified
which resulted in sexual assault,
substance abuse, and personal injury.
The governing body failed to ensure staff
were available and competent to
supervise and implement client A, B, and
C's ISP (Individual Support Plan), BSP
(Behavior Support Plan), and Risk Plan.
The governing body failed to develop
further safeguards and corrective
measures regarding client A, B, and C's
continued elopement behaviors and
complete thorough investigations for 3 of
3 sampled clients (clients A, B, and C).

2. Please refer to W153. The governing
body failed to exercise general policy,
budget and operating direction over the
facility to ensure the facility reported an
allegation of client to client physical
aggression to the Division of Disability,
Aging and Rehabilitative Services
(DDARS)/BDDS (Bureau of
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Developmental Disabilities Services) per
460 TAC 9-3-1(b)(5) and to Adult
Protective Services (APS) per IC 12-10-3
for 1 of 1 allegations of abuse and/or
neglect reviewed for clients A and B.

3. Please refer to W154. The governing
body failed to exercise general policy,
budget and operating direction over the
facility to ensure the facility completed
thorough investigations for incidents and
allegations of abuse, neglect, and/or
mistreatment for clients A and B for 1 of
7 BDDS (Bureau of Developmental
Disabilities Services) reports reviewed
from 3/2015 through 6/24/15 (for client
A) and for 1 of 1 allegation not reported
(for clients A and B).

4. Please refer to W157. The governing
body failed to exercise general policy,
budget and operating direction over the
facility to ensure the facility completed
effective corrective action to prevent
future incidents of elopement and
physical aggression behaviors for 3 of 3
sampled clients (clients A, B, and C).

This federal tag relates to complaint
#IN00176248.

9-3-1(a)
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W 0122 483.420
CLIENT PROTECTIONS
Bldg. 00 | The facility must ensure that specific client
protections requirements are met.
Based on observation, record review, and W 0122 07/17/2015
interview, for 3 of 3 sampled clients 1.Please refer to W149
. . . 2.Please refer to W153
(clients A, B, and C), the facility failed to 3 Please refer to W154
meet the Condition of Participation: 4.Please refer to W157
Client Protections for clients A, B, and C.
The facility failed to implement its policy 1.A 1:1 staffing protocol has
d d h been developed for Client A and
and procedures to ensure the system to will be immediately implemented
prohibit abuse, neglect, mistreatment upon her return to the group
and/or sexual exploitation of clients was home for client protections. Each
implemented staff responsible for the
’ implementation of the 1:1
protocol will be trained prior to
The facility failed to ensure completion assuming responsibility. At this
of thorough investigations and initiate point Client A has not returned to
sufficient corrective action to address thetGrolurp: homT ;0 this 1t:'1 t
. . rotocol has not been put into
client A, B, and C's elopement behaviors. Sl ace P
The facility failed to protect client A Home Manager, QIDP and Area
from elopement after a history of Dlrectct)r Taf\g-e met;o(;'elvlew;he
. . . current staffing schedule an
elopement beha.v1ors was identified identify the staffing needs of the
which resulted in sexual assault, home. It has been identified that
substance abuse, and personal injury. the staffing ratio in the home will
consist of a minimum of 2 staff
The facility failed t taff during waking hours, so that if
e. actlity Tatled fo ensure sta VYere one consumer elopes one staff is
available and competent to supervise and able to follow that consumer while
to implement client A, B, and C's ISP the other staff can stay with the
(Individual Support Plan), BSP (Behavior l:mamll\;l]g clients QaIrI]Dcha” the
. ome Manager, or
Support Plan), and Risk Plan. emergency personnel for
assistance as needed. At this
The facility failed to develop further time, increased staffing during
safeguards after clients A, B, and C overnight hours has not been a
. . . determined need on an ongoing
continued their elopement behaviors.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SCES11 Facility ID: 000980 If continuation sheet Page 7 of 208




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

PRINTED: 07/23/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G466 B. WING 07/01/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1926 W 75TH PL
REM-INDIANA INC INDIANAPOLIS, IN 46260
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
basis, however if a situation
This noncompliance resulted in an occurs whgre there is an )
. . identified risk of the potential for
Immediate Jeopardy. The Immediate elopement based on observations
Jeopardy began on 6/17/2015. The or expressed needs of the
Immediate Jeopardy was identified on consumers or outside parties,
6/24/2015 at 12:55 PM. The Agency's including Day Service providers,
. . therapists, parents/guardians,
Area DlI‘eCtOI’.(A]-)). a.md the Qualified etc., additional staffing will be
Intellectual Disabilities assigned for overnight hours.
Professional/Program Director Need for ongoing additional
(QIDP/PD) were notified of the overnlgh(tj itanggF\)N'" ZGA
. assessed by and Area
Immediate JeoPardy on 6'/2.4/2015 at ' Director on a daily basis.
1:00pm regarding the facility's systemic
failure to ensure implementation of the When the consumers are
agency's policy and procedure to prohibit scheduled to be out of the house
b | . & for community activities,
abuse, neglect, mistreatment, and/or additional staffing will be
exploitation for client A. The facility assigned to accompany
neglected to protect client A from consumers so that if any
elopement after a history of elopement elopements are attempted one
behavi dentified which lted staff will be able to follow the
) chaviors was 1dentitied which resuite eloping consumer and implement
in sexual assault, substance abuse, and Behavior Plan strategies and the
personal injury. The facility neglected to other staff can remain with the
ensure staff were available and competent othetr consumers. Since there
. . . . are two consumers remaining in
to supervise and '1mplement client A S the home that have identified
ISP, BSP, and R]Sk Plal’l. The faCll]ty target behaviors of e|0pement,
failed to develop further safeguards and each will be provided with 1:1
corrective measures regarding client A s}afﬂng |ntthe Cont]tmumttyc;n case
continued elopement behaviors. Siopements are atiempred.
The Home Manager and QIDP
The facility submitted a 6/26/15 letter of will meet minimum of weekly to
"Plan for Removal of Immediate review the scheduled community
Jeopardv-Addendum" on 6/26/15 at 3:53 activities and adjust the schedule
parcy o ] ’ accordingly to assign additional
PM. The facility's plan of action staffing to ensure all consumers
indicated the following: health and safety needs are being
met. All direct care staff have
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/23/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G466 B. WING 07/01/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1926 W 75TH PL
REM-INDIANA INC INDIANAPOLIS, IN 46260
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
-"The following actions and protective received training on necessary
measures are in place or are in process to ;toa;fzgrrztgjtvg:'fo'r::lj’nﬁ;our’
abate the immediate jeopardy in regards outings. Training included that if
to client protections for [Client A]." any situation occur that these
staffing ratios are not able to be
-"A 1:1 (one on one) protocol has been met for some reason (one client
. . elopes, a staff is late to a shift,
developed for [Client A] and will be etc.) they are to notify the Home
immediately implemented upon her Manager and/or QIDP
return to the group home for client immediately so that the Home
protection. IDT (Interdisciplinary Team) Manage:c andc/j th.QIDT iafr;.
. . D arrange for additional staffing
will review and update IS.P (Individual support as soon as possible so
Support Plan), RMAP (Risk Management that consumers health and safety
Plan), and Behavior Support Plan (BSP), needs are being met. Another
develop alternative activities and group home is located nearby
It " | for behavi t that can be used as an option for
a ema. ive plans for behavior Pr.even ion. additional staffing support quickly
IDT will meet weekly for a minimum of in the event that a consumers
one month once [Client A] returns to elopes or staffing situation occurs
determine if any changes need to be made tr;a;fprevetr?ts tfhe aSbS'Q”ed
staffing ratios from being
to any (.)f t}.le above stated plans and implemented until the Home
determine if any other supports need to Manager and/or QIDP is able to
be put into place for [Client A]. After the secure additional staffing or get to
first month, the IDT will determine the the site themselves.
M M "
frequency of ongoing meetings. Management observations will be
completed a minimum of daily for
-"Area Director (AD) has requested from 6 weeks to ensure that assigned
the Behavior Specialist Supervisor to sta;ﬂgghratl.os gre be'rrt‘g Iprowded
. o . and Behavior Support plans are
provide ac.ldltlonal hours of Behffwlor being implemented as written.
Consultation to the QIDP (Qualified Identified managers that are able
Intellectual Disabilities Professional) to to complete daily observations
assist with Behavior Plan development :;‘Cll{de CIJ::?P ,tb\reaQDlrﬁ:tor,
and strategies to reduce elopement egiona’ rector, \uaty
] ! Assurance Manager, Behavior
behaviors. Specialist and any other QIDP or
Area Directors that have been
-"Each staff responsible for the trained on the needs of the
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implementation of the 1:1 protocol will home. Home Managers are able
be trained prior to assuming that to complgte additional
bility." observations to ensure that
responsibility. assigned staffing ratios are being
provided and Behavior Support
-"Staff will be retrained on [Client A's] plans are being implemented as
Behavior Support Plan, alternative written b%‘t Home Manager )
. d . h observations will not replace daily
activities and protective measures that upper management
may be determined during IDT meeting. observations. Any of the above
Staff training will also include providing designated managers that are
emotional support to [Client A] as completing observations will
ded." complete an observation checklist
needed. that designates if appropriate
staffing levels are being
-"Once a date is identified by [Client A's] maintained, if Behavior plans are
mom/guardian for return, the IDT being implemented as written and
. . ’ will review that documentation is
1nc1ud11.1g the Home.Manager, QIDP, being completed. If any issues
Area Dlrector, Quahty Assurance are noted, the Management
manager and Program Nurse will observer will immediately notify
convene to review [Client A's] current the assigned homes QIDP or
dical stat d ch . Area Director so that immediate
me ¥ca _S atus an C .anges mn ) corrective measures can be put
medications. In addition, appointments into place. The Area Director or
with [Client A's] PCP and/or Regional Director will review all
Gynecologist will be scheduled if needed. observation checklists to ensure
Per hosnital disch dati that appropriate staffing levels are
erhospital discharge recommendations, being maintained, Behavior plans
the number for [name] (a) sexual assault are being implemented as written
advocacy (organization) was given to and will review that
mom. Mom gave the number to QIDP documentation is being
and an initial call has been made for a completed. After the 6 weeks, a
) ) team of the QIDP, Area Director,
referral. Once a date is established for Regional Director and Quality
[Client A] to return to the group home an assurance manager will meet to
appointment will be scheduled as soon as ;ewe:/v ObTer‘;at'?” results Et‘r:‘dt
. . o . evelop plan for frequency tha
possible to provide additional emotional velop p quency
i ) ongoing upper management
support to [Client A]. [Client A's] current observations will oceur.
therapist has been notified of the incident
and once a date is established for [Client Client A, B and C Behavior plans,
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SCES11 Facility ID: 000980 If continuation sheet Page 10 of 208
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A] to return to the group home an Risk plans and ISP have all been
appointment will be scheduled as soon as update.d .to reflect what level of
K . . . supervision above clients need
possible to provide additional emotional while in the group home, on
support to [Client A]." community outings and in the
event that an elopement occurs
-"A new goal has been developed for :gngf;ef{ea: er']e;to';erritg::ed
[Client A] and will be added to her ISP behavior occurs.
for staff to: daily, upon arrival home from
her day program [Client A] will talk to a QIDP will receive retraining to
staff about how her day went and how include ensuring that supervision
he is feeli b he dav. Thi 1 levels of all consumers are
she 1s feeling about the day. This goa identified in their individual ISP,
will be implemented upon [Client A's] BSP and risk plans. Training will
return to the group home and her day also include ensuring that Home
service program in an attempt to assess if Manger and QIDP are meeting
he is havine feel; that weekly to review the scheduled
§ .e 1S having teelings or concerns tha community activities and adjust
might lead her to feel she would want to the schedule accordingly to
elope from the home." assign additional staffing to
ensure all consumers health and
. o . safety needs are being met.
-"The QIDP will facilitate IDT meetings Y g
to review and update ISP, RMAP, and
Behavior Development plan, develop The Area Director or Regional
alternative activities and alternative plans Director will review all observation
for behavi tion for the other t checklists to ensure that
orbe aV1o.r prevention or' ¢ othertwo appropriate staffing levels are
consumers in the home, [clients B and being maintained, Behavior plans
C], which also have a history of are being implemented as written
elopement." and will review that
documentation is being
) . . completed. After the 6 weeks, a
'"All dlI‘eCt care Staff Wlll reéceive team of the QlDP’ Area Director’
retraining on all consumers' Behavior Regional Director and Quality
Support plans, ISP and Risk plans. assurance manager will meet to
.. . . review observation results and
Training will focus on specifics for
- ) develop plan for frequency that
preventing targeted behaviors and ongoing upper management
strategies for what to do when a targeted observations will occur.
behavior occurs. Special emphasis will be
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SCES11 Facility ID: 000980 If continuation sheet Page 11 of 208
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placed on the consumers that have
elopement behaviors in their plan and
what should happen if a consumer
threatens or attempts to elope. Staff
retraining will also include ensuring that
all staff are aware of what situations are
required to be reported to the HM, QIDP
or on call manager and the time line in
which they are to be reported.”

-"Weekly house meetings with all
consumers will be held for a minimum of
4 weeks to address any concerns
consumers have and provide training
opportunities for safe practices. After the
4 weeks the QIDP and Area Director will
determine the frequency that the house
meetings will continue. Ongoing, the
house meetings with all consumers will
occur a minimum of monthly and will
continue to include training opportunities
for safe practices in the community.
Addendum: All clients were interviewed
individually on 6/26/15 to assess if they
had any questions or concerns they
wanted management to look into. No
concerns were brought up during these
interviews. The first scheduled 'house
meeting' will occur on Monday June 29th
at 4:30 PM. The QIDP and Home
Manager will conduct these meetings.
Ongoing the weekly meetings will occur
every Monday at 4:30 PM."
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-"Home Manager, QIDP and Area
Director will review the staffing schedule
to determine that adequate staffing are
(sic) scheduled as needed in order to
ensure the consumers' needs are being
met. The Home Manager and QIDP will
meet a minimum of weekly to review the
scheduled community activities and
ensure additional staffing is provided as
needed to ensure all consumers' health
and safety needs are being met. QIDP and
Home Manager will receive retraining to
include ensuring that adequate staffing is
provided in the home to ensure all
consumers health and safety needs are
being met. Addendum: For those clients
identified with an elopement risk,
adequate staffing will include a minimum
of 2 trained staff. This will allow one
staff to provide 1:1 supervision in the
event that a client elopes and a staff to
provide supervision to the other clients.
In the future, if clients engage in
elopement behavior during sleeping
hours, Indiana MENTOR will provide
additional staff during sleeping hours
until the IDT determines it can be
removed."

-"Addendum: In addition to the 1:1
supervision to be provided to [client A].
Staff will be scheduled as follows to meet
the needs of the 2 other clients identified
with elopement risk. CLIENT1 &
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CLIENT?2 (sic) at the group home at least
2 trained staff will be present; CLIENT1
(sic) is in the home and CLIENT? (sic) is
in the community with no other clients, 2
trained staff will be scheduled at the
home and 1 trained staff to be in the
community with CLIENT2; CLIENTI
(sic) is home and CLIENT?2 (sic) is in the
community with other clients at least 2
trained staff will be provided at the home
and 2 trained staff will be provided at the
community activity; CLIENT1 &
CLIENT?2 (sic) are in the community
together with no other clients each will
be provided with a 1:1 staff; CLIENT1 &
CLIENT?2 (sic) are in the community
with other clients at least 2 trained staff
will be provided. This will allow one
staff to provide 1:1 supervision in the
event that a client elopes and a staff to
provide supervision to the other clients. If
Client] or Client2 (sic) elopes or
threatens to elope an additional staff will
be provided during the overnight hours
until the IDT determines it is no longer
necessary. Additionally, if at any time
staff feel there is an identified risk based
on their observation or the expressed
needs from clients or outside parties i.e.
Day Service Provider, Counselor,
Parents, etc. an additional staff will be
added for the overnight hours and then
assess again the next day."
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-"QIDP will be retrained on review of
QIDP responsibilities related to
recognizing behavioral and medical
patterns and ensuring effective corrective
action is taken to prevent future
occurrences. Training will also include
ensuring that IDT's are held as soon as
possible after an incident that requires
immediate protective measures to be put
in place. The IDT should determine if the
immediate protective measures are
appropriate to continue and if any
changes need to be made. QIDP will
update and revise ISP, RMAP, Behavior
Support Plan, etc. as needed. QIDP will
ensure all staff are trained on any updates
to any of the above documents. QIDP
retraining will also include ensuring that
documentation of IDT meetings and
topics discussed is completed and
available in client charts for review.
Addendum: Area Director will meet with
QIDP weekly for 4 weeks to review any
incidents that have occurred in the home,
the effectiveness of protective measures
that have been put into place and
recommendations from any IDT meetings
that have occurred. After the first 4
weeks, the Area Director will meet with
the QIDP at least twice monthly to
review any incidents that have occurred
in the home, the effectiveness of
protective measures that have been put
into place and recommendations from
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any IDT meetings that have occurred.
After 8 weeks the Area Director the
frequency of ongoing meetings."

-"Observations for the implementation of
plan as prescribed by Indiana MENTOR
Administrative staff will occur as
follows: 5 days per week on week 1; 4
days a week on week 2; 3 days per week
on week 3; 2 days per week on week 4;
until we have reached 1 day observation.
Assessment by the Area Director will
occur at the end of each week to
determine if further observations are
needed. Ongoing, Home Manager and/or
QIDP will complete observations
routinely. Addendum: Effective 6/26/15
daily observations by Indiana MENTOR
management staff will occur to provide
monitoring and direction as needed to the
direct support professionals. Management
staff that will complete observations
includes the Home Manager, QIDP, Area
Director, Regional Director, Quality
Assurance Specialist, and other Home
Managers/QIDP's or Area Directors that
have been trained on the needs of the
home. Observations on work days will
take place after 4:30 PM and before 9:30
PM. On weekends and /or holidays
observations will take place during
waking hours. After the first 7 days,
observations will occur at least 6 days per
week for week 2, at least 5 days per week
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for week 3, at least 4 days per week for
week 4, at least 3 days per week for week
5. After week 5 and ongoing observations
will occur at least 2 times per week."

-"Area Director will review monthly all
BDDS reports and complete analysis and
make recommendations for
trends/patterns or repeated incidents."

Based on observation, interview and
review of the facility's 6/26/15 letter of
removal, it was determined the facility's
plan of action had not removed the
Immediate Jeopardy and the Immediate
Jeopardy continued because the facility's
letter of removal did not indicate how the
facility was going to ensure sufficient
staffing to meet the needs of clients. The
Immediate Jeopardy continued because
the facility needed to continue to
implement its letter of compliance,
development and implementation of each
client's program revisions, staff re
training, and to ensure sufficient staffing
levels could be maintained in the group
home.

During the 6/23/15 observation period
from 3:50 PM until 5:45 PM, 6/24/15
observation period from 6:30 AM until
8:10 AM, 6/25/15 observation period
from 6:50 AM until 7:50 AM, 6/26/15
observation period from 6:05 AM until
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7:25 AM, 6/29/15 observation period
from 4:55 PM until 5:35 PM, 6/30/15
from 12:30 PM until 12:45 PM, and
7/1/15 from 3:10 PM until 4:30 PM,
client A was not present at the group
home and was at her mother's home.

During the 6/29/15 observation period
from 4:50 PM until 5:35 PM, two staff
were on duty and the House Manager
with five (5) clients (clients B, D, E, G,
and H) in the group home. Client A was
on a home visit with her mother/guardian
since being located, client C was on an
outing in the community, and client F
was on a home visit. On 6/26/15 from
6:05 AM until 7:18 AM, one staff was on
duty with seven clients (clients B, C, D,
E, F, G, and H) in the group home. On
6/26/15 from 7:18 AM until 7:25 AM,
two staff were on duty with seven clients
(clients B, C, D, E, F, G, and H) in the
group home. Client A was not in the
group home. On 6/25/15 from 6:50 AM
until 7:50 AM, three staff were on duty
with seven clients (clients B, C, D, E, F,
G, and H) in the group home. On
6/24/15 from 6:30 AM until 6:45 AM,
one staff was on duty with seven clients
in the group home. From 6:45 AM until
7:00 AM, one staff and the House
Manager were on duty in the group home.
From 7:00 AM until 8:10 AM, two staff
and the House Manager were on duty in
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the group home.

During the observation periods staff on
duty indicated they had not received re
training on: elopement behaviors, ISP's,
BSP's, and interventions to be used to
prevent elopement behaviors. During all
observation periods clients and staff
indicated there had not been client
meetings held. Staff re training to
implement agency elopement procedures
and client A, B, and C's ISP, BSP, and
Risk plan were not initiated until
6/30/2015. No client program revisions
were available for review during all
observation periods. Documented
administrative oversight, implementation
of the agency's Immediate Jeopardy Plan,
and monitoring of the group home was
not documented until 6/30/15.

Review of the facility's staffing schedule
on 6/29/15 at 5:30 PM for the week of
6/29/15 indicated in the morning (day
shift) two (2) shift staff worked from
7:00 AM until 3:00 PM, in the evening
two (2) shift staff worked from 2:00 PM
to 10:00 PM, and one (1) shift staff
worked from 10:00 PM to 8:30 AM.
From previous observation periods on
6/25 and 6/26/15, clients B, C, D, E, F,
G, and H arrived home from the
workshop at 3:50 PM. On 6/29/15 at
5:30 PM, an interview with the House
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Manager (HM) indicated there were
supposed to be 2 staff working the
evening shift daily and 1 staff working
during the overnight periods. The
Immediate Jeopardy was not removed.

Findings include:

Please refer to W149. The facility
neglected to ensure implementation of
the agency's policy and procedure to
prohibit abuse, neglect, mistreatment,
and/or exploitation of clients A, B, and
C. The facility neglected to protect client
A from elopement after a history of
elopement behaviors was identified
which resulted in sexual assault,
substance abuse, and personal injury.

The facility neglected to ensure staff were
available and competent to supervise and
implement client A, B, and C's ISP, BSP,
and Risk Plan. The facility failed to
develop further safeguards and corrective
measures regarding client A, B, and C's
continued elopement behaviors and
complete thorough investigations for 3 of
3 sampled clients (clients A, B, and C).

Please refer to W153. The facility failed
to report an allegation of client to client
physical aggression to the Division of
Disability, Aging and Rehabilitative
Services (DDARS)/BDDS (Bureau of
Developmental Disabilities Services) per
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W 0149

Bldg. 00

460 IAC 9-3-1(b)(5) and to Adult
Protective Services (APS) per IC 12-10-3
for 1 of 1 allegations of abuse and/or
neglect reviewed for clients A and B.

Please refer to W154. The facility failed
to complete thorough investigations for
incidents and allegations of abuse,
neglect, and/or mistreatment for clients A
and B for 1 of 7 BDDS (Bureau of
Developmental Disabilities Services)
reports reviewed from 3/2015 through
6/24/15 (for client A) and for 1 of 1
allegation not reported (for clients A and
B).

Please refer to W157. The facility failed
to complete effective corrective action to
prevent future incidents of elopement and
physical aggression behaviors for 3 of 3
sampled clients (clients A, B, and C).

This federal tag relates to complaint
#IN00176248.

9-3-2(a)

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 observation, record review, and

W 0149

1.The QIDP will receive

07/17/2015
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interview, for 3 of 3 sampled clients retraining on investigations
(clients A, B, and C), the facility including reporting to the
. . administrator or designee the
neglected to ensure implementation of results within 5 work days and
the agency's policy and procedure to also ensuring that all parties
prohibit abuse, neglect, mistreatment, related to the incident are
and/or exploitation and to complete mterwevyed and thgt all o
h hi . for cli information regarding the incident
thorough investigations for clients A, B, (for example if Behavior Support
and C. The facility neglected to protect plans were followed or PIA was
client A from elopement after a history of used) is included in the
elopement behaviors was identified |nvest|gat!on an.d so that a
hich lted i 1 I thorough investigation can be
which resulted mn sexual assau _t’_ completed. In addition, the QIDP
substance abuse, and personal injury. will ensure that recommendations
The facility neglected to ensure staff were are made for what staff should do
available and competent to supervise and to prevent future incidents. The
ol t client A. B. and C's ISP QIDP will ensure that staff are
1mp .eI.nen client A, b, an s § trained on recommendations and
(Individual Support Plan), BSPs that recommendations are
(Behavior Support Plan), and Risk Plans. implemented to prevent future
The facility neglected to develop further incidents from occurring.
safegu-ards a.nd corrective measures All future incident reports will be
regarding client A, B, and C's continued reviewed by the Area Director and
elopement behaviors. Regional Quality Assurance
Specialist to determine if an
. . . investigation needs to be
Findings include: completed. All future
investigations will be reviewed for
1. On 6/23/15 from 3:20pm until 5:40pm thoroughness by the Area
and on 6/24/15 from 6:30am until Director and Regional Quality
8:10 b f leted at Assurance Specialist. If the
-1vam, observalions Were compicted a investigations are not thorough
the group hOIne and Cllent A was not enough the Regiona| Qua“ty
present. Assurance Specialist will provide
immediate feedback to the
e Program Director and necessar
On 6/24/15 at 11:00am, the facility's 9 ) y
changes will be made.
BDDS (Bureau of Developmental
Disabilities Services) reports and
investigations were reviewed. The review The QIDP had a copy of the IDT
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indicated the following for client A: notes in an off-site office file for
Client A stating when the 1:1
L staffing supervision was changed
-A 6/18/15 BDDS rep.ort .for an incident after a prior incident. The QIDP
on 6/17/15 at 6:00pm indicated "On will receive retraining on ensuring
Wednesday’ June 17, 2015 at 5:52pm” that all IDT notes are available for
the Residential Manager (RM) notified review in client's program books.
the Qualified Intellectual Disabilities Client A's ISP and BSP have
Professional/Program Director been updated to include
(QIDP/PD) that client A "had eloped elopement as a targeted
from her Indiana Mentor Group Home. behavior. Irjcluded in the plans
Of th o hift f are strategies for staff to use to
the two stall on shiit, one statt was on know how and when to intervene
an outing with other clients in the Group to ensure Client A's safety
Home and one was behind with the client regarding elopement behaviors.
that eloped (client A) and a few other ) ] o
i " Th indicated client A QIDP will receive retraining to
clients. e report indicated client include ensuring that all
eloped and "the one staff member (at the consumers Behavior Support
group home) walked to the end of the Plans include all identified
driveway and watched the client while targeted behaviors and also
talkine to [the RM tuall " include strategies for how staff
alking to [the ]...eventua .y reporting are to address targeted behaviors
she could no longer see the client." The and prevent future occurrences.
report indicated client A arrived at a A review of all consumers
different all male group home Behavior Support plans will be
" imately a 1/2 (half) h . done to ensure all targeted
approximately a (half) our' (sic) behaviors are identified in the
later; staff was unable to ascertain how plans and strategies for how staff
she got there...[client A] refused to go should address and prevent
back to her Group Home. Police were targeted behaviors.
calleq and when they a.rrlved, they told QIDP has developed a goal for
the client she had the right to elope and Client A to teach her about
because she was not a threat of harm to personal safety. Client A ISP and
herself or those around her, they would Rifslk pltahn have beelr/] l:)pdatted to
. . . t jectives.
leave. Prior to leaving, they (the Police) refiect the new goatiobjectives
. QIDP will receive retraining on
told [client A] she should go back home ensuring that client specific
which was approximately 7:00pm. goals/objectives are developed
[Client A] got into the Group Home van, after a need has been identified
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cursing at staff, stating she was going to to assist consumers in working
run away again as soon as she got there towards independence.
(ba.ck to her Group Home). [Client A] Client A Behavior Support Plan
arrived to (her Group Home) shortly has been updated to include the
before 8:00pm, still cursing at staff, use of Physical Intervention
laughing hysterically, and threatening to Alternatwg ,(PlA) te(.:hnlques and
h th o hift k i what specific techniques to use
run. Both the staff on shift kept [client with Client A to prevent future
A] within their sight because of [client elopement behaviors. Client A
A's] threats." The report indicated client Individual Support Plan (ISP) and
A took her 8:00pm medications and Rlslk:Ianhs have bee; updatecziq to
" . include changes made regarding
Afterwards, [client A] told the staff to PIA in Client A Behavior Support
stop following her and then she started to Plan.
use closed fist punches to one staff
member whom was blocking [client A's] All dllre.ct care staff will receive
i d Th f b retraining on the changes made
way to an exit door. The staft member to Client A Behavior Support plan
attempted to use the one arm hold...The regarding the specific PIA
second staff was attempting to stop two techniques to use with Client A to
other clients whom were threatening to prevent future elopement
. behaviors.
elope at the same time. The first staff
member released [client A's] arm and The QIDP will complete an audit
[client A] ran out of the home. At that of all other consumers Behavior
time the [Residential Manager (RM)] was Support Plans to ensure that if
Iread ked in h in front of th the use of PIA is recommended
already parked in het 'car 1n front ot the for use to prevent targeted
[Group Home] reporting to the behaviors that specifics of what
[QIDP/PD] that [client A] was techniques are recommended are
threatening to leave when [client A] did g““'”eg ';I consll;rgleArg B‘Zha\t/'?rd
. upport Plans. is identifie
Just that...Th.e [RM] turned her car on and in consumers Behavior Support
followed [client A] down the street and Plans the QIDP will update the
into the apartment complex nearby where consumers ISP and Risk plans to
[the RM] lost sight of [client A]." The reflect any changes.
report 1nd1’c':ated the RM and the QIDP will receive retraining to
QIDP/PD "drove around for a few include ensuring that if use of PIA
minutes," could not locate client A, and techniques is recommended to
called the Police. The report indicated prevent targeted behaviors that
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"the time [client A] eloped was the specific of what techniques to
approximately 8:37pm. At this time, use are outlined in consumers
. . Behavior Support Plans, ISP and
[client A] has still not been located by the Risk plans.
Police nor Mentor staff assisting in
looking for [client A]...." No corrective QIDP has developed a goal for
action was available for review. Client A to teach hgr about
personal safety. Client A ISP and
Risk plan have been updated to
Summary of Internal Investigative Report reflect the new goal/objectives.
dated 6/22/15 indicated the following: QIDP will receive retraining on
-"Brief Summary of incident: On 6/17/15 ensmljr/lng.th?t client sgecnf:c g
) . goals/objectives are develope
at 5:52pm, [client A] eloped from the after a need has been identified
home, was located by staff and returned to assist consumers in working
to the group home. [Client A] eloped a towards independence.
second time after 8pm and was unable to ) )
be d A filed with th 1.All Direct care staff will be
¢ located. .report was Iiled with the receive retraining on incident
[Name of Police Agency]." reporting requirements including
what incidents need to be
-The investigation indicated those reported, designated timeframes
ntervi d three direct taff in which incidents are to be
mn erv1e.we Were ree direct care stalt, reported and the procedure for
the Residential Manager, and the immediately notifying the on call
Program Director. The investigation was supervisor of reportable incidents.
not thorough in that the investigation did ) ] o
¢ indicat leted intervi ith QIDP will receive retraining to
n(? 1ndicate complieted 1m erV1eW.s wi include ensuring that all
clients who were present at the time of reportable incidents are
each elopement. documented and BDDS reports
are filed within 24 hours of
. . k led f the incident.
-"Background of client and their nowledge ot ine inciden
placement...(Client A's diagnoses The Home Manager will receive
included but were not limited to:) Mild retraining on documentation
Intellectual Disability, Traumatic Brain review InChIJDdI'Tg rewev::ng all g
Injury with behavior disturbance, ADHD consumer Lally support recorcs,
) ) o behavior tracking and narrative
(Attention Deficit Hyperactivity notes to ensure all incidents that
Disorder), Seizure DO (Disorder)... have been documented have
[Client A's] history of elopement started been reported to the QIDP so
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prior to her placement at Indiana Mentor, reports can be made to the
[client A's] ISP and Risk Plan states she g?sraes;ljit;f Slje;?'://ie:gsr::gtal
experiences Panic Attacks. On 9/2/14 investigations can be completed
[client A] was missing for over 12 hours as needed.
and was found in the bed of a client after .
entering his home through a window Ongoing, the H,°me Manager
. . , and/or QIDP will review the DSRs
without staff knowledge...[Client A's] and Behavior tracking records a
mother became her legal guardian on minimum of twice weekly for 30
7/21/14." days to ensure that all incidents
that fall under the BDDS
" s . reportable incident guidelines are
-"Interview" with the RM indicated she reported to the on call supervisor,
followed client A in her car during client QIDP and/or Area Director within
A's second elopement (6/17/15 at the designated reporting
8:37pm) "...when [client A] reached gHuldellR/Ies. After thg/3ogfg§ thlel’
. ome Manager and/or wi
[name of street] [Client A] attempted to review the DgSRs and Behavior
dart into traffic so [the RM] used her car tracking records a minimum of
to block [client A] from getting hit by once per week to ensure that all
other cars as [the RM] pleaded for [client mmd;atn:; that _fc‘;"” ‘:ndi‘; t?e BDDS
. , " reportable incident guidelines are
A] f[o get in [the RM's] ca.r. The RM reported to the on call supervisor,
indicated she followed client A until she QIDP and/or Area Director within
entered the apartment complex where the the designated reporting
RM lost sight of client A. guidelines.
) ) The QIDP will receive retraining
-"Interview" with Group Home Staff on investigations inc|uding
(GHS) #1 indicated she had picked up reporting to the administrator or
client A from day services, returned to geSIQneg tr;e results'wmtw;]n t5 \;\l/ork
the group home, and client A had called p:?/t?easmreIZtZZ ?giﬁg?r?ci d:n?are
her mother and family members without interviewed (including all clients
making contact on the telephone. GHS present at the home at the time of
#1 indicated client A became upset and the incident) and thatall
"she [client A] was leaving and ran out information regarding the incident
i (for example if Behavior Support
clients...she was able to see [client A] used) is included in the
from the end of the driveway until [client investigation and so that a
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A] ducked behind the school...[GHS #1] thorough investigation can be
received call from the [RM] to meet at cc?mpleted. In addition, the QI_DP
) will ensure that recommendations
[the second group home]...[client A] was are made for what staff should do
out of control (when GHS #1 arrived at to prevent future incidents. The
the second group home)...[GHS #1] said QIDP will ensure that staff are
[client A] finally agreed to get in the van, trained on recommendatlons and
. . . that recommendations are
but said she was going to run awa?l again implemented to prevent future
when she got home. [GHS #1] said on incidents from occurring.
the way home [client A] was asked to
show them (the staff) where [client A] All TUt“ri Ecﬁen;\repogs W;” be g
. reviewed by the Area Director an
had knocked on the door and got a ride 'to Regional Quality Assurance
[the second group home]. [GHS #1] said Specialist to determine if an
[client A] said she knocked on the door, investigation needs to be
cried, saying she was lost, and needed a completed. All future
ride to [name of second group home]...." investigations will be reviewed for
group thoroughness by the Area
Director and Regional Quality
-"Interview" with GHS #2 indicated she Assurance Specialist. If the
was out shopping with client E, returned mvestlgez:]lons are noltct,)horl(')tugh
. enough the Regional Quality
in the va.n to.the grogp home to ﬁ_nd GHS Assurance Specialist will provide
#1 standing in the driveway looking for immediate feedback to the
client A. GHS #2 "said when [client A] Program Director and necessary
returned home she was treated like a rock changes will be made.
sta.r by her housemates. [GHS #2] sa.ld 1.Client B BSP has been
[client A] was being congratulated, high updated to include the target
fived, and generally encouraged for behavior of elopement, including
running away. [GHS #2] said there was a aldescrlptltotr: ‘: Client Bd A
. . elopement behavior and has
19t of commotlon and.the noise level was identified client specific strategies
leave. Attempts to calm [client A] were elopement behaviors.
not successful. [GHS #2] said at about QIDP wil . raining &
8:30pm, [client A] ran out the front door . will recelve retraining fo
include ensuring that all
and all her housemates ran to the front of consumers Behavior Support
the house and cheered her on." Plans include all identified
targeted behaviors and also
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-"Interview" with the PD (Program include strategies for how staff
Director) indicated "...On 6/22/15 she are to address targeted behaviors
. and prevent future occurrences.
received a call from [GHS #7] a A review of all consumers
[substitute staff at the group home] the Behavior Support plans will be
morning of 6/20/15 (Saturday). [PD] done to ensure all targeted
said [GHS #7] informed her that the bfhav'”j are lde_“t'f'fd " thet .
. . plans and strategies for how sta
police had [client A] at 34th (Street) and should address and prevent
Meridian St. and was being taken to targeted behaviors.
[Name of Hospital] for evaluation. [PD]
said she met [client A] at the emergency . ,
PD1 said she had onlv a f 1.Client C’'s BSP has been
room. [PD]said she had only a few updated to include specific
minutes alone with [client A] before instructions for when staff are to
[client A's] mother arrived. [PD] said utilize the police or other
[client A] stated she made $60.00 for sex, emergency service personnel to
but th f d ke d d intervene regarding Client C SIB,
ut then was forced to tal ? rugs aTl was Physical aggression andfor
passed around for sex, which she did not elopement behaviors.
like. [PD] said [client A's] mother took
[client A] home following the forensic _QI?ZW'” recgwet;]ettrallrlung to
. . . include ensuring that a
evaluaqon. [-PD] said she has gpphed for consumers Behavior Support
the Project Lifesaver (electronic Plans are comprehensive and
monitoring device), which would not be include all identified targeted
available for up to two months due to behaviors and also include
Jability." strategies for how staff are to
avatlabrity. address targeted behaviors and
prevent future occurrences. A
-"Interview" with client A's review of all consumers Behavior
mother/guardian indicated client A's Support plans will be done to
ther/ dian had b drivine t ensure all targeted behaviors are
mother/guardian had been drving to identified in the plans and
Indianapolis from [name of city] in an strategies for how staff should
attempt to locate client A on the street. address and prevent targeted
Client A's mother/guardian indicated she behaviors.
W?S tracing telephone calls made Py Area Director will complete an
client A when client A called family audit of all consumers Behavior
members out of town and had traced Support Plans, ISPs and Risk
client A who was using other people's plans to ensure that specifics of
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cell phones which she had borrowed on what PIA techniques to use to
the street and a pay phone at a bus stop. E(reeh\;e\/?ctnfsogrsw:n\jvitntarcnglfctgir
Client A's mother/guardian indicated she emergency personneﬁ)are to be
was at the hospital with client A on called to intervene with behaviors
6/20/15 after being notified that client A are specifically outlined in
e e S
NPT . ) |
mother/guardian indicated client A "told needed P
her she (client A) did make $60.00 from
a man who then started pimping [client For the next three months, the
A] out...(client A) was forced to consume Ar:ea Director will rlewec:’wtall g
changes or annual updates made
drugs and was passed from person to to any consumers Behavior
person including a women for sex...when Support plans completed by the
[client A] told them to stop she was told QIDP to ensure that specific PIA
to get her things and get out...(client A) techniques recommended to use
.- . . to prevent consumers targeted
tested positive for cocaine, opiates, and behaviors and when staff are to
THC (Tetrahydrocannabinol, a chemical utilize emergency personnel to
responsible for most of marijuana's intervene with behaviors is
psychological effects)...(client A) is TSF’ISCIfI(;a:lQY c:(utlllned in their BSP,
. L . and Risk plans.
experiencing pain with rectal and vaginal P
bleeding...(Client A) is having panic Ongoing after the three months,
attacks and nightmares...." Client A's the Area Director will complete a
mother/guardian stated "she intends to random audit of a m{:lrg;rg T;li
: . . consumers per mon ,
keep [client A] home until the Project and I:isk pl:ns developed by the
Life Saver can be put into place." QIDP to ensure that specific PIA
techniques recommended to use
-"Conclusion" indicated client A eloped LO Ere\(ent cocr;sur:nersttafl;getecti
twice on the evening of 6/17/15. u?ili:glgr:feargenvzyi)lfsﬁnnaef too
was not used in order to keep client A specifically outlined in their BSP,
from leaving the group home. The ISP and Risk plans.
investigation was not thorough in that it Responsible Party: Home
did not document witness statements Manager, QIDP, Regional Quality
from other clients present in the home Assurance Specialist, Area
and during both elopements of client A. Director.
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The investigation did not indicate
recommendations and corrective actions
to protect client A and to protect other
clients from their identified behaviors.
The investigation did not indicate
documentation of staff implementing
client A's BSP, ISP, or the effectiveness
of PIA (Physical Intervention
Alternatives) techniques to prevent the
incident from escalating from client A's
elopement behaviors.

Client A's 6/20/15 Hospital Emergency
Room Record was reviewed on 6/24/15
at 8:30am. The hospital record
"Emergency Room" documentation by
the physician indicated "Pt. (Patient)
reports that she ran away from group
home 3 days ago. She reports she met a
man who offered her money, made her
smoke spice and marijuana, snorted
cocaine. She reports she was sexually
assaulted by upward of 7 different men
over that time on separate occasions. She
reports vaginal, anal, and oral
penetration...inflamed skin external
genitalia...Assessment: Sexual Assault,
medically stable...+ (positive) for cocaine
/ opiates...pelvic done/evidence
collected...given counseling sources...
(signed by the physician)." The 6/20/15
"ER Triage Chief Complaint...Drug
Abuse, possible Sexual Assault of adult."
Client A's 6/20/15 "EMS (Emergency
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Medical Services) Incident" document
indicated "9-1-1 dispatched for injured
person...found 19 yo/w/f (year
old/white/female) ambulatory on scene
with [Police]. [Police] stated that pt.
(patient) was found laying on the ground
in the doorway of a hallway to an
apartment building with many bystanders
around. [Client A] told [Police] that she
walked away from her group home (and)
she stays there due to a previous brain
injury. On June 17th and (sic) was
picked up by a couple of guys.
According to [Police], after that the men
gave her crack cocaine, pt. states she
snorted and smoked it and (they)
physically sexually assaulted her. Pt.
claims to have not slept since Tuesday
and last used crack cocaine about 20
minutes prior to being found by [Police].
Her only complaint was that her face was
numb, she was having tingling in her
upper extremities, and she was sleepy
from having not slept since Tuesday.
[Police] notified representatives from her
group home enroute to [name of
hospital]. [Client A] started to feel
nauseous but did not vomit until we
started to pull into the ambulance bay at
[name of hospital]...."

Confidential Interview (CI) #1 stated on
6/20/15 client A was "filthy dirty," was
not wearing client A's personal clothing,
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was not wearing underwear, was not
wearing a bra, and had injuries to her
face, chest, and genitalia.

CI #2 stated client A "does not
understand consent and could not give
consent." CI #2 stated client A had "told
(CI #2) that she was passed around from
man to man and some women" for sex.
CI #2 indicated client A told her she left
the group home the second time on
6/17/15, hitchhiked to [name of
neighborhood], walked the streets, met
the man who told client A she was pretty,
and that he could show client A how to
make money. CI#2 indicated client A
told CI #2 that the man had sex with
client A multiple times, passed her to
other men and women for sex to
exchange for money, lived on the streets
of Indianapolis, consumed cocaine,
marijuana, and opiates. CI #2 indicated
on Saturday, 6/20/15 client A said she
was asked to step outside an apartment
during a visit to a new location with the
unknown man, client A stepped outside
the apartment in the doorway, sat down,
fell asleep, and woke up with the Police
Officers looking at her.

Client A's record was reviewed on
6/24/15 at 11:50am.

-Client A's 5/4/15 ISP indicated client A
had "targeted behaviors" which included:
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Panic Attacks, Inappropriate interaction
with males, and vacating (elopement)
behaviors. Client A's ISP indicated she
had elopement behaviors 9/2/14 when
client A "was discovered to have eloped
from her group home. She was found on
9/3/14 at 8:15am at a [name of group
home] that of her alleged boyfriend...
[Client A] had consensual sex with her
alleged boyfriend and also went to sleep
next to him during the night...9/24/14
[client A] was found under her bedroom
covers with two other clients whom
alleged that sexual misconduct had taken
place in the form of her (female)
housemate touching her in the breast and
vagina area. The allegation could not be
substantiated...10/18/14 at 8:00pm,
[client A] successfully eloped from the
group home and was later found at her
(different) boyfriend's [name of group
home] at 8:28pm. She willingly
transported back to her group home but
threatened to elope again...2/17/15 stayed
in a hotel all night and day with her
(different) boyfriend while on a home
visit in [name of city]...." Client A's ISP
did not include proactive measures and
objectives to teach client A protective
measures regarding personal safety,
elopement, and safety skills. Client A's
ISP indicated she required twenty-four
hour a day staff supervision.
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-Client A's 10/18/14, 9/24/14, and 9/2/14
IDT (Interdisciplinary Team) meeting
notes indicated "1:1 (One on One) staff
supervision" was implemented after each
incident of elopement and did not
indicate when the one on one staff
supervision was changed.

-Client A's 5/4/2015 "Risk Management
Assessment and Plan" indicated client A
"Presents a risk" for the following areas
of assessment: "Wears glasses...Some
balance issues due to her left leg being
somewhat shorter than her right, walks
with a limp...slight weakness in her
hand...is not able to administer
medications independently...panic
attacks...(does not) associate
consequences with actions [client A] has
a history of inappropriate interactions
with males as well as placing herself in
potentially dangerous situations in her
interactions with males. Would benefit
from 24/7 supervision to ensure her
health and safety and general welfare...
(does not) inform support person (the
staff) of plans when leaving home area.
[Client A] has history of
elopement...would readily get into a car
with a man she does not know if he paid
attention to her...(does not) exhibit
socially accepted behaviors in public...
(does not) have ability to remain alone in
any environment. [Client A] lacks the
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ability to do this independently...Would
not likely defend herself...may not be
able to recognize what is considered
abuse and therefore not report
appropriately...[Client A] needs
assistance with her finances...has a
history of cutting herself...[Client A]
requires 24 hour awake supervision."

-Client A's 2/2014 BSP indicated
identified targeted behaviors of Panic
Attack, Inappropriate with males, and
vacating (elopement). Client A's BSP
indicated "Vacating...Staff should be
aware of [client A's] whereabouts at all
times...If [client A] elopes from staff,
keep her in sight and calmly request that
she make a positive choice, and return to
the home or vehicle with you...If [client
A] appears upset ask her if she wants to
talk about what is bothering her, or if she
needs time to be alone to calm herself
down. If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her, but do not make a big deal
out of it, do not discuss the situation
further. Give [client A] time to think
about it, 15 min. (minutes), while you are
following her and monitoring for safety.
If [client A] refuses after 15 minutes to
return, offer her another opportunity to
return, if she continues to refuse after
this offer, contact the PD (Program
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Director) or PD (Program Director) on
call for further instruction, do not inform
[client A] that you are contacting the PD,
do not make a fuss or a big deal about
contacting the PD. If [client A's]
elopement has put her in a potentially
dangerous situation in a high traffic area,
implement least restrictive agency
approved physical intervention (PIA) to
maintain safety. If possible a staff
member that is not actively intervening
with [client A] contact the PD...." Client
A's BSP did not include the agency's
definition for PIA.

On 6/24/15 at 12:30pm, the facility's
undated "Physical Intervention
Alternatives" policy and procedure
located in the staff communication book
for "Physical restraint: All Indiana
Mentor staff are trained upon
employment and re-trained annually on
these procedures. Any escorts/restraints
should be released as quickly as possible.
If a restraint lasts for 10 minutes, the
client should be released and staff should
attempt blocking/avoidance unless it is
unsafe to do so. If blocking/avoidance
continues to be ineffective or unsafe,
reinstate physical restraint for 10 minute
intervals attempting to release the client
when it is safe to do so. If a client does
not respond to proactive measures or
non-restrictive measures use restrictive
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company approved PIA (Physical
Intervention Alternatives) techniques
listed in this order: Physical restraints
should be used only when physical
aggression will likely result in harm to
oneself, others, or when property
destruction might affect peoples' health
and safety otherwise use
blocking/avoidance. Staff may skip less
restrictive measure only if health/safety is
an imminent threat. Escorts: Side by side
escort walking slightly behind and to the
side of the person. Hand below elbow L'
shaped hand cupping the elbow. Hand
behind elbow and hand mid-back.
Restraints only to be used if blocking,
avoidance or escort is not safe. One arm
hold uses 'L' shaped hand to restrict one
of the client's arms. Two arm hold, same
as one arm but uses second arm to
restrain client's flailing arm to the side
still only restraining one arm. One arm
hold to the floor-client in sitting position.
Floor hold (two person) use one arm to
the floor restraint, second staff used to
restrain legs of the client."

On 6/24/15 at 10:30am, an interview was
conducted with the QIDP/PD. The
QIDP/PD stated client A did not
recognize danger, "required" twenty-four
hour staff supervision, and had eloped
from the group home on 6/17/15. The
QIDP/PD indicated client A's ISP, BSP,
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and risk plans should have been
implemented on 6/17/15. The QIDP/PD
indicated the facility's abuse and neglect
policy should be implemented, the
investigations of allegations of abuse,
neglect or mistreatment should be
thorough and recommendations should be
developed and implemented to prevent
recurrence of incidents of abuse, neglect
or mistreatment. The QIDP/PD stated
she was filling out the paperwork for the
application of client A's Protect Life
Saver program and indicated after the
application was submitted it "would be at
least two months or longer" before client
A would be available for the program.
When asked what protective measures
and corrective actions had been
developed after client A's continued
elopement behaviors, the QIDP/PD
stated "We added one on one staff"
supervision. When asked why client A
did not have one on one staff supervision
on 6/17/15, the QIDP/PD indicated there
were two (2) staff in the home on the
schedule and one of the two was gone
with client E on a community outing
which left one staff alone with seven (7)
clients. The QIDP/PD indicated there
were three (3) additional clients living in
the group home who were elopement
risks. The QIDP/PD stated she was
"unsure" when client A's one on one staff
supervision was discontinued. The
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QIDP/PD stated client A "did not
recognize danger," "required staff
supervision," and was "unsafe" when she
runs into traffic on the streets during
elopements on 6/17/15. The QIDP/PD
indicated client A's ISP, BSP, and Risk
Plans did not document proactive
strategies to protect and to teach client A
regarding personal safety and elopement.

2. On 6/25/15 at 10:15 AM, an interview
with the QIDP/PD was conducted. The
QIDP/PD stated she was made aware of
an incident on 6/17/15 before client A
had left on her elopement "the first time."
The QIDP/PD stated she was in the
process of starting an investigation into
that event when client A left on
elopement the first time, then left on the
second elopement, and was "attempting
to locate" client A in the community.
The QIDP/PD stated she "failed to report
to BDDS and failed to investigate" client
A's original incident documented in her
DSR (Daily Service Record). The
QIDP/PD provided an incomplete
investigation summary which indicated
"Date/Time of Incident: 6/17/15
10:04am...Brief Summary of Incident:
[client A] and [client B] had a physical
altercation while in the van as the home
was preparing to exit for morning
transport." The investigation indicated
the House Manager had indicated to the
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QIDP/PD that she would "give the details
later" of what occurred and indicated
client A had left the group home "and did
not return" to the group home. The
investigation did not include witness
statements, a review of client
information, and/or a review of the
events of the occurrence. No corrective
action was available for review.

On 6/25/15 at 10:15am, the QIDP/PD
provided a review of client A and B's
DSRs:

-Client A's 6/17/15 DSR indicated on
"6/17/15 from 7am-3pm, Housemates
began to argue. Staff verbally intervened.
[Client A] picked up a water bottle and
threw it at her housemate [client B],
hitting [client B] in the head. Staff was
between the two clients attempting to
keep distance between them, the
housemate [client B] with the water
bottle pushed staff toward and grabbed
[client A] by the hair. Staff was getting
hit from behind in the back and shoulder
as [client B] attempted to punch [client
A]. Staff used PIA (Physical Intervention
Alternatives) during the altercation to
release housemates hand from the hair
grab. [Client A] was bent down and staff
saw her glasses come off and fall to the
floor. During this moment staff heard the
back door open and housemate [client B]
was no longer against staffs back. [Client
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A] began yelling and exited the van
through the front passenger door. [Client
A] was out of the van for several minutes
with another staff when [client A]
returned she was calm."

-Client B's 6/17/15 DSR indicated on
6/17/15 client B was involved in verbal
altercations with multiple clients in the
morning hours and "was verbally
redirected when she continued calling a
client a b----" and on "6/17/15 from
7am-3:00pm, The other client threw a
water bottle and hit [client B] in the head.
[Client B] grabbed the other client by the
hair and pushed her body against back of
the staff member standing between
them...She attempted to hit the client
(client A)."

3. For client B:

-A 4/29/15 BDDS report for an incident
on 4/28/15 at 5:10pm indicated client B
returned from a psychiatric appointment
"agitated that she was having a med
(medication) increase. Shortly later, she
was prompted by staff to turn her music
down." The report indicated client B
"responded by flipping the living room
table and charging the staff." The report
indicated client B "eloped out the front
door where staff watched her from the
front porch. Staff watched [client B] go
to the neighbor's house on both sides of
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the group home, knocking on their doors,
staff had client in sight from the group
home front porch. Finally, a person
answered the door to one of the houses
and [client B] went inside where staff lost
sight of her. At that time, [the PD/QIDP]
was notified. Client returned to the group
home site within 2 minutes stating she
called her sister." The report indicated
client B told the PD/QIDP that the staff
on duty at the group home had "pushed
[client B] and that was why she had to go
call her sister...Plan to resolve...Client's
plan to be changed to include that of
Elopement." No corrective action was
available for review.

On 6/24/15 at 2:40pm and on 6/25/15 at
8:25am, client B's record was reviewed.
Client B's 9/2014 BSP did not include
elopement behaviors. An additional non
HRC (Human Rights Committee)
pending approvals for 4/28/15 BSP and
4/28/15 ISP included elopement behavior
on the list of targeted behaviors and did
not include interventions staff should use
and did not include a written description
of client B's elopement behavior.

An interview was conducted with
PD/QIDP (Program Director/Qualified
Intellectual Disabilities Professional) on
6/25/15 at 10:15 AM. PD/QIDP
indicated client B's BSP should include
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specific instructions and/or interventions
regarding what staff should do when
client B elopes. The PD/QIDP indicated
client B should be supervised by facility
staff twenty-four hours a day seven days
a week.

4. For client C:

-A 5/15/15 BDDS report for an incident
on 5/14/15 at 5:50 PM indicated, "At
5:50 PM, the PD (Program Director) was
notified that [client C] had left the
premises of the group home walking on
the sidewalk. [The PD] informed the staff
they would arrive to (sic) the site in
25-30 minutes to assist. Staff reported
they stayed with the [client C], walking
down the street sidewalk of the group
home, continuing to follow and
attempt(ing) to redirect [client C] when
[client C] turned onto [road] a busy
street. At that time, [client C] stepped off
the sidewalk and into the street, back and
forth numerous times in an unsafe
manner. The staff was able to guide
[client C] back onto the sidewalk each
time, however, felt that [client C] was
attempting to harm themselves (sic) so
the staff member called 911. Police
intercepted the client when she was
walking on [street] near [street]. Police
called the group home, requesting the
second staff member, working that night
and attending to the other clients, pick

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

SCES11 Facility ID: -~ 000980 If continuation sheet

Page 43 of 208




PRINTED: 07/23/2015

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
15G466 B. WING 07/01/2015

STREET ADDRESS, CITY, STATE, ZIP CODE
1926 W 75TH PL

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC INDIANAPOLIS, IN 46260
(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

[client C] and the first staff member up
from their position. The second staff
member gathered up the clients she was
caring for, placed them into the van and
picked up the did so (sic). [PD #1]
arrived to (sic) the site at 6:20 PM to find
that [client C] had been brought back to
the site by staff who picked her up from
police and the first staff member's care."
No corrective action was available for
review.

-A 4/13/15 BDDS report for an incident
on 4/12/15 at 10:45 PM indicated, "[HM
(Home Manager)] called (the) on-call
[PD] to report that [client C] had walked
away from the group home. Staff called
911 for additional supports and when
staff hung up the phone, [client C] was
back at the group home. [Client C] was
out of staff's sight for 2 minutes before
returning back to (the) group home." No
corrective action was available for
review.

-A 3/7/15 BDDS report indicated, "At
6:45 PM, [PD] was notified by staff that
911 had been called from the group home
due to [client C's] physical aggression
toward staff. Prior to the 911 call, staff
prompted [client C] to pick up the piles
of clothes all around her bed and start
washing them or hanging them up if they
were clean. [Client C] started to yell
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loudly that she was not going to clean up
her room. The staff then started picking
up the clothes that smelled of urine and
started to walk out of her room to the
washing machine. At that time and just as
the staff member was exiting [client C's]
room, [client C] put both of her hands on
the staff, proceeded to punch her with
both closed fists multiple times. The
second staff then ran down the hall to
[client C's] room and attempted to put
herself in between [client C] and the staff
member getting hit but [client C] kept
reaching around her and punching the
first staff member whom was on the
bedroom floor. The second staff member
continued to use two hand blocks to keep
both staff safe. Sometime during this
altercation another client in the home
proceeded to call 911 of their own
accord. [Client C] continued physical
aggression until shortly before the police
showed up to the group home about 5
minutes after she hit staff the first time.
[Client C] was questioned by the police,
told to stop her behavior and the police
left. As soon as they left, [client C]
started threatening to harm herself,
yelling and pacing the home without
ceasing for 20 minutes straight. During
those 20 minutes she was reaching for
items, saying she was going to cut
herself. At that time, staff felt they could
not keep themselves nor [client C's]

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SCES11 Facility ID: -~ 000980 If continuation sheet Page 45 of 208




PRINTED: 07/23/2015

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
15G466 B. WING 07/01/2015

STREET ADDRESS, CITY, STATE, ZIP CODE
1926 W 75TH PL

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC INDIANAPOLIS, IN 46260
(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

housemates safe, so staff called 911
again. Upon the arrival of police for the
second time, [client C] was taken to
[hospital]." No corrective action was
available for review.

Client C's record was reviewed on
6/24/15 at 2:00 PM. Client C's 9/20/14
BSP indicated the following:

-"Response Measures- SIB. If staff
observed [client C] engaging in SIB,
request that she stop the behavior. If she
stops the SIB, thank her. Request that
[client C] then engage in a leisure activity
or utilize her coloring sheets. If [client C]
would like to talk with staff, staff should
allow [client C] time to discuss her
concern or frustration. If [Client C]
continues the behavior after being
requested to stop and the behavior is n

ot causing her physical harm, i.e.
scratching at skin without breaking skin,
pinching herself etc., ignore the behavior
but not [client C]. Continue to monitor
[client C] for the SIB to escalate. Request
that [client C] engage in another activity
with you. It is important that she engage
with staff at this time. Staff should color
with her, go for a walk, play a game etc.
with [client C]. If steps above are
unsuccessful and the SIB is a threat to
[client C's] safety, use the least amount of
agency approved physical intervention
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(PIA) to stop the SIB. Inform the PD (or)
PD on-call." The review did not indicate
documentation of when staff should
utilize police or other emergency service
personnel to intervene regarding client
C's SIB.

-"Aggressive Outburst: (1.) Immediately
request that [client C] cease the behavior.
Request that she calm herself down.
Inform [client C] that once she is calm,
you will spend time with her talking
about what is upsetting her. Allow her to
tell you what she is upset about. All you
need to do is listen to her. When she has
finished encourage her and engage with
her in an activity such as coloring,
exercise or playing a game; (2.) If the
behavior continues and is directed toward
other person in the environment, ask
them to leave the area for their own
safety. Prompt [client C] to engage in a
calming activity; (3.) Do not touch [client
C] but tell her she will be okay, ask her
what you can do to assist her with
calming down; (4.) If [client C] is unable
or unwilling to calm down or if the
outburst is a danger to self or others
proceed to step 5; (5.) Direct [client C] to
discontinue the behavior immediately;
(6.) If the aggressive outburst continues
and is a risk of injury to self or others use
the agency approved minimum amount of
physical guidance necessary to stop the
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behavior. Use the techniques taught by
Indiana Mentor (PTA)." The review did
not indicate documentation of when staff
should utilize police or other emergency
service personnel to intervene regarding
client C's aggressive outburst/aggression.

-"Vacating. Staff should be aware of
[client C's] whereabouts at all times. In
inclement weather, keep protective
clothing for staff and [client C] near the
door so that it is easily available if [client
C] exits the home. If [client C] elopes
from staff, keep her in sight and calmly
request that she make a positive choice
and return to the home or vehicle with
you. (3.) (sic) If [client C] responds,
thank her for returning and continue with
the activity or outing that was going on
previous to her elopement. If [client C]
appears upset ask her if she wants to talk
about what is bothering her or if she
needs time to be alone to calm herself
down. (4.) If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her but do not make a big deal
out of it, do not discuss the situation
further. Give [client C] time to think
about it (15 minutes) while you are
following her and monitoring for safety.
(5.) If [client C] refuses after 15 minutes
to return, offer her another opportunity to
return, if she continues to refuse after this
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offer, contact the PD or PD on-call for
further instructions." The review did not
indicate documentation of when staff
should utilize police or other emergency
service personnel to intervene regarding
client C's elopement behaviors.

Client C's 5/4/15 "Risk Management
Plan" indicated client C did not "associate
consequences with actions, [client C]
receives 24/7 (twenty-four hours and day
seven days a week) staff support and
supervision...[client C] is impulsive and
can be defiant...[client C] will not be
unattended in the community...law
enforcement may get involved due to
elopement."

An interview was conducted with
PD/QIDP (Program Director/Qualified
Intellectual Disabilities Professional) on
6/25/15 at 10:15 AM. PD/QIDP
indicated client C's BSP should include
specific instructions or interventions
regarding when staff should utilize police
or other emergency service personnel to
intervene regarding client C's SIB,
physical aggression or elopement
behaviors. PD/QIDP indicated client C's
police involvement component was
indicated on client C's Risk Plan.

The facility's policy and procedures were
reviewed on 6/24/15 at 10:15am. The
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W 0153

Bldg. 00

facility's 4/2011 Quality and Risk
Management policy indicated "Indiana
Mentor promotes a high quality of service
and seeks to protect individuals receiving
Indiana Mentor services thorough
oversight of management procedures and
company operations, close monitoring of
service delivery and through a process of
identifying, evaluating and reducing risk
to which individuals are exposed." The
4/2011 Quality and Risk Management
Policy indicated failure to provide
appropriate supervision, care or training
was considered neglect. The 4/2011
Quality and Risk Management Policy
indicated, "Indiana Mentor is committed
to completing a thorough investigation
for any event out of the ordinary which
jeopardizes the health and safety of any
individual served or or other employee.
(1.) Investigation findings will be
submitted to the AD (Area Director) for
review wand development of further
recommendations as needed within 5
days of the incident."

This federal tag relates to complaint
#IN00176248.

9-3-2(a)

483.420(d)(2)

STAFF TREATMENT OF CLIENTS

The facility must ensure that all allegations
of mistreatment, neglect or abuse, as well as
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injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law
through established procedures.
Based on interview and record review for W 0153 All Direct care staff will be receive 07/17/2015
1 of 1 allegations of abuse and/or neglect retralmmg on Ihclder?t reporting
. . 7. requirements including what
reviewed for clients A and B, the facility incidents need to be reported,
failed to report an allegation of client to designated timeframes in which
client physical aggression to the Division incidents are to be reported and
of Disability, Aging and Rehabilitative thet.fpr.ocetc:]ure for ||r|nmed|at.ely ¢
. notifying the on call supervisor o
Services (DDARS)/BDDS (Bureau of reportable incidents.
Developmental Disabilities Services) per
460 IAC 9-3-1(b)(5) and to Adult
Protective Services (APS) per IC QIDP will receive retraining to
12-10-3 include ensuring that all
B reportable incidents are
documented and BDDS reports
Findings include: are filed within 24 hours of
knowledge of the incident.
OTI 6/25/15 at 10:15 AM, an interview The Home Manager will receive
with the QIDP/PD was conducted. The retraining on documentation
QIDP/PD stated she was made aware of review including reviewing all
an incident on 6/17/15 before client A (t:)o?‘sume: Dal'(l}’ sup;;ort rec?rds,
" C ehavior tracking and narrative
had left on her elopement the. first time. notes to ensure all incidents that
The QIDP/PD stated she was in the have been documented have
process of starting an investigation into been reported to the QIDP so
that event when client A left on rBeports c?nDbe rlnade tottf:e
. ureau of Developmenta
elopement the first time, the’1’1 left on.the Disability Services and
second elopement, and was "attempting investigations can be completed
to locate" client A in the community. as needed.
The QIDP/PD stated she "failed to report Ondoing. the H M
. . e ngoing, the Home Manager
to BDPS anfi fa'lled to 1nvest1gate. client and/or QIDP will review the DSRs
A's original incident documented in her and Behavior tracking records a
DSR (Daily Service Record). The minimum of twice weekly for 30
QIDP/PD provided an incomplete days to ensure that all incidents
. . C g that fall under the BDDS
investigation summary which indicated
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"Date/Time of Incident: 6/17/15 reportable incident guidelines are
10:04am...Brief Summary of Incident: reported to the on C"’?” super\{isgr,
. . . QIDP and/or Area Director within
[client A] and [client B] had a physical the designated reporting
altercation while in the van as the home guidelines. After the 30 days, the
was preparing to exit for morning Home Manager and/or QIDP will
transport." The investigation indicated revieyv the DSRs anq Behavior
Lo tracking records a minimum of
the House Manager had indicated to the once per week to ensure that all
QIDP/PD that she would "give the details incidents that fall under the BDDS
later" of what occurred and indicated reportable incident guidelines are
client A had left the group home "and did reported to the on cgll super\{isgr,
" QIDP and/or Area Director within
not return" to the group home. the designated reporting
guidelines.
On 6/25/15 at 10:15am, the QIDP/PD
provided a review of client A and B's Responsible Party: Home
Manager, QIDP, Area Director
DSRs:
-Client A's 6/17/15 DSR indicated on
"6/17/15 from 7am-3pm, Housemates
began to argue. Staff verbally intervened.
[Client A] picked up a water bottle and
threw it at her housemate [client B],
hitting [client B] in the head. Staff was
between the two clients attempting to
keep distance between them, the
housemate [client B] with the water
bottle pushed staff toward and grabbed
[client A] by the hair. Staff was getting
hit from behind in the back and shoulder
as [client B] attempted to punch [client
A]. Staffused PIA (Physical Intervention
Alternatives) during the altercation to
release housemates hand from the hair
grab. [Client A] was bent down and staff
saw her glasses come off and fall to the
floor. During this moment staff heard the
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back door open and housemate [client B]
was no longer against staffs back. [Client
A] began yelling and exited the van
through the front passenger door. [Client
A] was out of the van for several minutes
with another staff when [client A]
returned she was calm."

-Client B's 6/17/15 DSR indicated on
6/17/15 client B was involved in verbal
altercations with multiple clients in the
morning hours and "was verbally
redirected when she continued calling a
client a b----" and on "6/17/15 from
7am-3:00pm, The other client threw a
water bottle and hit [client B] in the head.
[Client B] grabbed the other client by the
hair and pushed her body against back of
the staff member standing between
them...She attempted to hit the client
(client A)."

The facility's reportable incident reports
were reviewed on 6/24/15 at 11:00 AM.
The facility's 3/2015 through 6/24/15
reportable incident reports did not
indicate client A and B's physical
aggression altercation on 6/17/15 was
reported by the facility to BDDS and/or
to APS.

This federal tag relates to complaint
#IN00176248.
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9-3-2(a)
W 0154 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
Bldg. 00 The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on record review and interview, W 0154 The QIDP will receive retraining 07/17/2015
for 1 of 7 BDDS (Bureau of on investigations including
. . reporting to the administrator or
Developmental Disabilities Services) designee the results within 5 work
reports reviewed from 3/2015 through days and also ensuring that all
6/24/15 (for client A) and for 1 of 1 parties related to the incident are
allegation of abuse not reported (for interviewed (including all clients
. . . present at the home at the time of
clients A and B), thfe facﬂ.lty falled to the incident) and that all
complete thorough investigations for information regarding the incident
allegations of abuse, neglect, and/or (for example if Behavior Support
mistreatment for clients A and B. plans were followed or PIA was
used) is included in the
o ) investigation and so that a
Findings include: thorough investigation can be
completed. In addition, the QIDP
1. On 6/23/15 from 3:20pm until 5:40pm will ensure that recommendations
don 6/24/15 from 6:30 1 are made for what staff should do
and on r.om :30am unti to prevent future incidents. The
8:10am, observations were completed at QIDP will ensure that staff are
the group home and client A was not trained on recommendations and
present. Fhat recommendations are
implemented to prevent future
. incidents from occurring.
On 6/24/15 at 11:00am, the facility's
BDDS (Bureau of Developmental All future incident reports will be
Disabilities Services) reports and reviewed by the Area Director and
. tioati . 4 Th . Regional Quality Assurance
%nv'?es 1gations were ?evwwe : e review Specialist to determine if an
lndlcated the follOWIHg for Cllent A: investigation needs to be
completed. All future
-A 6/18/15 BDDS report for an incident investigations will be reviewed for
) .- " thoroughness by the Area
on 6/17/15 at 6:00pm indicated "On Director and Regional Quality
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Wednesday, June 17, 2015 at 5:52pm"
the Residential Manager (RM) notified
the Qualified Intellectual Disabilities
Professional/Program Director
(QIDP/PD) that client A "had eloped
from her Indiana Mentor Group Home.
Of the two staff on shift, one staff was on
an outing with other clients in the Group
Home and one was behind with the client
that eloped (client A) and a few other
clients." The report indicated client A
eloped and "the one staff member (at the
group home) walked to the end of the
driveway and watched the client while
talking to [the RM]...eventually reporting
she could no longer see the client." The
report indicated client A arrived at a
different all male group home
"approximately a 1/2 (half) hour (sic)
later; staff was unable to ascertain how
she got there...[client A] refused to go
back to her Group Home. Police were
called and when they arrived, they told
the client she had the right to elope and
because she was not a threat of harm to
herself or those around her, they would
leave. Prior to leaving, they (the Police)
told [client A] she should go back home
which was approximately 7:00pm.
[Client A] got into the Group Home van,
cursing at staff, stating she was going to
run away again as soon as she got there
(back to her Group Home). [Client A]
arrived to (her Group Home) shortly

Assurance Specialist. If the
investigations are not thorough
enough the Regional Quality
Assurance Specialist will provide
immediate feedback to the
Program Director and necessary
changes will be made.

Responsible Party: Home
Manager, QIDP, Regional Quality
Assurance Specialist, Area
Director.
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before 8:00pm, still cursing at staff,
laughing hysterically, and threatening to
run. Both the staff on shift kept [client
A] within their sight because of [client
A's] threats." The report indicated client
A took her 8:00pm medications and
"Afterwards, [client A] told the staff to
stop following her and then she started to
use closed fist punches to one staff
member whom was blocking [client A's]
way to an exit door. The staff member
attempted to use the one arm hold...The
second staff was attempting to stop two
other clients whom were threatening to
elope at the same time. The first staff
member released [client A's] arm and
[client A] ran out of the home. At that
time the [Residential Manager (RM)] was
already parked in her car in front of the
[Group Home] reporting to the
[QIDP/PD] that [client A] was
threatening to leave when [client A] did
just that... The [RM] turned her car on and
followed [client A] down the street and
into the apartment complex nearby where
[the RM] lost sight of [client A]." The
report indicated the RM and the
[QIDP/PD] "drove around for a few
minutes," could not locate client A, and
called the Police. The report indicated
"the time [client A] eloped was
approximately 8:37pm. At this time,
[client A] has still not been located by the
Police nor Mentor staff assisting in
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looking for [client A]...."

Summary of Internal Investigative Report
dated 6/22/15 indicated the following:
-"Brief Summary of incident: On 6/17/15
at 5:52pm, [client A] eloped from the
home, was located by staff and returned
to the group home. [Client A] eloped a
second time after 8pm and was unable to
be located. A report was filed with the
[Name of Police Agency]."

-The investigation indicated those
interviewed were three direct care staff,
the Residential Manager, and the
Program Director. The investigation was
not thorough in that the investigation did
not indicate completed interviews with
clients who were present at the time of
each elopement.

-"Background of client and their
placement...(Client A's diagnoses
included but were not limited to:) Mild
Intellectual Disability, Traumatic Brain
Injury with behavior disturbance, ADHD
(Attention Deficit Hyperactivity
Disorder), Seizure DO (Disorder)...
[Client A's] history of elopement started
prior to her placement at Indiana Mentor,
[client A's] ISP and Risk Plan states she
experiences Panic Attacks. On 9/2/14
[client A] was missing for over 12 hours
and was found in the bed of a client after
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entering his home through a window

without staff knowledge...[Client A's]
mother became her legal guardian on
7/21/14."

-"Interview" with the RM indicated she
followed client A in her car during client
A's second elopement (6/17/15 at
8:37pm) "...when [client A] reached
[name of street] [Client A] attempted to
dart into traffic so [the RM] used her car
to block [client A] from getting hit by
other cars as [the RM] pleaded for [client
A] to get in [the RM's] car." The RM
indicated she followed client A until she
entered the apartment complex where the
RM lost sight of client A.

-"Interview" with Group Home Staff
(GHS) #1 indicated she had picked up
client A from day services, returned to
the group home, and client A had called
her mother and family members without
making contact on the telephone. GHS
#1 indicated client A became upset and
"she [client A] was leaving and ran out
the door...[GHS #1] was by herself with
clients...she was able to see [client A]
from the end of the driveway until [client
A] ducked behind the school...[GHS #1]
received call from the [RM] to meet at
[the second group home]...[client A] was
out of control (when GHS #1 arrived at
the second group home)...[GHS #1] said
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[client A] finally agreed to get in the van,
but said she was going to run away again
when she got home. [GHS #1] said on
the way home [client A] was asked to
show them (the staff) where [client A]
had knocked on the door and got a ride to
[the second group home]. [GHS #1] said
[client A] said she knocked on the door,
cried, saying she was lost, and needed a
ride to [name of second group home]...."

-"Interview" with GHS #2 indicated she
was out shopping with client E, returned
in the van to the group home to find GHS
#1 standing in the driveway looking for
client A. GHS #2 "said when [client A]
returned home she was treated like a rock
star by her housemates. [GHS #2] said
[client A] was being congratulated, high
fived, and generally encouraged for
running away. [GHS #2] said there was a
lot of commotion and the noise level was
high...[Client A] continued to threaten to
leave. Attempts to calm [client A] were
not successful. [GHS #2] said at about
8:30pm, [client A] ran out the front door
and all her housemates ran to the front of
the house and cheered her on."

-"Interview" with the [QIDP/PD
(Qualified Intellectual Disabilities
Professional/Program Director)]
indicated "...On 6/22/15 she received a
call from [GHS #7] a [substitute staff at
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the group home] the morning of 6/20/15
(Saturday). [PD (Program Director)] said
[GHS #7] informed her that the police
had [client A] at 34th (Street) and
Meridian St. and was being taken to
[Name of Hospital] for evaluation. [PD]
said she met [client A] at the emergency
room. [PD] said she had only a few
minutes alone with [client A] before
[client A's] mother arrived. [PD] said
[client A] stated she made $60.00 for sex,
but then was forced to take drugs and was
passed around for sex, which she did not
like. [PD] said [client A's] mother took
[client A] home following the forensic
evaluation. [PD] said she has applied for
the Project Lifesaver (electronic
monitoring device), which would not be
available for up to two months due to
availability."

-"Interview" with client A's
mother/guardian indicated client A's
mother/guardian had been driving to
Indianapolis from [name of city] in an
attempt to locate client A on the street.
Client A's mother/guardian indicated she
was tracing telephone calls made by
client A when client A called family
members out of town and had traced
client A who was using other people's
cell phones which she had borrowed on
the street and a pay phone at a bus stop.
Client A's mother/guardian indicated she
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was at the hospital with client A on
6/20/15 after being notified that client A
had been found. Client A's
mother/guardian indicated client A "told
her she (client A) did make $60.00 from
a man who then started pimping [client
A] out...(client A) was forced to consume
drugs and was passed from person to
person including a women for sex...when
[client A] told them to stop she was told
to get her things and get out...(client A)
tested positive for cocaine, opiates, and
THC (Tetrahydrocannabinol, a chemical
responsible for most of marijuana's
psychological effects)...(client A) is
experiencing pain with rectal and vaginal
bleeding...(Client A) is having panic
attacks and nightmares...." Client A's
mother/guardian stated "she intends to
keep [client A] home until the Project
Life Saver can be put into place."

-"Conclusion" indicated client A eloped
twice on the evening of 6/17/15.
Evidence supports physical intervention
was not used in order to keep client A
from leaving the group home. The
investigation was not thorough in that it
did not document witness statements
from other clients present in the home
and during both elopements of client A.
The investigation did not indicate
recommendations and corrective actions
to protect client A and to protect other
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clients from their identified behaviors.
The investigation did not indicate
documentation of staff implementing
client A's BSP, ISP, or the effectiveness
of PIA (Physical Intervention
Alternatives) techniques to prevent the
incident from escalating from client A's
elopement behaviors.

Client A's 6/20/15 Hospital Emergency
Room Record was reviewed on 6/24/15
at 8:30am. The hospital record
"Emergency Room" documentation by
the physician indicated "Pt. (Patient)
reports that she ran away from group
home 3 days ago. She reports she met a
man who offered her money, made her
smoke spice and marijuana, snorted
cocaine. She reports she was sexually
assaulted by upward of 7 different men
over that time on separate occasions. She
reports vaginal, anal, and oral
penetration...inflamed skin external
genitalia...Assessment: Sexual Assault,
medically stable...+ (positive) for cocaine
/ opiates...pelvic done/evidence
collected...given counseling sources...
(signed by the physician)." The 6/20/15
"ER Triage Chief Complaint...Drug
Abuse, possible Sexual Assault of adult."
Client A's 6/20/15 "EMS (Emergency
Medical Services) Incident" document
indicated "9-1-1 dispatched for injured
person...found 19 yo/w/f (year
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old/white/female) ambulatory on scene
with [Police]. [Police] stated that pt.
(patient) was found laying on the ground
in the doorway of a hallway to an
apartment building with many bystanders
around. [Client A] told [Police] that she
walked away from her group home (and)
she stays there due to a previous brain
injury. On June 17th and (sic) was
picked up by a couple of guys.
According to [Police], after that the men
gave her crack cocaine, pt. states she
snorted and smoked it and (they)
physically sexually assaulted her. Pt.
claims to have not slept since Tuesday
and last used crack cocaine about 20
minutes prior to being found by [Police].
Her only complaint was that her face was
numb, she was having tingling in her
upper extremities, and she was sleepy
from having not slept since Tuesday.
[Police] notified representatives from her
group home enroute to [name of
hospital]. [Client A] started to feel
nauseous but did not vomit until we
started to pull into the ambulance bay at
[name of hospital]...."

Confidential Interview (CI) #1 stated on
6/20/15 client A was "filthy dirty," was
not wearing client A's personal clothing,
was not wearing underwear, was not
wearing a bra, and had injuries to her
face, chest, and genitalia.
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CI #2 stated client A "does not
understand consent and could not give
consent." CI #2 stated client A had "told
(CI #2) that she was passed around from
man to man and some women" for sex.
CI #2 indicated client A told her she left
the group home the second time on
6/17/15, hitchhiked to [name of
neighborhood], walked the streets, met
the man who told client A she was pretty,
and that he could show client A how to
make money. CI #2 indicated client A
told CI #2 that the man had sex with
client A multiple times, passed her to
other men and women for sex to
exchange for money, lived on the streets
of Indianapolis, consumed cocaine,
marijuana, and opiates. CI #2 indicated
on Saturday, 6/20/15 client A said she
was asked to step outside an apartment
during a visit to a new location with the
unknown man, client A stepped outside
the apartment in the doorway, sat down,
fell asleep, and woke up with the Police
Officers looking at her.

Client A's record was reviewed on
6/24/15 at 11:50am.

-Client A's 5/4/15 ISP indicated client A
had "targeted behaviors" which included:
Panic Attacks, Inappropriate interaction
with males, and vacating (elopement)
behaviors. Client A's ISP indicated she
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had elopement behaviors 9/2/14 when
client A "was discovered to have eloped
from her group home. She was found on
9/3/14 at 8:15am at a [name of group
home] that of her alleged boyfriend...
[Client A] had consensual sex with her
alleged boyfriend and also went to sleep
next to him during the night...9/24/14
[client A] was found under her bedroom
covers with two other clients whom
alleged that sexual misconduct had taken
place in the form of her (female)
housemate touching her in the breast and
vagina area. The allegation could not be
substantiated...10/18/14 at 8:00pm,
[client A] successfully eloped from the
group home and was later found at her
(different) boyfriend's [name of group
home] at 8:28pm. She willingly
transported back to her group home but
threatened to elope again...2/17/15 stayed
in a hotel all night and day with her
(different) boyfriend while on a home
visit in [name of city]...." Client A's ISP
did not include proactive measures and
objectives to teach client A protective
measures regarding personal safety,
elopement, and safety skills. Client A's
ISP indicated she required twenty-four
hour a day staff supervision.

-Client A's 10/18/14, 9/24/14, and 9/2/14
IDT (Interdisciplinary Team) meeting
notes indicated "1:1 (One on One) staff

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

SCES11 Facility ID:

000980 If continuation sheet

Page 65 of 208




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

PRINTED: 07/23/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G466

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
07/01/2015

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC

STREET ADDRESS, CITY, STATE, ZIP CODE
1926 W 75TH PL
INDIANAPOLIS, IN 46260

(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

supervision" was implemented after each
incident of elopement and did not
indicate when the one on one staff
supervision was changed.

-Client A's 5/4/2015 "Risk Management
Assessment and Plan" indicated client A
"Presents a risk" for the following areas
of assessment: "Wears glasses...Some
balance issues due to her left leg being
somewhat shorter than her right, walks
with a limp...slight weakness in her
hand...is not able to administer
medications independently...panic
attacks...(does not) associate
consequences with actions [client A] has
a history of inappropriate interactions
with males as well as placing herself in
potentially dangerous situations in her
interactions with males. Would benefit
from 24/7 supervision to ensure her
health and safety and general welfare...
(does not) inform support person (the
staff) of plans when leaving home area.
[Client A] has history of
elopement...would readily get into a car
with a man she does not know if he paid
attention to her...(does not) exhibit
socially accepted behaviors in public...
(does not) have ability to remain alone in
any environment. [Client A] lacks the
ability to do this independently...Would
not likely defend herself...may not be
able to recognize what is considered
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abuse and therefore not report
appropriately...[Client A] needs
assistance with her finances...has a
history of cutting herself...[Client A]
requires 24 hour awake supervision."

-Client A's 2/2014 BSP indicated
identified targeted behaviors of Panic
Attack, Inappropriate with males, and
vacating (elopement). Client A's BSP
indicated "Vacating...Staff should be
aware of [client A's] whereabouts at all
times...If [client A] elopes from staff,
keep her in sight and calmly request that
she make a positive choice, and return to
the home or vehicle with you...If [client
A] appears upset ask her if she wants to
talk about what is bothering her, or if she
needs time to be alone to calm herself
down. If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her, but do not make a big deal
out of it, do not discuss the situation
further. Give [client A] time to think
about it, 15 min. (minutes), while you are
following her and monitoring for safety.
If [client A] refuses after 15 minutes to
return, offer her another opportunity to
return, if she continues to refuse after
this offer, contact the PD (Program
Director) or PD (Program Director) on
call for further instruction, do not inform
[client A] that you are contacting the PD,
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do not make a fuss or a big deal about
contacting the PD. If [client A's]
elopement has put her in a potentially
dangerous situation in a high traffic area,
implement least restrictive agency
approved physical intervention (PIA) to
maintain safety. If possible a staff
member that is not actively intervening
with [client A] contact the PD...." Client
A's BSP did not include the agency's
definition for PIA.

On 6/24/15 at 12:30pm, the facility's
undated "Physical Intervention
Alternatives" policy and procedure
located in the staff communication book
for "Physical restraint: All Indiana
Mentor staff are trained upon
employment and re-trained annually on
these procedures. Any escorts/restraints
should be released as quickly as possible.
If a restraint lasts for 10 minutes, the
client should be released and staff should
attempt blocking/avoidance unless it is
unsafe to do so. If blocking/avoidance
continues to be ineffective or unsafe,
reinstate physical restraint for 10 minute
intervals attempting to release the client
when it is safe to do so. If a client does
not respond to proactive measures or
non-restrictive measures use restrictive
company approved PIA (Physical
Intervention Alternatives) techniques
listed in this order: Physical restraints
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should be used only when physical
aggression will likely result in harm to
oneself, others, or when property
destruction might affect peoples' health
and safety otherwise use
blocking/avoidance. Staff may skip less
restrictive measure only if health/safety is
an imminent threat. Escorts: Side by side
escort walking slightly behind and to the
side of the person. Hand below elbow 'L’
shaped hand cupping the elbow. Hand
behind elbow and hand mid-back.
Restraints only to be used if blocking,
avoidance or escort is not safe. One arm
hold uses 'L' shaped hand to restrict one
of the client's arms. Two arm hold, same
as one arm but uses second arm to
restrain client's flailing arm to the side
still only restraining one arm. One arm
hold to the floor-client in sitting position.
Floor hold (two person) use one arm to
the floor restraint, second staff used to
restrain legs of the client."

On 6/24/15 at 10:30am, an interview was
conducted with the QIDP/PD. The
QIDP/PD stated client A did not
recognize danger, "required" twenty-four
hour staff supervision, and had eloped
from the group home on 6/17/15. The
QIDP/PD indicated client A's ISP, BSP,
and risk plans should have been
implemented on 6/17/15. The QIDP/PD
indicated the facility's abuse and neglect
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policy should be implemented, the
investigations of allegations of abuse,
neglect or mistreatment should be
thorough and recommendations should be
developed and implemented to prevent
recurrence of incidents of abuse, neglect
or mistreatment. When asked what
protective measures and corrective
actions had been developed after client
A's continued elopement behaviors, the
QIDP/PD stated "We added one on one
staff" supervision. When asked why
client A did not have one on one staff
supervision on 6/17/15, the QIDP/PD
indicated there were two (2) staff in the
home on the schedule and one of the two
was gone with client E on a community
outing which left one staff alone with
seven (7) clients. The QIDP/PD
indicated there were three (3) additional
clients living in the group home who
were elopement risks. The QIDP/PD
stated she was "unsure" when client A's
one on one staff supervision was
discontinued. The QIDP/PD stated client
A "did not recognize danger," "required
staff supervision," and was "unsafe"
when she runs into traffic on the streets
during elopements on 6/17/15. The
QIDP/PD indicated client A's ISP, BSP,
and Risk Plans did not document
proactive strategies to protect and to
teach client A regarding personal safety
and elopement.
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2. On 6/25/15 at 10:15 AM, an interview
with the QIDP/PD was conducted. The
QIDP/PD stated she was made aware of
an incident on 6/17/15 before client A
had left on her elopement "the first time."
The QIDP/PD stated she was in the
process of starting an investigation into
that event when client A left on
elopement the first time, then left on the
second elopement, and was "attempting
to locate" client A in the community.

The QIDP/PD stated she "failed to report
to BDDS and failed to investigate" client
A's original incident documented in her
DSR (Daily Service Record). The
QIDP/PD provided an incomplete
investigation summary which indicated
"Date/Time of Incident: 6/17/15
10:04am...Brief Summary of Incident:
[client A] and [client B] had a physical
altercation while in the van as the home
was preparing to exit for morning
transport." The investigation indicated
the House Manager had indicated to the
QIDP/PD that she would "give the details
later" of what occurred and indicated
client A had left the group home "and did
not return" to the group home. The
investigation did not include witness
statements, a review of client
information, and/or a review of the
events of the occurrence.
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On 6/25/15 at 10:15am, the QIDP/PD
provided a review of client A and B's
DSRs:

-Client A's 6/17/15 DSR indicated on
"6/17/15 from 7am-3pm, Housemates
began to argue. Staff verbally intervened.
[Client A] picked up a water bottle and
threw it at her housemate [client B],
hitting [client B] in the head. Staff was
between the two clients attempting to
keep distance between them, the
housemate [client B] with the water
bottle pushed staff toward and grabbed
[client A] by the hair. Staff was getting
hit from behind in the back and shoulder
as [client B] attempted to punch [client
A]. Staffused PIA (Physical Intervention
Alternatives) during the altercation to
release housemates hand from the hair
grab. [Client A] was bent down and staff
saw her glasses come off and fall to the
floor. During this moment staff heard the
back door open and housemate [client B]
was no longer against staffs back. [Client
A] began yelling and exited the van
through the front passenger door. [Client
A] was out of the van for several minutes
with another staff when [client A]
returned she was calm."

-Client B's 6/17/15 DSR indicated on
6/17/15 client B was involved in verbal
altercations with multiple clients in the
morning hours and "was verbally
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redirected when she continued calling a
client a b----"and on "6/17/15 from
7am-3:00pm, The other client threw a
water bottle and hit [client B] in the head.
[Client B] grabbed the other client by the
hair and pushed her body against back of
the staff member standing between
them...She attempted to hit the client
(client A)."
This federal tag relates to complaint
#IN00176248.
9-3-2(a)
W 0157 | 483.420(d)4)
STAFF TREATMENT OF CLIENTS
Bldg. 00 | If the alleged violation is verified, appropriate
corrective action must be taken.
Based on record review and interview, W 0157 . 07/17/2015
for 3 of 3 sampled clients (clients A, B, 1.Client A
and C), the facility failed to complete 1.The QIDP had a copy of the
effective corrective action to prevent IDT notes in an off-site office file
future incidents of elopement and for Client A stating when the 1:1
physical aggression behaviors. staffing supervision was changed
after a prior incident. The QIDP
o ) will receive retraining on ensuring
Findings include: that all IDT notes are available for
review in client’s program books.
1. On 6/24/15 at 11:00am, the facility's 1 Cliont A's ISP and BSP h
.Client A’s an ave
BPDS '(]_.%ureau gf Developmental been updated to include
Disabilities SCerCCS) repOftS and elopement as a targeted
investigations were reviewed. The review behavior. Included in the plans
indicated the following for client A: are strategies for staff to use to
know how and when to intervene
to ensure Client A’s safety
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-A 6/18/15 BDDS report for an incident regarding elopement behaviors.
on 6/17/15 at 6:00pm indicated "On
Wednesday, June 17, 2015 at 5:52pm" QIDP will receive retraining to
the Residential Manager (RM) notified include ensuring that all
the Qualified Intellectual Disabilities consumers Behavior Support
Professional/Program Director Flanst 'ZCLUdhe a.II |dentg|ec|1
. " argeted behaviors and also
(QIDP/PD) t%lat client A "had eloped include strategies for how staff
from her Indiana Mentor Group Home. are to address targeted behaviors
Of the two staff on shift, one staff was on and prevent future occurrences.
an outing with other clients in the Group A review of all consumers
H d behind with the cli Behavior Support plans will be
ome an one. was behind with the client done to ensure all targeted
that eloped (client A) and a few other behaviors are identified in the
clients." The report indicated client A plans and strategies for how staff
eloped and "the one staff member (at the should address and prevent
targeted behaviors.
group home) walked to the end of the
driveway and watched the client while 1.QIDP has developed a goal
talking to [the RM]...eventually reporting for Client A to teach her about
she could no longer see the client." The personal safety. Client A ISP and
rt indicated client A arrived at Risk plan have been updated to
re.po indicated client A arrived at a reflect the new goal/objectives.
different all male group home QIDP will receive retraining on
"approximately a 1/2 (half) hour (sic) ensuring that client specific
later; staff was unable to ascertain how g;als/ Oble‘i;“‘r’]es r:\)re d?‘éelot?f?dd
. after a need has been identifie
she got there...[client A] refusc?d to go to assist consumers in working
back to her Group Home. Police were towards independence.
called and when they arrived, they told
the client she had the right to elope and 1.Client B
because she was not a threat of harm to Client B BSP has been updated
herself or those around her, they would to include the target behavior of
leave. Prior to leaving, they (the Police) elopement, including a
told [client A] she should go back home description of Client B elopement
. . . behavior and has identified client
which was approximately 7:00pm. o )
) ) specific strategies for staff to use
[Client A] got into the Group Home van, to prevent future elopement
cursing at staff, stating she was going to behaviors.
run away again as soon as she got there
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(back to her Group Home). [Client A] QIDP will receive retraining to
arrived to (her Group Home) shortly include ensuring that all
] X Rk consumers Behavior Support
before 8:00pm, still cursing at staff, Plans include all identified
laughing hysterically, and threatening to targeted behaviors and also
run. Both the staff on shift kept [client include strategies for how staff
A] within their sight because of [client are to address targeted behaviors
A's] threats." Th rt indicated cli and prevent future occurrences.
s] threats. e report indicated client A review of all consumers
A took her 8:00pm medications and Behavior Support plans will be
"Afterwards, [client A] told the staff to done to ensure all targeted
stop following her and then she started to behaviors are |der1t|f|ed in the
losed fi h o plans and strategies for how staff
use closed Tist punches to 'one St? should address and prevent
member whom was blocking [client A's] targeted behaviors.
way to an exit door. The staff member
attempted to use the one arm hold...The )
. 1.Client C
second staff was attempting to stop two
other clients whom were threatening to Client C’s BSP has been updated
elope at the same time. The first staff to include specific instructions for
member released [client A'S] arm and when staff are to utilize the pO”CG
. or other emergency service
[client A] ran out of the home. At that rgency ! .
) ] ] personnel to intervene regarding
time the [Residential Manager (RM)] was Client C SIB, Physical aggression
already parked in her car in front of the and/or elopement behaviors.
[Group Home] reporting to the [PD
. . QIDP will receive retraining to
(Program Director)] that [client A] was . ;
) ] ; include ensuring that all
threatening to leave when [client A] did consumers Behavior Support
just that... The [RM] turned her car on and Plans are comprehensive and
followed [client A] down the street and include all identified targeted
. behaviors and also include
into the apartment complex nearby where :
) ) . strategies for how staff are to
[the RM] lost sight of [client A]." The address targeted behaviors and
report indicated the RM and the PD prevent future occurrences. A
"drove around for a few minutes," could review of all consumers Behavior
not locate client A, and called the Police. Support plans will be dong o
o ) . ensure all targeted behaviors are
The report indicated "the time [client A] identified in the plans and
eloped was approximately 8:37pm. At strategies for how staff should
this time, [client A] has still not been address and prevent targeted
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located by the Police nor Mentor staff behaviors.
assisting in looking for [client A]...." ) i
Area Director will complete an
audit of all consumers Behavior
Client A's record was reviewed on Support Plans, ISPs and Risk
6/24/15 at 11:50am. plans to ensure that specifics of
-Client A's 5/4/15 ISP indicated client A what PlA teCh”'q“ej o ”fedm
\ . ) prevent consumers targete
had "targeted behaviors" which included: behaviors and when police or
Panic Attacks, Inappropriate interaction emergency personnel are to be
with males, and vacating (elopement) called to intervene with behaviors
behaviors. Client A's ISP indicated she are specnﬂczlagllyhoutllmesd in o
. consumers Behavior Suppo
had elopement behaviors 9/2/14 when Plans, ISPs and risk plans as
client A "was discovered to have eloped needed.
from her group home. She was found on
9/3/14 at 8:15am at a [name of group ;or thg. ne>t<t thrﬁle mqnths,llthe
. rea Director will review a
home] that of her alleged boyfrle.nd... changes or annual updates made
[Chent A] had consensual sex with her to any consumers Behavior
alleged boyfriend and also went to sleep Support plans completed by the
next to him during the night...9/24/14 QIDP to ensure that specific PIA
lient A found under her bed techniques recommended to use
[clien ] was tound un .er er bedroom to prevent consumers targeted
covers with two other clients whom behaviors and when staff are to
alleged that sexual misconduct had taken utilize emergency personnel to
place in the form of her (female) |nterY§ntaI|WItht::?eh2\(lo:rs] IS 8P
. . specifically outlined in their ,
hou.semate touching her %n the breast and ISP and Risk plans.
vagina area. The allegation could not be
substantiated...10/18/14 at 8:00pm, Ongoing after the three months,
[client A] successfully eloped from the the Area Director will complete a
h d later found at h random audit of a minimum of 2
grf)up ome an .was' ater found at her consumers per month BSP, ISP
(different) boyfriend's [name of group and Risk plans developed by the
home] at 8:28pm. She willingly QIDP to ensure that specific PIA
transported back to her group home but technlquets recommen?ed t? Lése
. to prevent consumers targete
Fhreatened to e.lope again...2/ ?7/ 15 stayed behaviors and when staff are to
(different) boyfriend while on a home intervene with behaviors is
visit in [name of city]...." Client A's ISP specifically outlined in their BSP,
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did not include proactive measures and
objectives to teach client A protective
measures regarding personal safety,
elopement, and safety skills. Client A's
ISP indicated she required twenty-four
hour a day staff supervision.

-Client A's 10/18/14, 9/24/14, and 9/2/14
IDT (Interdisciplinary Team) meeting
notes indicated "1:1 (One on One) staff
supervision" was implemented after each
incident of elopement and did not
indicate when the one on one staff
supervision was changed.

-Client A's 2/2014 BSP indicated
identified targeted behaviors of Panic
Attack, Inappropriate with males, and
vacating (elopement). Client A's BSP
indicated "Vacating...Staff should be
aware of [client A's] whereabouts at all
times...If [client A] elopes from staff,
keep her in sight and calmly request that
she make a positive choice, and return to
the home or vehicle with you...If [client
A] appears upset ask her if she wants to
talk about what is bothering her, or if she
needs time to be alone to calm herself
down. If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her, but do not make a big deal
out of it, do not discuss the situation
further. Give [client A] time to think

ISP and Risk plans.

Responsible Party: Home
Manager, QIDP, Regional Quality
Assurance Specialist, Area
Director.
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about it, 15 min. (minutes), while you are
following her and monitoring for safety.
If [client A] refuses after 15 minutes to
return, offer her another opportunity to
return, if she continues to refuse after
this offer, contact the PD (Program
Director) or PD (Program Director) on
call for further instruction, do not inform
[client A] that you are contacting the PD,
do not make a fuss or a big deal about
contacting the PD. If [client A's]
elopement has put her in a potentially
dangerous situation in a high traffic area,
implement least restrictive agency
approved physical intervention (PIA) to
maintain safety. If possible a staff
member that is not actively intervening
with [client A] contact the PD...." Client
A's BSP did not include the agency's
definition for PIA.

On 6/24/15 at 10:30am, an interview was
conducted with the QIDP/PD. The
QIDP/PD stated client A did not
recognize danger, "required" twenty-four
hour staff supervision, and had eloped
from the group home on 6/17/15. The
QIDP/PD indicated client A's ISP, BSP,
and risk plans should have been
implemented on 6/17/15.

The QIDP/PD indicated the facility's
abuse and neglect policy should be
implemented and recommendations
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should be developed and implemented to
prevent recurrence of incidents of abuse,
neglect or mistreatment. The QIDP/PD
stated she was filling out the paperwork
for the application of client A's Protect
Life Saver program and indicated after
the application was submitted it "would
be at least two months or longer" before
client A would be available for the
program. When asked what protective
measures and corrective actions had been
developed after client A's continued
elopement behaviors, the QIDP/PD
stated "We added one on one staftf"
supervision. When asked why client A
did not have one on one staff supervision
on 6/17/15, the QIDP/PD indicated there
were two (2) staff in the home on the
schedule and one of the two was gone
with client E on a community outing
which left one staff alone with seven (7)
clients. The QIDP/PD indicated there
were three (3) additional clients living in
the group home who were elopement
risks. The QIDP/PD stated she was
"unsure" when client A's one on one staff
supervision was discontinued. The
QIDP/PD stated client A "did not

nn

recognize danger," "required staff
supervision," and was "unsafe" when she
runs into traffic on the streets during
elopements on 6/17/15. The QIDP/PD
indicated client A's ISP, BSP, and Risk

Plans did not document proactive
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strategies to protect and to teach client A
regarding personal safety and elopement.

2. For client B:

-A 4/29/15 BDDS report for an incident
on 4/28/15 at 5:10pm indicated client B
returned from a psychiatric appointment
"agitated that she was having a med
(medication) increase. Shortly later, she
was prompted by staff to turn her music
down." The report indicated client B
"responded by flipping the living room
table and charging the staff." The report
indicated client B "eloped out the front
door where staff watched her from the
front porch. Staff watched [client B] go
to the neighbor's house on both sides of
the group home, knocking on their doors,
staff had client in sight from the group
home front porch. Finally, a person
answered the door to one of the houses
and [client B] went inside where staff lost
sight of her. At that time, [the PD/QIDP]
was notified. Client returned to the group
home site within 2 minutes stating she
called her sister." The report indicated
client B told the PD/QIDP that the staff
on duty at the group home had "pushed
[client B] and that was why she had to go
call her sister...Plan to resolve...Client's
plan to be changed to include that of
Elopement."

On 6/24/15 at 2:40pm and on 6/25/15 at
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8:25am, client B's record was reviewed.
Client B's 9/2014 BSP did not include
elopement behaviors. An additional non
approved HRC (Human Rights
Committee) 4/28/15 BSP and 4/28/15
ISP included elopement behavior on the
list of targeted behaviors and did not
include interventions staff should use and
did not include a written description of
client B's elopement behavior.

An interview was conducted with
PD/QIDP (Program Director/Qualified
Intellectual Disabilities Professional) on
6/25/15 at 10:15 AM. PD/QIDP
indicated client B's BSP should include
specific instructions and/or interventions
regarding what staff should do when
client B elopes. The PD/QIDP indicated
client B should be supervised by facility
staff twenty-four hours a day seven days
a week. The QIDP/PD indicated client
B's incident did not include corrective
action and/or recommendation to protect
client B from future incidents.

3. For client C:

-A 5/15/15 BDDS report for an incident
on 5/14/15 at 5:50 PM indicated, "At
5:50 PM, the PD (Program Director) was
notified that [client C] had left the
premises of the group home walking on
the sidewalk. [The PD] informed the staff
they would arrive to (sic) the site in
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25-30 minutes to assist. Staff reported
they stayed with the [client C], walking
down the street sidewalk of the group
home, continuing to follow and
attempt(ing) to redirect [client C] when
[client C] turned onto [road] a busy
street. At that time, [client C] stepped off
the sidewalk and into the street, back and
forth numerous times in an unsafe
manner. The staff was able to guide
[client C] back onto the sidewalk each
time, however, felt that [client C] was
attempting to harm themselves (sic) so
the staff member called 911. Police
intercepted the client when she was
walking on [street] near [street]. Police
called the group home, requesting the
second staff member, working that night
and attending to the other clients, pick
[client C] and the first staff member up
from their position. The second staff
member gathered up the clients she was
caring for, placed them into the van and
picked up the did so (sic). [PD #1]
arrived to (sic) the site at 6:20 PM to find
that [client C] had been brought back to
the site by staff who picked her up from
police and the first staff member's care."
No corrective action was available for
review.

-A 4/13/15 BDDS report for an incident
on 4/12/15 at 10:45 PM indicated, "[HM
(Home Manager)] called (the) on-call
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[PD] to report that [client C] had walked
away from the group home. Staff called
911 for additional supports and when
staff hung up the phone, [client C] was
back at the group home. [Client C] was
out of staff's sight for 2 minutes before
returning back to (the) group home." No
corrective action was available for
review.

-A 3/7/15 BDDS report indicated, "At
6:45 PM, [PD] was notified by staff that
911 had been called from the group home
due to [client C's] physical aggression
toward staff. Prior to the 911 call, staff
prompted [client C] to pick up the piles
of clothes all around her bed and start
washing them or hanging them up if they
were clean. [Client C] started to yell
loudly that she was not going to clean up
her room. The staff then started picking
up the clothes that smelled of urine and
started to walk out of her room to the
washing machine. At that time and just as
the staff member was exiting [client C's]
room, [client C] put both of her hands on
the staff, proceeded to punch her with
both closed fists multiple times. The
second staff then ran down the hall to
[client C's] room and attempted to put
herself in between [client C] and the staff
member getting hit but [client C] kept
reaching around her and punching the
first staff member whom was on the

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

SCES11 Facility ID:

000980 If continuation sheet

Page 83 of 208




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

PRINTED: 07/23/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G466

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
07/01/2015

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC

STREET ADDRESS, CITY, STATE, ZIP CODE
1926 W 75TH PL
INDIANAPOLIS, IN 46260

(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

bedroom floor. The second staff member
continued to use two hand blocks to keep
both staff safe. Sometime during this
altercation another client in the home
proceeded to call 911 of their own
accord. [Client C] continued physical
aggression until shortly before the police
showed up to the group home about 5
minutes after she hit staff the first time.
[Client C] was questioned by the police,
told to stop her behavior and the police
left. As soon as they left, [client C]
started threatening to harm herself,
yelling and pacing the home without
ceasing for 20 minutes straight. During
those 20 minutes she was reaching for
items, saying she was going to cut
herself. At that time, staff felt they could
not keep themselves nor [client C's]
housemates safe, so staff called 911
again. Upon the arrival of police for the
second time, [client C] was taken to
[hospital]." No corrective action was
available for review.

Client C's record was reviewed on
6/24/15 at 2:00 PM. Client C's 9/20/14
BSP indicated the following:

-"Response Measures- SIB. If staff
observed [client C] engaging in SIB,
request that she stop the behavior. If she
stops the SIB, thank her. Request that
[client C] then engage in a leisure activity
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or utilize her coloring sheets. If [client C]
would like to talk with staff, staff should
allow [client C] time to discuss her
concern or frustration. If [Client C]
continues the behavior after being
requested to stop and the behavior is not
causing her physical harm, i.e. scratching
at skin without breaking skin, pinching
herself etc., ignore the behavior but not
[client C]. Continue to monitor [client C]
for the SIB to escalate. Request that
[client C] engage in another activity with
you. It is important that she engage with
staff at this time. Staff should color with
her, go for a walk, play a game etc. with
[client C]. If steps above are unsuccessful
and the SIB is a threat to [client C's]
safety, use the least amount of agency
approved physical intervention (PIA) to
stop the SIB. Inform the PD (or) PD
on-call." The review did not indicate
documentation of when staff should
utilize police or other emergency service
personnel to intervene regarding client
C's SIB.

-"Aggressive Outburst: (1.) Immediately
request that [client C] cease the behavior.
Request that she calm herself down.
Inform [client C] that once she is calm,
you will spend time with her talking
about what is upsetting her. Allow her to
tell you what she is upset about. All you
need to do is listen to her. When she has
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finished encourage her and engage with
her in an activity such as coloring,
exercise or playing a game; (2.) If the
behavior continues and is directed toward
other person in the environment, ask
them to leave the area for their own
safety. Prompt [client C] to engage in a
calming activity; (3.) Do not touch [client
C] but tell her she will be okay, ask her
what you can do to assist her with
calming down; (4.) If [client C] is unable
or unwilling to calm down or if the
outburst is a danger to self or others
proceed to step 5; (5.) Direct [client C] to
discontinue the behavior immediately;
(6.) If the aggressive outburst continues
and is a risk of injury to self or others use
the agency approved minimum amount of
physical guidance necessary to stop the
behavior. Use the techniques taught by
Indiana Mentor (PIA)." The review did
not indicate documentation of when staff
should utilize police or other emergency
service personnel to intervene regarding
client C's aggressive outburst/aggression.

-"Vacating. Staff should be aware of
[client C's] whereabouts at all times. In
inclement weather, keep protective
clothing for staff and [client C] near the
door so that it is easily available if [client
C] exits the home. If [client C] elopes
from staff, keep her in sight and calmly
request that she make a positive choice
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and return to the home or vehicle with
you. (3.) (sic) If [client C] responds,
thank her for returning and continue with
the activity or outing that was going on
previous to her elopement. If [client C]
appears upset ask her if she wants to talk
about what is bothering her or if she
needs time to be alone to calm herself
down. (4.) If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her but do not make a big deal
out of it, do not discuss the situation
further. Give [client C] time to think
about it (15 minutes) while you are
following her and monitoring for safety.
(5.) If [client C] refuses after 15 minutes
to return, offer her another opportunity to
return, if she continues to refuse after this
offer, contact the PD or PD on-call for
further instructions." The review did not
indicate documentation of when staff
should utilize police or other emergency
service personnel to intervene regarding
client C's elopement behaviors.

Client C's 5/4/15 "Risk Management
Plan" indicated client C did not
"associate consequences with actions,
[client C] receives 24/7 (twenty-four
hours and day seven days a week) staff
support and supervision...[client C] is
impulsive and can be defiant...[client C]
will not be unattended in the
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W 0159

Bldg. 00

community...law enforcement may get
involved due to elopement."”

An interview was conducted with
PD/QIDP (Program Director/Qualified
Intellectual Disabilities Professional) on
6/25/15 at 10:15 AM. PD/QIDP
indicated client C's BSP should include
specific instructions or interventions
regarding when staft should utilize police
or other emergency service personnel to
intervene regarding client C's SIB,
physical aggression or elopement
behaviors. PD/QIDP indicated client C's
police involvement component was
indicated on client C's Risk Plan.

This federal tag relates to complaint
#IN00176248.

9-3-2(a)

483.430(a)

QUALIFIED MENTAL RETARDATION
PROFESSIONAL

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

Based on record review and interview for
3 of 3 sampled clients (clients A, B, and
C), the QIDP (Qualified Intellectual
Disabilities Professional) failed to
integrate, coordinate, and monitor clients
A, B, and C's active treatment programs.

1.Please refer to W149
2.Please refer to W227
3.Please refer to W240
4.Please refer to W249
5.Please refer toW289

6. QIDP will be retrained on

W 0159

review of QIDP responsibilities
related to recognizing behavioral

07/17/2015
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and medical patterns and
Findings include: ensuring effective corrective
’ action is taken to prevent future
occurrences. Training will include
1. The QIDP failed to ensure ensuring that IDTs are held as
implementation of the agency's policy soon as possible after an incident
and procedure to prohibit abuse, neglect, that requires immediate ,
. d loitati £ protective measures to be put in
mistreatment, and/or exploitation o place. The IDT should determine
clients A, B, and C. The QIDP failed to if the immediate protective
protect client A from elopement after a measures are appropriate to
history of elopement behaviors was continue and if any ghanges need
identified which lted i 1 to be made. QIDP will update and
identified which resulted in sexua revise ISP, RMAP, Behavior
assault, substance abuse, and personal Support Plan, etc. as needed.
injury. The QIDP failed to ensure staff QIDP will ensure all staff are
were available and competent to trained on any updates to any of
. d imol t client A. B. and the above documents. QIDP
SUpervise an. .1mp ement client A, B, an retraining will include ensuring
C's ISP (Individual Support Plan), BSP that documentation of IDT
(Behavior Support Plan), and Risk Plan. meetings and topics discussed is
The QIDP failed to develop further completed and available in client
f ds and fi charts for review.
sa egutalr S a.n corrective measures Area Director will meet with QIDP
regarding client A, B, and C's continued weekly for 4 weeks to review any
elopement behaviors for 3 of 3 sampled incidents that have occurred in
clients (clients A, B, and C). Please refer the home, the effectiveness of
to W149 protective measures that have
0 ’ been put into place and
recommendations from any IDT
2. The QIDP failed to integrate, meetings that have occurred.
coordinate, and monitor to ensure client gfter tthe fl'r”st 4 erll‘ti’ tt:e g{gi
. . irector will meet with the
A, B, and C's ISPs (Ind1.V1dual Support at least twice monthly to review
Plan) and BSPs (Behavior Support Plan) any incidents that have occurred
included specific interventions to address in the home, the effectiveness of
client A, B, and C's elopement behaviors Erotectlvtg r?ealsures thdat have
and teach personal safety. Please refer to een put in‘o place an
recommendations from any IDT
W227. meetings that have occurred.
After 8 weeks the Area Director
3. The QIDP failed to integrate, the frequency of ongoing
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coordinate, and monitor to ensure client
A, B, and C's BSP (Behavior Support
Plan) indicated when facility staff should
contact emergency service personnel
and/or described interventions to promote
independence regarding client A, B, and
C's elopement and/or physical aggression
behavior incidents. Please refer to W240.

4. The QIDP failed to integrate,
coordinate, and monitor to use formal
and informal opportunities to implement
client A, B, and C's ISP (Individual
Support Plan) and BSP (Behavior
Support Plan) when opportunities existed
and failed to use consistent approaches
during physically aggressive behaviors
and elopement behaviors. Please refer to
W249.

5. The QIDP failed to integrate,
coordinate, and monitor interventions
employed for behavior and to have a
written description in client A's plan for
physical behavioral
interventions/Physical Intervention
Alternatives (PIA) which were used for
client A. Please refer to W289.

This federal tag relates to complaint
#IN00176248.

9-3-3(a)

meetings.
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W 0186 | 483.430(d)(1-2)
DIRECT CARE STAFF
Bldg. 00 The facility must provide sufficient direct
care staff to manage and supervise clients in
accordance with their individual program
plans.
Direct care staff are defined as the present
on-duty staff calculated over all shifts in a
24-hour period for each defined residential
living unit.
Based on observation, interview, and W 0186 A 1:1 staffing protocol has been 07/17/2015
record review, for 3 of 3 sampled clients Fjeveloped fo.r Client A and will be
L. . immediately implemented upon
(A, B, and C) and 5 additional clients (D, her return to the group home for
E, F, G and H), the facility failed to client protections. Each staff
ensure sufficient staff were present to responsible for the
supervise clients based on their identified g:gtls::nt?”tfg tcr):::d1;:)1r'or to
. wi i i
behawors of elopement (AWOL Absent assuming responsibility. At this
Without Leave) in the group home. point Client A has not returned to
the Group home so this 1:1
Findings include: protocol has not been put into
’ place.
On 6/23/15 at 350pm, clients B, C, D, E, Home Manager’ QIDP and Area
F, G, and H arrived home from the Director have met to review the
workshop at 3:30 PM. At 3:50pm, an current staffing schedule and
. . d d with the H identify the staffing needs of the
Interview was con u.cte i with the House home. It has been identified that
Manager (HM) who indicated there were the staffing ratio in the home will
supposed to be 2 staff working the consist of a minimum of 2 staff
evening shift daily and 1 staff working during waking hours, so that if
durine th oht periods. F one consumer elopes one staff is
uring the o.vermg periods. krom able to follow that consumer while
3:50pm until 4:25pm, two (2) staff were the other staff can stay with the
on duty with seven (7) clients (clients B, remaining clients and call the
C,D,E, F, G, and H). From 4:25pm Home Manager, Q'Df’fof
o oe .- emergency personnel for
until 5.459m, three (3') fac1'11ty staff were assistance as needed. At this
on duty with seven clients in the group time, increased staffing during
home. Client A was not in the group overnight hours has not been a
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home. determined need on an ongoing
basis, however if a situation
. occurs where there is an
Ofl 6/24/15 from 6:30am until 7:15am, identified risk of the potential for
clients B, C, D, E, F, G, and H were at elopement based on observations
the group home with one (1) facility staff or expressed needs of the
and the House Manager (HM). From f:orllsg.merl:s) or gutS{de par‘u(.ads,
) . . including Day Service providers,
7:15am until 8:10am, two (2) facility therapists, parents/guardians,
staff and the House Manager were at the etc., additional staffing will be
group home with seven clients. assigned for overnight hours.
Need for ongoing additional
) i overnight staffing will be
On 6/25/15 from 6:50am until 7:00am, assessed by QIDP and Area
one (1) facility staff and the House Director on a daily basis.
Manager was at the group home with
seven clients. From 7:00am until Waez trtadctonsumirsfatrr:a o
. scheduled to be out of the house
7:50am, two (2) facility staff and the for community activities,
House Manager was at the group home additional staffing will be
with seven clients. assigned to accompany
consumers so that if any
. - elopements are attempted one
On 6/26/1 5. t.‘rom 6:05am until 7:18am, staff will be able to follow the
one (1) facility staff was at the group eloping consumer and implement
home with seven clients. From 7:18am Behavior Plan strategies and the
until 7:25am, two (2) facility staff were ot:er staff can remglln Wltt: the
. . other consumers. Since there
at the group home with seven clients. are two consumers remaining in
the home that have identified
On 6/24/15 at 1:25pm, a review of the target behaviors of elopement,
facility's staffing schedule was ef“;p will bteh provided "‘ft'th. 1:1
Ll staffing in the community in case
conducjted. The schedule indicated for elopements are attempted.
the period from 6/14/15 through 6/27/15:
for Monday through Friday, the morning The Home Manager and QIDP
(day shift) for two (2) shift staff worked wil meert] m'n'r:m:j"] 0; weekly tot
) A . review the scheduled community
from.7.00 AM untlll 3:00 PM, in the activities and adjust the schedule
evening two (2) shift staff worked from accordingly to assign additional
2:00 PM to 10:00 PM, and one (1) shift staffing to ensure all consumers
staff worked from 10:00 PM to 8:30 AM. health and safety needs are being
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For the weekend one (1) facility staff for met. All direct care staff have
the period from 7:00 AM until 3:00 PM rece.wed trgmmg on necessary
. i staffing ratios while in the group
anq one (1) facility staff. from 8:00 AM home and out on community
until 3:00 PM, two facility staff from outings. Training included that if
2:00 PM until 10:00 PM, and one facility any situation occur that these
staff from 10:00 PM until 8:30 AM staffing ratios are not able to be
' ’ ) met for some reason (one client
elopes, a staff is late to a shift,
On 6/29/15 at 5:30pm, a review of the etc.) they are to notify the Home
facility's staffing schedule was Manager and/or QIDP
conducted. The schedule indicated for :\r/llwmedlatelyds/o thQaItDtge Home
. . anager and/or can
the week of 6/29/15 in the morning (day arrange for additional staffing
shift) two (2) shift staff worked from support as soon as possible so
7:00 AM until 3:00 PM, in the evening that consumers health and safety
two (2) shift staff worked from 2:00 PM needs :re bglnlg; m?t.dAnothsr
] . group home is located nearby
to 10:00 PM, and one (1) shift staff that can be used as an option for
worked from 10:00 PM to 8:30 AM. additional staffing support quickly
in the event that a consumers
On 6/24/15 at 11:00am, the facility's elopes or staffing situation occurs
that prevents the assigned
BPDS_ .(].3ureau O_f Developmental staffing ratios from being
Disabilities Services) reports and implemented until the Home
investigations were reviewed. The review Manager and/or QIDP is able to
indicated the following for clients A, B, secure additional staffing or get to
and C: the site themselves.
Management observations will be
-A 6/18/15 BDDS report for an incident completed a minimum of daily for
on 6/17/15 at 6:00pm indicated "On 6twf§eks tct)' ensurebth.at as&ggecij
. " staffing ratios are being provide
Wednes:day, .June 17,2015 at 5.52pm and Behavior Support plans are
the Residential Manager (RM) notified being implemented as written.
the Qualified Intellectual Disabilities Identified managers that are able
Professional/Program Director to Toénpleltgsagy ob;gwattions
(QIDP/PD) that client A "had eloped include QIDP, Area Director,
] Regional Director, Quality
from her Indiana Mentor Group Home. Assurance Manager, Behavior
Of the two staff on shift, one staff was on Specialist and any other QIDP or
an outing with other clients in the Group Area Directors that have been
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Home and one was behind with the client trained on the needs of the
that eloped (client A) and a few other home. Home Ma.r?agers are able
X N T . to complete additional
clients." The report indicated client A observations to ensure that
eloped and "the one staff member (at the assigned staffing ratios are being
group home) walked to the end of the provided and Behavior Support
driveway and watched the client while ple.ms are being implemented as
Ik h It . written but Home Manager
talking to [the RM]...eventually reporting observations will not replace daily
she could no longer see the client." The upper management
report indicated client A arrived at a observations. Any of the above
different all male group home de3|gna.ted managers that are
" imatelv a 1/2 (half) h . completing observations will
approximately a (half) our' (sic) complete an observation checklist
later; staff was unable to ascertain how that designates if appropriate
she got there...[client A] refused to go staffing levels are being
back to her Group Home. Police were maintained, if Behavior plans are
. being implemented as written and
calleq and when they a.rrlved, they told will review that documentation is
the client she had the I'lght to elope and being completed. If any issues
because she was not a threat of harm to are noted, the Management
herself or those around her, they would observer will immediately notify
! Prior to leavi thev (the Poli the assigned homes QIDP or
cave. ) rior to leaving, they (the Police) Area Director so that immediate
told [Cllent A] she should g0 back home corrective measures can be put
which was approximately 7:00pm. into place. The Area Director or
[Client A] got into the Group Home van, Reglonal. Director VYI|| review all
. t staff. stati h ino t observation checklists to ensure
cursing at s a' » Staling She was going 1o that appropriate staffing levels are
run away again as soon as she got there being maintained, Behavior plans
(back to her Group Home). [Client A] are being implemented as written
arrived to (her Group Home) shortly and will review that -
before 8:00pm, still cursing at staff, documentation is being
clo e. ~UP ’.S cursing at s ? completed. After the 6 weeks, a
laughing hysterically, and threatening to team of the QIDP, Area Director,
run. Both the staff on shift kept [client Regional Director and Quality
A] within their sight because of [client assuranct:)e mantager wnIIImeetdto
.- . i i t
A's] threats." The report indicated client review observation resutts an
o develop plan for frequency that
A took her 8:00pm medications and ongoing upper management
"Afterwards, [client A] told the staff to observations will occur.
stop following her and then she started to
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use closed fist punches to one staff Client A, B and C Behavior plans,
member whom was blocking [client A's] Risk plans and ISP have all been
. h I updated to reflect what level of
way to an exit door. The staff member supervision above clients need
attempted to use the one arm hold...The while in the group home, on
second staff was attempting to stop two community outings and in the
other clients whom were threatening to event that an.elopement oceurs
. and after a client is returned
elope at the same time. The first staff home after an elopement
member released [client A's] arm and behavior occurs.
[client A] ran out of the home. At that
time the [Residential Manager (RM)] was _QIDP will receive retraining to
Iread ked in h 6 fih include ensuring that supervision
alrcady parked in het 'car in front of the levels of all consumers are
[Group Home] reporting to the [PD] that identified in their individual ISP,
[client A] was threatening to leave when BSP and risk plans. Training will
[client A] did just that...The [RM] turned also include ensuring that Home
h d foll dTclient A1d Manger and QIDP are meeting
Cr car on an ] ollowed [client A] down weekly to review the scheduled
the street and into the apartment complex community activities and adjust
nearby where [the RM] lost sight of the schedule accordingly to
[client A]." The report indicated the RM assign additional staffing to
dthe PD "d d f ensure all consumers health and
an. ¢ rove aroun o.r atew safety needs are being met.
minutes," could not locate client A, and
called the Police. The report indicated The Area Director or Regional
"the time [client A] eloped was Director will review all observation
imately 8:37 At this ti checklists to ensure that
approx1ma cly N pm. 15 ime, appropriate staffing levels are
[Cllel’lt A] has still not been located by the being maintained, Behavior p|ans
Police nor Mentor staff assisting in are being implemented as written
looking for [client A]...." and will review that -
documentation is being
o completed. After the 6 weeks, a
-A 4/29/15 BDDS report for an incident team of the QIDP, Area Director,
on 4/28/15 at 5:10pm indicated client B Regional Director and Quality
returned from a psychiatric appointment assurance manager will meet to
"o o . review observation results and
agitated that she was having a med
o ) develop plan for frequency that
(medication) increase. Shortly later, she ongoing upper management
was prompted by staff to turn her music observations will occur.
down." The report indicated client B
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"responded by flipping the living room
table and charging the staff." The report
indicated client B "eloped out the front
door where staff watched her from the
front porch. Staff watched [client B] go
to the neighbor's house on both sides of
the group home, knocking on their doors,
staff had client in sight from the group
home front porch. Finally, a person
answered the door to one of the houses
and [client B] went inside where staff lost
sight of her. At that time, [the PD/QIDP]
was notified. Client returned to the group
home site within 2 minutes stating she
called her sister." The report indicated
client B told the PD/QIDP that the staff
on duty at the group home had "pushed
[client B] and that was why she had to go
call her sister...Plan to resolve...Clients'
plan to be changed to include that of
Elopement."

-A 5/15/15 BDDS report for an incident
on 5/14/15 at 5:50 PM indicated, "At
5:50 PM, the PD (Program Director) was
notified that [client C] had left the
premises of the group home walking on
the sidewalk. [The PD] informed the staff
they would arrive to (sic) the site in
25-30 minutes to assist. Staff reported
they stayed with the [client C], walking
down the street sidewalk of the group
home, continuing to follow and
attempt(ing) to redirect [client C] when
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[client C] turned onto [road] a busy
street. At that time, [client C] stepped off
the sidewalk and into the street, back and
forth numerous times in an unsafe
manner. The staff was able to guide
[client C] back onto the sidewalk each
time, however, felt that [client C] was
attempting to harm themselves (sic) so
the staff member called 911. Police
intercepted the client when she was
walking on [street] near [street]. Police
called the group home, requesting the
second staff member, working that night
and attending to the other clients, pick
[client C] and the first staff member up
from their position. The second staff
member gathered up the clients she was
caring for, placed them into the van and
picked up the did so (sic). [PD #1]
arrived to (sic) the site at 6:20 PM to find
that [client C] had been brought back to
the site by staff who picked her up from
police and the first staff member's care."

-A 4/13/15 BDDS report for an incident
on 4/12/15 at 10:45 PM indicated, "[HM
(Home Manager)] called (the) on-call
[PD] to report that [client C] had walked
away from the group home. Staff called
911 for additional supports and when
staff hung up the phone, [client C] was
back at the group home. [Client C] was
out of staff's sight for 2 minutes before
returning back to (the) group home."
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-A 3/7/15 BDDS report indicated, "At
6:45 PM, [PD] was notified by staff that
911 had been called from the group home
due to [client C's] physical aggression
toward staff. Prior to the 911 call, staff
prompted [client C] to pick up the piles
of clothes all around her bed and start
washing them or hanging them up if they
were clean. [Client C] started to yell
loudly that she was not going to clean up
her room. The staff then started picking
up the clothes that smelled of urine and
started to walk out of her room to the
washing machine. At that time and just as
the staff member was exiting [client C's]
room, [client C] put both of her hands on
the staff, proceeded to punch her with
both closed fists multiple times. The
second staff then ran down the hall to
[client B's] room and attempted to put
herself in between [client C] and the staff
member getting hit but [client C] kept
reaching around her and punching the
first staff member whom was on the
bedroom floor. The second staff member
continued to use two hand blocks to keep
both staff safe. Sometime during this
altercation another client in the home
proceeded to call 911 of their own
accord. [Client C] continued physical
aggression until shortly before the police
showed up to the group home about 5
minutes after she hit staff the first time.
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[Client C] was questioned by the police,
told to stop her behavior and the police
left. As soon as they left, [client C]
started threatening to harm herself,
yelling and pacing the home without
ceasing for 20 minutes straight. During
those 20 minutes she was reaching for
items, saying she was going to cut
herself. At that time, staff felt they could
not keep themselves nor [client C's]
housemates safe, so staff called 911
again. Upon the arrival of police for the
second time, [client C] was taken to
[hospital]."

Client A's record was reviewed on
6/24/15 at 11:50am.

-Client A's 5/4/15 ISP indicated client A
had "targeted behaviors" which included:
Panic Attacks, Inappropriate interaction
with males, and vacating (elopement)
behaviors. Client A's ISP indicated she
had elopement behaviors 9/2/14 when
client A "was discovered to have eloped
from her group home. She was found on
9/3/14 at 8:15am at a [name of group
home] that of her alleged boyfriend...
[Client A] had consensual sex with her
alleged boyfriend and also went to sleep
next to him during the night...9/24/14
[client A] was found under her bedroom
covers with two other clients whom
alleged that sexual misconduct had taken
place in the form of her (female)
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housemate touching her in the breast and
vagina area. The allegation could not be
substantiated...10/18/14 at 8:00pm,
[client A] successfully eloped from the
group home and was later found at her
(different) boyfriend's [name of group
home] at 8:28pm. She willingly
transported back to her group home but
threatened to elope again...2/17/15 stayed
in a hotel all night and day with her
(different) boyfriend while on a home
visit in [name of city]...." Client A's ISP
indicated she required twenty-four hour a
day staff supervision.

-Client A's 10/18/14, 9/24/14, and 9/2/14
IDT (Interdisciplinary Team) meeting
notes indicated "1:1 (One on One) staff
supervision" was implemented after each
incident of elopement and did not
indicate when the one on one staff
supervision was changed.

-Client A's 5/4/2015 "Risk Management
Assessment and Plan" indicated client A
"Presents a risk" for the following areas
of assessment: "Wears glasses...Some
balance issues due to her left leg being
somewhat shorter than her right, walks
with a limp...slight weakness in her
hand...is not able to administer
medications independently...panic
attacks...(does not) associate
consequences with actions [client A] has
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a history of inappropriate interactions
with males as well as placing herself in
potentially dangerous situations in her
interactions with males. Would benefit
from 24/7 supervision to ensure her
health and safety and general welfare...
(does not) inform support person (the
staff) of plans when leaving home area.
[Client A] has history of
elopement...would readily get into a car
with a man she does not know if he paid
attention to her...(does not) exhibit
socially accepted behaviors in public...
(does not) have ability to remain alone in
any environment. [Client A] lacks the
ability to do this independently...Would
not likely defend herself...may not be
able to recognize what is considered
abuse and therefore not report
appropriately...[Client A] needs
assistance with her finances...has a
history of cutting herself...[Client A]
requires 24 hour awake supervision."

-Client A's 2/2014 BSP indicated
identified targeted behaviors of Panic
Attack, Inappropriate with males, and
vacating (elopement). Client A's BSP
indicated "Vacating...Staff should be
aware of [client A's] whereabouts at all
times...If [client A] elopes from staff,
keep her in sight and calmly request that
she make a positive choice, and return to
the home or vehicle with you...If [client
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A] appears upset ask her if she wants to
talk about what is bothering her, or if she
needs time to be alone to calm herself
down. If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her, but do not make a big deal
out of it, do not discuss the situation
further. Give [client A] time to think
about it, 15 min. (minutes), while you are
following her and monitoring for safety.
If [client A] refuses after 15 minutes to
return, offer her another opportunity to
return, if she continues to refuse after
this offer, contact the PD (Program
Director) or PD (Program Director) on
call for further instruction, do not inform
[client A] that you are contacting the PD,
do not make a fuss or a big deal about
contacting the PD. If [client A's]
elopement has put her in a potentially
dangerous situation in a high traffic area,
implement least restrictive agency
approved physical intervention (PIA) to
maintain safety. If possible a staff
member that is not actively intervening
with [client A] contact the PD...." Client
A's plans did not include what level of
staff supervision staff were to provide.

On 6/24/15 at 2:40pm and on 6/25/15 at
8:25am, client B's record was reviewed.
Client B's 9/2014 BSP for the group
home staff to use did not include
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elopement behaviors. An additional non
approved HRC (Human Rights
Committee) 4/28/15 BSP and 4/28/15
ISP included elopement behavior on the
list of targeted behaviors and did not
include interventions staff should use and
did not include a written description of
client B's elopement behavior. Client B's
plans did not include what level of staff
supervision staff were to provide.

Client C's record was reviewed on
6/24/15 at 2:00 PM. Client C's 9/20/14
BSP indicated the following and did not
include what level of staff supervision
staff were to provide.

-"Response Measures- SIB. If staff
observed [client C] engaging in SIB,
request that she stop the behavior. If she
stops the SIB, thank her. Request that
[client C] then engage in a leisure activity
or utilize her coloring sheets. If [client C]
would like to talk with staff, staff should
allow [client C] time to discuss her
concern or frustration. If [Client C]
continues the behavior after being
requested to stop and the behavior is not
causing her physical harm, i.e. scratching
at skin without breaking skin, pinching
herself etc., ignore the behavior but not
[client C]. Continue to monitor [client C]
for the SIB to escalate. Request that
[client C] engage in another activity with
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you. It is important that she engage with
staff at this time. Staff should color with
her, go for a walk, play a game etc. with
[client C]. If steps above are unsuccessful
and the SIB is a threat to [client C's]
safety, use the least amount of agency
approved physical intervention (PIA) to
stop the SIB. Inform the PD (or) PD
on-call." The review did not indicate
documentation of when staff should
utilize police or other emergency service
personnel to intervene regarding client
C's SIB.

-"Aggressive Outburst: (1.) Immediately
request that [client C] cease the behavior.
Request that she calm herself down.
Inform [client C] that once she is calm,
you will spend time with her talking
about what is upsetting her. Allow her to
tell you what she is upset about. All you
need to do is listen to her. When she has
finished encourage her and engage with
her in an activity such as coloring,
exercise or playing a game; (2.) If the
behavior continues and is directed toward
other person in the environment, ask
them to leave the area for their own
safety. Prompt [client C] to engage in a
calming activity; (3.) Do not touch [client
C] but tell her she will be okay, ask her
what you can do to assist her with
calming down; (4.) If [client C] is unable
or unwilling to calm down or if the
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outburst is a danger to self or others
proceed to step 5; (5.) Direct [client C] to
discontinue the behavior immediately;
(6.) If the aggressive outburst continues
and is a risk of injury to self or others use
the agency approved minimum amount of
physical guidance necessary to stop the
behavior. Use the techniques taught by
Indiana Mentor (PIA)." The review did
not indicate documentation of when staff
should utilize police or other emergency
service personnel to intervene regarding
client C's aggressive outburst/aggression.

-"Vacating. Staff should be aware of
[client C's] whereabouts at all times. In
inclement weather, keep protective
clothing for staff and [client C] near the
door so that it is easily available if [client
C] exits the home. If [client C] elopes
from staff, keep her in sight and calmly
request that she make a positive choice
and return to the home or vehicle with
you. (3.) (sic) If [client C] responds,
thank her for returning and continue with
the activity or outing that was going on
previous to her elopement. If [client C]
appears upset ask her if she wants to talk
about what is bothering her or if she
needs time to be alone to calm herself
down. (4.) If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her but do not make a big deal
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out of it, do not discuss the situation
further. Give [client C] time to think
about it (15 minutes) while you are
following her and monitoring for safety.
(5.) If [client C] refuses after 15 minutes
to return, offer her another opportunity to
return, if she continues to refuse after this
offer, contact the PD or PD on-call for
further instructions." The review did not
indicate documentation of when staff
should utilize police or other emergency
service personnel to intervene regarding
client C's elopement behaviors.

Client C's 5/4/15 "Risk Management
Plan" indicated client C did not
"associates consequences with actions,
[client C] receives 24/7 (twenty-four
hours and day seven days a week) staff
support and supervision...[client C] is
impulsive and can be defiant...[client C]
will not be unattended in the
community...law enforcement may get
involved due to elopement."

An interview was conducted with
PD/QIDP (Program Director/Qualified
Intellectual Disabilities Professional) on
6/25/15 at 10:15 AM. The PD/QIDP
indicated clients A, B, and C should be
supervised by facility staff twenty-four
hours a day seven days a week. The
PD/QIDP indicated client A, B, and C's
plans did not include what level of staff
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W 0191

Bldg. 00

supervision clients A, B, and C needed.

On 6/25/15 at 10:15 AM, an interview
with the AD and the PD/QIDP was
conducted. The AD indicated the group
home was staffed for one (1) staff on the
overnight shift, two (2) staff during the
day shift, and two (2) staff during the
evenings. The AD indicated the House
Manager was at the group home during
different times each day. When asked if
the staff schedule met the identified
needs of the clients living in the group
home, the AD stated "It is what we are
reimbursed for."

This federal tag relates to complaint
#IN00176248.

9-3-3(a)

483.430(e)(2)

STAFF TRAINING PROGRAM

For employees who work with clients,
training must focus on skills and
competencies directed toward clients'
behavioral needs.

Based on observation, record review, and
interview, for 1 of 3 sampled clients
(client A), the facility failed to ensure
group home staff were trained and
competent to provide for client A's
behavioral needs.

W 0191

All direct care staff have received
training on necessary staffing
ratios while in the group home
and out on community outings.
Training included that if any
situation occur that these staffing
ratios are not able to be met for
some reason (one client elopes, a
staff is late to a shift, etc.) they

07/17/2015
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Findings include: are to notify the Home Manager
and/or QIDP immediately so that
_ . the Home Manager and/or QIDP
On 6/23/15 from 3:20pm until 5:40pm can arrange for additional staffing
and on 6/24/15 from 6:30am until support as soon as possible so
8:10am, observations and interviews that consumers health and safety
were completed at the group home and needs are being met.
client A Was noj[ present. During both All direct care staff have also
observation periods GHS (Group Home received training on updates to
Staff) #1, GHS #2, GHS #3, and the Client A, B and C revised
House Manager indicated no staff behavior plans, specifically
.. .. focusing on interventions to
training and/or re traml.ng had been address and prevent threats
completed for the previous 3 months. and/or attempts to elope from the
group home as well as any
On 6/24/15 at 11:00am, the facility's ;P‘r‘]ate_d tg all Ot:‘teglmnsu;"efs_
ehavior Support Plans. Training
BPDS .(].Bureau qf Developmental also included any new
Disabilities Services) reports and goals/objectives in the ISP and/or
investigations were reviewed. The review BSP and interventions for
indicated the following for client A: addressing/preventing any of the
consumers identified targeted
o behaviors.
-A 6/18/15 BDDS report for an incident
on 6/17/15 at 6:00pm indicated "On QIDP and Home Manager have
Wednesday, June 17, 2015 at 5:52pm" received ttLal?ml? tthaf: |ncILtJd§s g
. . . ensuring that all staff are traine
the Rem(.ientlal Manager (RM) 1'1(.)t.1ﬁed on any current and ongoing
the Qualified Intellectual Disabilities updates to consumers BSP, ISP
Professional/Program Director and Risk plans as immediately as
(QIDP/PD) that client A "had eloped possible after changes have been
f her Indi Mentor G H made. Training also included
rom hier indiana en' or roup Home. ensuring that any staff working in
Of the two Staff on Shlft, one Staff was on the home have documentation of
an outing with other clients in the Group client specific training (including
Home and one was behind with the client 'Sle BbSIPfand Risk pftnti)' ;
that eloped (client A) and a few other avaiave for review. At his ime
) T ) all staff trainings are being kept
clients." The report indicated client A on site in a binder along with the
eloped and "the one staff member (at the Upper management observation
group home) walked to the end of the forms.
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driveway and watched the client while ‘
talking to [the RM]...eventually reporting The.Area Q|rector ar\d/ or
X " Regional Director will review
she could no longer see the client." The training records for all staff
report indicated client A arrived at a working in the home a minimum
different all male group home of twice weekly for 6 weeks to
"approximately a 1/2 (half) hour (sic) ensure that Fhere IS
. . documentation present for all
later; staff was un.able to ascertain how staff showing that they were
she got there...[client A] refused to go trained on staffing ratios and
back to her Group Home. Police were updates to Behavior Support
called and when they arrived, they told Plans.
the client she had the right to elope and A section for documentation of
because she was not a threat of harm to staff training has been added to
herself or those around her, they would all consumers Behavior Support
leave. Prior to leaving, they (the Police) p:a?fi so that doct::rTentat!?n °|f
. staff training on that specific plan
tolsl [client A] shebshould go back home is included with the BSP and
which was approximately 7:00pm. available for review when
[Client A] got into the Group Home van, reviewing individual BSPs.
cursing at staff, stating she was going to , ,
. h t th Ongoing, QIDP will ensure that
fun away again as soon as she glo there staff training is present for review
(back to her Group Home). [Client A] for any updates and/or changes
arrived to (her Group Home) shortly to consumers BSP and/or ISPs
before 8:00pm, still cursing at staff, as they occur. QIDP will ensure
laughine hystericall d threatening t that staff training is available for
aughing hystericatly, an. rea enl.ng 0 review at any time requested.
run. Both the staff on shift kept [client
A] within their sight because of [client
A's] threats." The report indicated client
A took her 8:00pm medications and
"Afterwards, [client A] told the staff to
stop following her and then she started to
use closed fist punches to one staff
member whom was blocking [client A's]
way to an exit door. The staff member
attempted to use the one arm hold...The
second staff was attempting to stop two
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other clients whom were threatening to
elope at the same time. The first staff
member released [client A's] arm and
[client A] ran out of the home. At that
time the [Residential Manager (RM)] was
already parked in her car in front of the
[Group Home] reporting to the [PD
(Program Director)] that [client A] was
threatening to leave when [client A] did
just that... The [RM] turned her car on and
followed [client A] down the street and
into the apartment complex nearby where
[the RM] lost sight of [client A]." The
report indicated the RM and the PD
"drove around for a few minutes," could
not locate client A, and called the Police.
The report indicated "the time [client A]
eloped was approximately 8:37pm. At
this time, [client A] has still not been
located by the Police nor Mentor staff
assisting in looking for [client A]...."

Summary of Internal Investigative Report
dated 6/22/15 indicated the following:
-"Brief Summary of incident: On 6/17/15
at 5:52pm, [client A] eloped from the
home, was located by staff and returned
to the group home. [Client A] eloped a
second time after 8pm and was unable to
be located. A report was filed with the
[Name of Police Agency]."

-The investigation indicated those
interviewed were three direct care staff,
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the Residential Manager, and the
Program Director. The investigation was
not thorough in that the investigation did
not indicate completed interviews with
clients who were present at the time of
each elopement.

-"Background of client and their
placement...(Client A's diagnoses
included but were not limited to:) Mild
Intellectual Disability, Traumatic Brain
Injury with behavior disturbance, ADHD
(Attention Deficit Hyperactivity
Disorder), Seizure DO (Disorder)...
[Client A's] history of elopement started
prior to her placement at Indiana Mentor,
[client A's] ISP and Risk Plan states she
experiences Panic Attacks. On 9/2/14
[client A] was missing for over 12 hours
and was found in the bed of a client after
entering his home through a window
without staff knowledge...[Client A's]
mother became her legal guardian on
7/21/14."

-"Interview" with the RM indicated she
followed client A in her car during client
A's second elopement (6/17/15 at
8:37pm) "...when [client A] reached
[name of street] [Client A] attempted to
dart into traffic so [the RM] used her car
to block [client A] from getting hit by
other cars as [the RM] pleaded for [client
A] to get in [the RM's] car." The RM
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indicated she followed client A until she
entered the apartment complex where the
RM lost sight of client A.

-"Interview" with Group Home Staff
(GHS) #1 indicated she had picked up
client A from day services, returned to
the group home, and client A had called
her mother and family members without
making contact on the telephone. GHS
#1 indicated client A became upset and
"she [client A] was leaving and ran out
the door...[GHS #1] was by herself with
clients...she was able to see [client A]
from the end of the driveway until [client
A] ducked behind the school...[GHS #1]
received call from the [RM] to meet at
[the second group home]...[client A] was
out of control (when GHS #1 arrived at
the second group home)...[GHS #1] said
[client A] finally agreed to get in the van,
but said she was going to run away again
when she got home. [GHS #1] said on
the way home [client A] was asked to
show them (the staff) where [client A]
had knocked on the door and got a ride to
[the second group home]. [GHS #1] said
[client A] said she knocked on the door,
cried, saying she was lost, and needed a
ride to [name of second group home]...."

-"Interview" with GHS #2 indicated she
was out shopping with client E, returned
in the van to the group home to find GHS
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#1 standing in the driveway looking for
client A. GHS #2 "said when [client A]
returned home she was treated like a rock
star by her housemates. [GHS #2] said
[client A] was being congratulated, high
fived, and generally encouraged for
running away. [GHS #2] said there was a
lot of commotion and the noise level was
high...[Client A] continued to threaten to
leave. Attempts to calm [client A] were
not successful. [GHS #2] said at about
8:30pm, [client A] ran out the front door
and all her housemates ran to the front of
the house and cheered her on."

-"Interview" with the PD (Program
Director) indicated "...On 6/22/15 she
received a call from [GHS #7] a
[substitute staff at the group home] the
morning of 6/20/15 (Saturday). [PD]
said [GHS #7] informed her that the
police had [client A] at 34th (Street) and
Meridian St. and was being taken to
[Name of Hospital] for evaluation. [PD]
said she met [client A] at the emergency
room. [PD] said she had only a few
minutes alone with [client A] before
[client A's] mother arrived. [PD] said
[client A] stated she made $60.00 for sex,
but then was forced to take drugs and was
passed around for sex, which she did not
like. [PD] said [client A's] mother took
[client A] home following the forensic
evaluation. [PD] said she has applied for
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the Project Lifesaver (electronic
monitoring device), which would not be
available for up to two months due to
availability."

-"Interview" with client A's
mother/guardian indicated client A's
mother/guardian had been driving to
Indianapolis from [name of city] in an
attempt to locate client A on the street.
Client A's mother/guardian indicated she
was tracing telephone calls made by
client A when client A called family
members out of town and had traced
client A who was using other people's
cell phones which she had borrowed on
the street and a pay phone at a bus stop.
Client A's mother/guardian indicated she
was at the hospital with client A on
6/20/15 after being notified that client A
had been found. Client A's
mother/guardian indicated client A "told
her she (client A) did make $60.00 from
a man who then started pimping [client
A] out...(client A) was forced to consume
drugs and was passed from person to
person including a women for sex...when
[client A] told them to stop she was told
to get her things and get out...(client A)
tested positive for cocaine, opiates, and
THC (Tetrahydrocannabinol, a chemical
responsible for most of marijuana's
psychological effects)...(client A) is
experiencing pain with rectal and vaginal
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bleeding...(Client A) is having panic
attacks and nightmares...." Client A's
mother/guardian stated "she intends to
keep [client A] home until the Project
Life Saver can be put into place."

-"Conclusion" indicated client A eloped
twice on the evening of 6/17/15.
Evidence supports physical intervention
was not used in order to keep client A
from leaving the group home. The
investigation was not thorough in that it
did not document witness statements
from other clients present in the home
and during both elopements of client A.
The investigation did not indicate
recommendations and corrective actions
to protect client A and to protect other
clients from their identified behaviors.
The investigation did not indicate
documentation of staff implementing
client A's BSP, ISP, or the effectiveness
of PIA (Physical Intervention
Alternatives) techniques to prevent the
incident from escalating from client A's
elopement behaviors.

Client A's 6/20/15 Hospital Emergency
Room Record was reviewed on 6/24/15
at 8:30am. The hospital record
"Emergency Room" documentation by
the physician indicated "Pt. (Patient)
reports that she ran away from group
home 3 days ago. She reports she met a
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man who offered her money, made her
smoke spice and marijuana, snorted
cocaine. She reports she was sexually
assaulted by upward of 7 different men
over that time on separate occasions. She
reports vaginal, anal, and oral
penetration...inflamed skin external
genitalia...Assessment: Sexual Assault,
medically stable...+ (positive) for cocaine
/ opiates...pelvic done/evidence
collected...given counseling sources...
(signed by the physician)." The 6/20/15
"ER Triage Chief Complaint...Drug
Abuse, possible Sexual Assault of adult."
Client A's 6/20/15 "EMS (Emergency
Medical Services) Incident" document
indicated "9-1-1 dispatched for injured
person...found 19 yo/w/f (year
old/white/female) ambulatory on scene
with [Police]. [Police] stated that pt.
(patient) was found laying on the ground
in the doorway of a hallway to an
apartment building with many bystanders
around. [Client A] told [Police] that she
walked away from her group home (and)
she stays there due to a previous brain
injury. On June 17th and (sic) was
picked up by a couple of guys.
According to [Police], after that the men
gave her crack cocaine, pt. states she
snorted and smoked it and (they)
physically sexually assaulted her. Pt.
claims to have not slept since Tuesday
and last used crack cocaine about 20
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minutes prior to being found by [Police].
Her only complaint was that her face was
numb, she was having tingling in her
upper extremities, and she was sleepy
from having not slept since Tuesday.
[Police] notified representatives from her
group home enroute to [name of
hospital]. [Client A] started to feel
nauseous but did not vomit until we
started to pull into the ambulance bay at
[name of hospital]...."

Confidential Interview (CI) #1 stated on
6/20/15 client A was "filthy dirty," was
not wearing client A's personal clothing,
was not wearing underwear, was not
wearing a bra, and had injuries to her
face, chest, and genitalia.

CI #2 stated client A "does not
understand consent and could not give
consent." CI #2 stated client A had "told
(CI #2) that she was passed around from
man to man and some women" for sex.
CI #2 indicated client A told her she left
the group home the second time on
6/17/15, hitchhiked to [name of
neighborhood], walked the streets, met
the man who told client A she was pretty,
and that he could show client A how to
make money. CI #2 indicated client A
told CI #2 that the man had sex with
client A multiple times, passed her to
other men and women for sex to
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exchange for money, lived on the streets
of Indianapolis, consumed cocaine,
marijuana, and opiates. CI #2 indicated
on Saturday, 6/20/15 client A said she
was asked to step outside an apartment
during a visit to a new location with the
unknown man, client A stepped outside
the apartment in the doorway, sat down,
fell asleep, and woke up with the Police
Officers looking at her.

Client A's record was reviewed on
6/24/15 at 11:50am.

-Client A's 5/4/15 ISP indicated client A
had "targeted behaviors" which included:
Panic Attacks, Inappropriate interaction
with males, and vacating (elopement)
behaviors. Client A's ISP indicated she
had elopement behaviors 9/2/14 when
client A "was discovered to have eloped
from her group home. She was found on
9/3/14 at 8:15am at a [name of group
home] that of her alleged boyfriend...
[Client A] had consensual sex with her
alleged boyfriend and also went to sleep
next to him during the night...9/24/14
[client A] was found under her bedroom
covers with two other clients whom
alleged that sexual misconduct had taken
place in the form of her (female)
housemate touching her in the breast and
vagina area. The allegation could not be
substantiated...10/18/14 at 8:00pm,
[client A] successfully eloped from the
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group home and was later found at her
(different) boyfriend's [name of group
home] at 8:28pm. She willingly
transported back to her group home but
threatened to elope again...2/17/15 stayed
in a hotel all night and day with her
(different) boyfriend while on a home
visit in [name of city]...." Client A's ISP
did not include proactive measures and
objectives to teach client A protective
measures regarding personal safety,
elopement, and safety skills. Client A's
ISP indicated she required twenty-four
hour a day staff supervision.

-Client A's 10/18/14, 9/24/14, and 9/2/14
IDT (Interdisciplinary Team) meeting
notes indicated "1:1 (One on One) staff
supervision" was implemented after each
incident of elopement and did not
indicate when the one on one staff
supervision was changed.

-Client A's 5/4/2015 "Risk Management
Assessment and Plan" indicated client A
"Presents a risk" for the following areas
of assessment: "Wears glasses...Some
balance issues due to her left leg being
somewhat shorter than her right, walks
with a limp...slight weakness in her
hand...is not able to administer
medications independently...panic
attacks...(does not) associate
consequences with actions [client A] has
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a history of inappropriate interactions
with males as well as placing herself in
potentially dangerous situations in her
interactions with males. Would benefit
from 24/7 supervision to ensure her
health and safety and general welfare...
(does not) inform support person (the
staff) of plans when leaving home area.
[Client A] has history of
elopement...would readily get into a car
with a man she does not know if he paid
attention to her...(does not) exhibit
socially accepted behaviors in public...
(does not) have ability to remain alone in
any environment. [Client A] lacks the
ability to do this independently...Would
not likely defend herself...may not be
able to recognize what is considered
abuse and therefore not report
appropriately...[Client A] needs
assistance with her finances...has a
history of cutting herself...[Client A]
requires 24 hour awake supervision."

-Client A's 2/2014 BSP indicated
identified targeted behaviors of Panic
Attack, Inappropriate with males, and
vacating (elopement). Client A's BSP
indicated "Vacating...Staff should be
aware of [client A's] whereabouts at all
times...If [client A] elopes from staff,
keep her in sight and calmly request that
she make a positive choice, and return to
the home or vehicle with you...If [client
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A] appears upset ask her if she wants to
talk about what is bothering her, or if she
needs time to be alone to calm herself
down. If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her, but do not make a big deal
out of it, do not discuss the situation
further. Give [client A] time to think
about it, 15 min. (minutes), while you are
following her and monitoring for safety.
If [client A] refuses after 15 minutes to
return, offer her another opportunity to
return, if she continues to refuse after
this offer, contact the PD (Program
Director) or PD (Program Director) on
call for further instruction, do not inform
[client A] that you are contacting the PD,
do not make a fuss or a big deal about
contacting the PD. If [client A's]
elopement has put her in a potentially
dangerous situation in a high traffic area,
implement least restrictive agency
approved physical intervention (PIA) to
maintain safety. If possible a staff
member that is not actively intervening
with [client A] contact the PD...." Client
A's BSP did not include the agency's
definition for PIA.

On 6/24/15 at 12:30pm, the facility's
undated "Physical Intervention
Alternatives" policy and procedure
located in the staff communication book
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for "Physical restraint: All Indiana
Mentor staff are trained upon
employment and re-trained annually on
these procedures. Any escorts/restraints
should be released as quickly as possible.
If a restraint lasts for 10 minutes, the
client should be released and staff should
attempt blocking/avoidance unless it is
unsafe to do so. If blocking/avoidance
continues to be ineffective or unsafe,
reinstate physical restraint for 10 minute
intervals attempting to release the client
when it is safe to do so. If a client does
not respond to proactive measures or
non-restrictive measures use restrictive
company approved PIA (Physical
Intervention Alternatives) techniques
listed in this order: Physical restraints
should be used only when physical
aggression will likely result in harm to
oneself, others, or when property
destruction might affect peoples' health
and safety otherwise use
blocking/avoidance. Staff may skip less
restrictive measure only if health/safety is
an imminent threat. Escorts: Side by side
escort walking slightly behind and to the
side of the person. Hand below elbow 'L’
shaped hand cupping the elbow. Hand
behind elbow and hand mid-back.
Restraints only to be used if blocking,
avoidance or escort is not safe. One arm
hold uses 'L' shaped hand to restrict one
of the client's arms. Two arm hold, same
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as one arm but uses second arm to
restrain client's flailing arm to the side
still only restraining one arm. One arm
hold to the floor-client in sitting position.
Floor hold (two person) use one arm to
the floor restraint, second staff used to
restrain legs of the client."

On 6/24/15 at 10:30am, an interview was
conducted with the QIDP/PD. The
QIDP/PD stated client A did not
recognize danger, "required" twenty-four
hour staff supervision, and had eloped
from the group home on 6/17/15. The
QIDP/PD indicated client A's ISP, BSP,
and risk plans should have been
implemented on 6/17/15. The QIDP/PD
stated she was filling out the paperwork
for the application of client A's Protect
Life Saver program and indicated after
the application was submitted it "would
be at least two months or longer" before
client A would be available for the
program. When asked what protective
measures and corrective actions had been
developed after client A's continued
elopement behaviors, the QIDP/PD
stated "We added one on one staff"
supervision. When asked why client A
did not have one on one staff supervision
on 6/17/15, the QIDP/PD indicated there
were two (2) staff in the home on the
schedule and one of the two was gone
with client E on a community outing
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W 0227

Bldg. 00

which left one staff alone with seven (7)
clients. The QIDP/PD indicated there
were three (3) additional clients living in
the group home who were elopement
risks. The QIDP/PD stated she was
"unsure" when client A's one on one staff
supervision was discontinued. The
QIDP/PD stated client A "did not
recognize danger," "required staff
supervision," and was "unsafe" when she
runs into traffic on the streets during
elopements on 6/17/15. The QIDP/PD
indicated staff training records were not
available for review at this time.

On 6/25/15 at 10:15 AM, an interview
was conducted with the QIDP/PD. The
QIDP/PD indicated no staff training
records were available for review at this
time.

This federal tag relates to complaint
#IN00176248.

9-3-3(a)

483.440(c)(4)

INDIVIDUAL PROGRAM PLAN

The individual program plan states the
specific objectives necessary to meet the
client's needs, as identified by the
comprehensive assessment required by
paragraph (c)(3) of this section.

Based on record review and interview for

3 of 3 sampled clients (clients A, B, and

W 0227

1.Client A’s ISP and BSP have

07/17/2015
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C), the facility failed to ensure client A, been updated to include
B, and C's ISPs (Individual Support elopement asa targeted
. behavior. Included in the plans
Plans) and BSPs (Behavior Support are strategies for staff to use to
Plans) included specific interventions to know how and when to intervene
address client A, B, and C's elopement to ensure Client A’s safety
behaviors and teach personal safety. regarding elopement behaviors.
o ] QIDP will receive retraining to
Findings include: include ensuring that all
consumers Behavior Support
1. On 6/24/15 at 11:00am, the facility's tF"a”St 'ZCL“dhe all 'de”tg'ef
argeted behaviors and also
BPDS_ '(]T%ureau 9f Developmental include strategies for how staff
Disabilities Services) reports and are to address targeted behaviors
investigations were reviewed. The review and prevent future occurrences.
indicated the following for client A: A review of all consumers
Behavior Support plans will be
o done to ensure all targeted
-A 6/18/15 BDDS report for an incident behaviors are identified in the
on 6/17/15 at 6:00pm indicated "On plans and strategies for how staff
Wednesday, June 17, 2015 at 5:52pm" tShOU|td jidrsss, and prevent
. . . argeted behaviors.
the Residential Manager (RM) notified 9
the Qualiﬁed Intellectual Disabilities QIDP has deve|oped a goa| for
Professional/Program Director Client A to teach her about
(QIDP/PD) that client A "had eloped pgrsonal safety. Client A ISP and
N her Indi Mentor G u Risk plan have been updated to
rom her Indiana en. or Lroup Home. reflect the new goal/objectives.
Of the two staff on shift, one staff was on QIDP will receive retraining on
an outing with other clients in the Group ensuring that client specific
Home and one was behind with the client g;)tals/ obje(;tl\r/]es ire de'\cljelotpf?dd
. after a need has been identifie
th?t eloped (client A? an.d a fow .other to assist consumers in working
clients." The report indicated client A towards independence.
eloped and "the one staff member (at the
group home) walked to the end of the 1.Client B BSP has been
. . . updated to include the target
driveway and watched the client while . ) .
) ] behavior of elopement, including
talking to [the RM]...eventually reporting a description of Client B
she could no longer see the client." The elopement behavior and has
report indicated client A arrived at a identified client specific strategies
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different all male group home for staff to use to prevent future
"approximately a 1/2 (half) hour (sic) elopement behaviors.
later; staff was unable to ascertain how QIDP will receive retraining to
she got there...[client A] refused to go include ensuring that all
back to her Group Home. Police were consumers Behavior Support
called and when they arrived, they told Plans include a.II identified
he cli he had the rich : d targeted behaviors and also
the client she had the right to elope an include strategies for how staff
because she was not a threat of harm to are to address targeted behaviors
herself or those around her, they would and prevent future occurrences.
leave. Prior to leaving, they (the Police) g‘ I'EVIG'W OSf all ccr)tnslumers.” )
. ehavior Support plans will be
tolc'l [client A] she.should go back home done to ensure all targeted
which was approximately 7:00pm. behaviors are identified in the
[Client A] got into the Group Home van, plans and strategies for how staff
cursing at staff, stating she was going to should address and prevent
. targeted behaviors.
run away again as soon as she got there
(back to her Group Home). [Client A] QIDP has developed a goal for
arrived to (her Group Home) shortly Client B to teach her about
before 8:00pm, still cursing at staff, personal safety. Client B ISP and
lauehine hvstericall d threatening t Risk plan have been updated to
aughing hystericatly, an. rea em.ng 0 reflect the new goal/objectives.
run. Both the staff on shift kept [Cllent QIDP will receive retraining on
A] within their sight because of [client ensuring that client specific
A's] threats." The report indicated client goals/objectives are developed
A took her 8:00 dicati d after a need has been identified
ook het - I_)m medications an to assist consumers in working
"Afterwards, [client A] told the staff to towards independence.
stop following her and then she started to
use closed fist punches to one staff .
member whom was blocking [client A's] 1.Client C’'s BSP has been
ember w O. was blocking [clie s updated to include specific
way to an exit door. The staff member instructions for when staff are to
attempted to use the one arm hold...The utilize the police or other
second staff was attempting to stop two emergency service personnel to
. . intervene regarding Client C SIB,
other clients whom were threatening to . .
) Physical aggression and/or
elope at the same time. The first staff elopement behaviors.
member released [client A's] arm and
[client A] ran out of the home. At that QIDP will receive retraining to
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time the [Residential Manager (RM)] was include ensuring that all
already parked in her car in front of the consumers Behavior S}Jpport
. Plans are comprehensive and
[Group Home] reporting to the [PD include all identified targeted
(Program Director)] that [client A] was behaviors and also include
threatening to leave when [client A] did strategies for how staff are to
just that... The [RM] turned her car on and addresEe,ftelrgeted behaviors ind
. prevent future occurrences.
followed [client A] down the street and review of all consumers Behavior
into the apartment complex nearby where Support plans will be done to
[the RM] lost sight of [client A]." The ensure all targeted behaviors are
report indicated the RM and the PD |dent|f|§d in the plans and
ng d fora f utes." could strategies for how staff should
rove around for a Iew minutes, - cou address and prevent targeted
not locate client A, and called the Police. behaviors.
The report indicated "the time [client A]
eloped was approximately 8:37pm. At Sll'DPt gaf dtevelrc:zed abQOTI for
. . . ient C to teach her abou
this time, [client A.] has still not been personal safety. Client C ISP and
located by the Police nor Mentor staff Risk plan have been updated to
assisting in looking for [client A]...." No reflect the new goal/objectives.
corrective action was available for QIDP will receive retraining on
. ensuring that client specific
review. goals/objectives are developed
after a need has been identified
Summary of Internal Investigative Report to assist consumers in working
dated 6/22/15 indicated the following: towards independence.
n M 1 1 .
-"Brief Summ.ary of incident: On 6/17/15 Area Director will complete an
at 5:52pm, [client A] eloped from the audit of all consumers Behavior
home, was located by staff and returned Support Plans, ISPs and Risk
to the group home. [Client A] eloped a plans to ensure that specifics of
. what PIA techniques to use to
second time after 8pm and was unable to prevent consumers targeted
[Name of Police Agency]." emergency personnel are to be
called to intervene with behaviors
. VT ificall tli i
-The investigation indicated those are spectfically out ined in
] ) ) consumers Behavior Support
interviewed were three direct care staff, Plans, ISPs and risk plans as
the Residential Manager, and the needed.
Program Director. The investigation was
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not thorough in that the investigation did For the next three months, the
not indicate completed interviews with Area Director will review all
Rk . changes or annual updates made
clients who were present at the time of to any consumers Behavior
each elopement. Support plans completed by the
QIDP to ensure that specific PIA
-"Background of client and their techniques recommended to use
1 Cli 'S di to prevent consumers targeted
placement...(Client A's diagnoses behaviors and when staff are to
included but were not limited to:) Mild utilize emergency personnel to
Intellectual Disability, Traumatic Brain intervene with behaviors is
Injury with behavior disturbance, ADHD specmcally outlined in their BSP,
. . .. ISP and Risk plans.
(Attention Deficit Hyperactivity
Disorder), Seizure DO (Disorder)... Ongoing after the three months,
[Client A's] history of elopement started the Area Director will complete a
prior to her placement at Indiana Mentor, random audit of a m{:lrg;rg T;li
. , . consumers per mon ,
[chenj[ A's] ISP z.md Risk Plan states she and Risk plans developed by the
experiences Panic Attacks. On 9/2/14 QIDP to ensure that specific PIA
[client A] was missing for over 12 hours techniques recommended to use
and was found in the bed of a client after to prevent consumers targeted
terine his h th h ind behaviors and when staff are to
en. erng his home through a v-vm ow utilize emergency personnel to
without staff kﬂOWledge...[Chent A'S] intervene with behaviors is
mother became her legal guardian on specifically outlined in their BSP,
7/21/14." ISP and Risk plans.
) ) o Responsible Party: Home
-"Interview" with the RM indicated she Manager’ QIDP, Regiona| Quahty
followed client A in her car during client Assurance Specialist, Area
A's second elopement (6/17/15 at Director.
8:37pm) "...when [client A] reached
[name of street] [Client A] attempted to
dart into traffic so [the RM] used her car
to block [client A] from getting hit by
other cars as [the RM] pleaded for [client
A] to get in [the RM's] car." The RM
indicated she followed client A until she
entered the apartment complex where the
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RM lost sight of client A.

-"Interview" with Group Home Staff
(GHS) #1 indicated she had picked up
client A from day services, returned to
the group home, and client A had called
her mother and family members without
making contact on the telephone. GHS
#1 indicated client A became upset and
"she [client A] was leaving and ran out
the door...[GHS #1] was by herself with
clients...she was able to see [client A]
from the end of the driveway until [client
A] ducked behind the school...[GHS #1]
received call from the [RM] to meet at
[the second group home]...[client A] was
out of control (when GHS #1 arrived at
the second group home)...[GHS #1] said
[client A] finally agreed to get in the van,
but said she was going to run away again
when she got home. [GHS #1] said on
the way home [client A] was asked to
show them (the staff) where [client A]
had knocked on the door and got a ride to
[the second group home]. [GHS #1] said
[client A] said she knocked on the door,
cried, saying she was lost, and needed a
ride to [name of second group home]...."

-"Interview" with GHS #2 indicated she
was out shopping with client E, returned
in the van to the group home to find GHS
#1 standing in the driveway looking for
client A. GHS #2 "said when [client A]
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returned home she was treated like a rock
star by her housemates. [GHS #2] said
[client A] was being congratulated, high
fived, and generally encouraged for
running away. [GHS #2] said there was a
lot of commotion and the noise level was
high...[Client A] continued to threaten to
leave. Attempts to calm [client A] were
not successful. [GHS #2] said at about
8:30pm, [client A] ran out the front door
and all her housemates ran to the front of
the house and cheered her on."

-"Interview" with the PD (Program
Director) indicated "...On 6/22/15 she
received a call from [GHS #7] a
[substitute staff at the group home] the
morning of 6/20/15 (Saturday). [PD]
said [GHS #7] informed her that the
police had [client A] at 34th (Street) and
Meridian St. and was being taken to
[Name of Hospital] for evaluation. [PD]
said she met [client A] at the emergency
room. [PD] said she had only a few
minutes alone with [client A] before
[client A's] mother arrived. [PD] said
[client A] stated she made $60.00 for sex,
but then was forced to take drugs and was
passed around for sex, which she did not
like. [PD] said [client A's] mother took
[client A] home following the forensic
evaluation. [PD] said she has applied for
the Project Lifesaver (electronic
monitoring device), which would not be
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available for up to two months due to
availability."

-"Interview" with client A's
mother/guardian indicated client A's
mother/guardian had been driving to
Indianapolis from [name of city] in an
attempt to locate client A on the street.
Client A's mother/guardian indicated she
was tracing telephone calls made by
client A when client A called family
members out of town and had traced
client A who was using other people's
cell phones which she had borrowed on
the street and a pay phone at a bus stop.
Client A's mother/guardian indicated she
was at the hospital with client A on
6/20/15 after being notified that client A
had been found. Client A's
mother/guardian indicated client A "told
her she (client A) did make $60.00 from
a man who then started pimping [client
A] out...(client A) was forced to consume
drugs and was passed from person to
person including a women for sex...when
[client A] told them to stop she was told
to get her things and get out...(client A)
tested positive for cocaine, opiates, and
THC (Tetrahydrocannabinol, a chemical
responsible for most of marijuana's
psychological effects)...(client A) is
experiencing pain with rectal and vaginal
bleeding...(Client A) is having panic
attacks and nightmares...." Client A's
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mother/guardian stated "she intends to
keep [client A] home until the Project
Life Saver can be put into place."

-"Conclusion" indicated client A eloped
twice on the evening of 6/17/15.
Evidence supports physical intervention
was not used in order to keep client A
from leaving the group home. The
investigation was not thorough in that it
did not document witness statements
from other clients present in the home
and during both elopements of client A.
The investigation did not indicate
recommendations and corrective actions
to protect client A and to protect other
clients from their identified behaviors.
The investigation did not indicate
documentation of staff implementing
client A's BSP, ISP, or the effectiveness
of PIA (Physical Intervention
Alternatives) techniques to prevent the
incident from escalating from client A's
elopement behaviors.

CI #2 stated client A "does not
understand consent and could not give
consent." CI #2 stated client A had "told
(CI #2) that she was passed around from
man to man and some women" for sex.
CI #2 indicated client A told her she left
the group home the second time on
6/17/15, hitchhiked to [name of
neighborhood], walked the streets, met
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the man who told client A she was pretty,
and that he could show client A how to
make money. CI#2 indicated client A
told CI #2 that the man had sex with
client A multiple times, passed her to
other men and women for sex to
exchange for money, lived on the streets
of Indianapolis, consumed cocaine,
marijuana, and opiates. CI #2 indicated
on Saturday, 6/20/15 client A said she
was asked to step outside an apartment
during a visit to a new location with the
unknown man, client A stepped outside
the apartment in the doorway, sat down,
fell asleep, and woke up with the Police
Officers looking at her.

Client A's record was reviewed on
6/24/15 at 11:50am.

-Client A's 5/4/15 ISP indicated client A
had "targeted behaviors" which included:
Panic Attacks, Inappropriate interaction
with males, and vacating (elopement)
behaviors. Client A's ISP indicated she
had elopement behaviors 9/2/14 when
client A "was discovered to have eloped
from her group home. She was found on
9/3/14 at 8:15am at a [name of group
home] that of her alleged boyfriend...
[Client A] had consensual sex with her
alleged boyfriend and also went to sleep
next to him during the night...9/24/14
[client A] was found under her bedroom
covers with two other clients whom
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alleged that sexual misconduct had taken
place in the form of her (female)
housemate touching her in the breast and
vagina area. The allegation could not be
substantiated...10/18/14 at 8:00pm,
[client A] successfully eloped from the
group home and was later found at her
(different) boyfriend's [name of group
home] at 8:28pm. She willingly
transported back to her group home but
threatened to elope again...2/17/15 stayed
in a hotel all night and day with her
(different) boyfriend while on a home
visit in [name of city]...." Client A's ISP
did not include proactive measures and
objectives to teach client A protective
measures regarding personal safety,
elopement, and safety skills.

-Client A's 10/18/14, 9/24/14, and 9/2/14
IDT (Interdisciplinary Team) meeting
notes indicated "1:1 (One on One) staff
supervision" was implemented after each
incident of elopement and did not
indicate when the one on one staff
supervision was changed.

-Client A's 5/4/2015 "Risk Management
Assessment and Plan" indicated client A
"Presents a risk" for the following areas
of assessment: "Wears glasses...Some
balance issues due to her left leg being
somewhat shorter than her right, walks
with a limp...slight weakness in her
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hand...is not able to administer
medications independently...panic
attacks...(does not) associate
consequences with actions [client A] has
a history of inappropriate interactions
with males as well as placing herself in
potentially dangerous situations in her
interactions with males. Would benefit
from 24/7 supervision to ensure her
health and safety and general welfare...
(does not) inform support person (the
staff) of plans when leaving home area.
[Client A] has history of
elopement...would readily get into a car
with a man she does not know if he paid
attention to her...(does not) exhibit
socially accepted behaviors in public...
(does not) have ability to remain alone in
any environment. [Client A] lacks the
ability to do this independently...Would
not likely defend herself...may not be
able to recognize what is considered
abuse and therefore not report
appropriately...[Client A] needs
assistance with her finances...has a
history of cutting herself...[Client A]
requires 24 hour awake supervision."

-Client A's 2/2014 BSP indicated
identified targeted behaviors of Panic
Attack, Inappropriate with males, and
vacating (elopement). Client A's BSP
indicated "Vacating...Staff should be
aware of [client A's] whereabouts at all
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times...If [client A] elopes from staff,
keep her in sight and calmly request that
she make a positive choice, and return to
the home or vehicle with you...If [client
A] appears upset ask her if she wants to
talk about what is bothering her, or if she
needs time to be alone to calm herself
down. If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her, but do not make a big deal
out of it, do not discuss the situation
further. Give [client A] time to think
about it, 15 min. (minutes), while you are
following her and monitoring for safety.
If [client A] refuses after 15 minutes to
return, offer her another opportunity to
return, if she continues to refuse after
this offer, contact the PD (Program
Director) or PD (Program Director) on
call for further instruction, do not inform
[client A] that you are contacting the PD,
do not make a fuss or a big deal about
contacting the PD. If [client A's]
elopement has put her in a potentially
dangerous situation in a high traffic area,
implement least restrictive agency
approved physical intervention (PIA) to
maintain safety. If possible a staff
member that is not actively intervening
with [client A] contact the PD...."

On 6/24/15 at 10:30am, an interview was
conducted with the QIDP/PD. The
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QIDP/PD stated client A did not
recognize danger, "required" twenty-four
hour staff supervision, and had eloped
from the group home on 6/17/15. When
asked what protective measures and
corrective actions had been developed
after client A's continued elopement
behaviors, the QIDP/PD stated "We
added one on one staff" supervision.
When asked why client A did not have
one on one staff supervision on 6/17/15,
the QIDP/PD indicated there were two
(2) staff in the home on the schedule and
one of the two was gone with client E on
a community outing which left one staff
alone with seven (7) clients. The
QIDP/PD indicated there were three (3)
additional clients living in the group
home who were elopement risks. The
QIDP/PD stated she was "unsure" when
client A's one on one staff supervision
was discontinued. The QIDP/PD stated
client A "did not recognize danger,"
"required staff supervision," and was
"unsafe" when she runs into traffic on the
streets during elopements on 6/17/15.
The QIDP/PD indicated client A's ISP,
BSP, and Risk Plans did not document
proactive strategies to protect and to
teach client A regarding personal safety
and elopement.

2. For client B:
-A 4/29/15 BDDS report for an incident
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on 4/28/15 at 5:10pm indicated client B
returned from a psychiatric appointment
"agitated that she was having a med
(medication) increase. Shortly later, she
was prompted by staff to turn her music
down." The report indicated client B
"responded by flipping the living room
table and charging the staff." The report
indicated client B "eloped out the front
door where staff watched her from the
front porch. Staff watched [client B] go
to the neighbor's house on both sides of
the group home, knocking on their doors,
staff had client in sight from the group
home front porch. Finally, a person
answered the door to one of the houses
and [client B] went inside where staff lost
sight of her. At that time, [the PD/QIDP]
was notified. Client returned to the group
home site within 2 minutes stating she
called her sister." The report indicated
client B told the PD/QIDP that the staff
on duty at the group home had "pushed
[client B] and that was why she had to go
call her sister...Plan to resolve...Client's
plan to be changed to include that of
Elopement."

On 6/24/15 at 2:40pm and on 6/25/15 at
8:25am, client B's record was reviewed.
Client B's 9/2014 BSP did not include
elopement behaviors. An additional non
approved HRC (Human Rights
Committee) 4/28/15 BSP and 4/28/15
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ISP included elopement behavior on the
list of targeted behaviors and did not
include interventions staff should use and
did not include a written description of
client B's elopement behavior.

An interview was conducted with
PD/QIDP (Program Director/Qualified
Intellectual Disabilities Professional) on
6/25/15 at 10:15 AM. The PD/QIDP
indicated client B's BSP should include
specific instructions and/or interventions
regarding what staff should do when
client B elopes. The PD/QIDP indicated
client B should be supervised by facility
staff twenty-four hours a day seven days
a week.

3. For client C:

-A 5/15/15 BDDS report for an incident
on 5/14/15 at 5:50 PM indicated, "At
5:50 PM, the PD (Program Director) was
notified that [client C] had left the
premises of the group home walking on
the sidewalk. [The PD] informed the staff
they would arrive to (sic) the site in
25-30 minutes to assist. Staff reported
they stayed with the [client C], walking
down the street sidewalk of the group
home, continuing to follow and
attempt(ing) to redirect [client C] when
[client C] turned onto [road] a busy
street. At that time, [client C] stepped off
the sidewalk and into the street, back and
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forth numerous times in an unsafe
manner. The staff was able to guide
[client C] back onto the sidewalk each
time, however, felt that [client C] was
attempting to harm themselves (sic) so
the staff member called 911. Police
intercepted the client when she was
walking on [street] near [street]. Police
called the group home, requesting the
second staff member, working that night
and attending to the other clients, pick
[client C] and the first staff member up
from their position. The second staff
member gathered up the clients she was
caring for, placed them into the van and
picked up the did so (sic). [PD #1]
arrived to (sic) the site at 6:20 PM to find
that [client C] had been brought back to
the site by staff who picked her up from
police and the first staff member's care."

-A 4/13/15 BDDS report for an incident
on 4/12/15 at 10:45 PM indicated, "[HM
(Home Manager)] called (the) on-call
[PD] to report that [client C] had walked
away from the group home. Staff called
911 for additional supports and when
staff hung up the phone, [client C] was
back at the group home. [Client C] was
out of staff's sight for 2 minutes before
returning back to (the) group home."

Client C's record was reviewed on
6/24/15 at 2:00 PM. Client C's 9/20/14
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BSP indicated the following:

-"Aggressive Outburst: (1.) Immediately
request that [client C] cease the behavior.
Request that she calm herself down.
Inform [client C] that once she is calm,
you will spend time with her talking
about what is upsetting her. Allow her to
tell you what she is upset about. All you
need to do is listen to her. When she has
finished encourage her and engage with
her in an activity such as coloring,
exercise or playing a game; (2.) If the
behavior continues and is directed toward
other person in the environment, ask
them to leave the area for their own
safety. Prompt [client C] to engage in a
calming activity; (3.) Do not touch [client
C] but tell her she will be okay, ask her
what you can do to assist her with
calming down; (4.) If [client C] is unable
or unwilling to calm down or if the
outburst is a danger to self or others
proceed to step 5; (5.) Direct [client C] to
discontinue the behavior immediately;
(6.) If the aggressive outburst continues
and is a risk of injury to self or others use
the agency approved minimum amount of
physical guidance necessary to stop the
behavior. Use the techniques taught by
Indiana Mentor (PIA)."

-"Vacating. Staff should be aware of
[client C's] whereabouts at all times. In
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inclement weather, keep protective
clothing for staff and [client C] near the
door so that it is easily available if [client
C] exits the home. If [client C] elopes
from staff, keep her in sight and calmly
request that she make a positive choice
and return to the home or vehicle with
you. (3.) (sic) If [client C] responds,
thank her for returning and continue with
the activity or outing that was going on
previous to her elopement. If [client C]
appears upset ask her if she wants to talk
about what is bothering her or if she
needs time to be alone to calm herself
down. (4.) If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her but do not make a big deal
out of it, do not discuss the situation
further. Give [client C] time to think
about it (15 minutes) while you are
following her and monitoring for safety.
(5.) If [client C] refuses after 15 minutes
to return, offer her another opportunity to
return, if she continues to refuse after this
offer, contact the PD or PD on-call for
further instructions."

Client C's 5/4/15 "Risk Management
Plan" indicated client C did not
"associate consequences with actions,
[client C] receives 24/7 (twenty-four
hours and day seven days a week) staff
support and supervision...[client C] is
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W 0240

Bldg. 00

impulsive and can be defiant...[client C]
will not be unattended in the
community...law enforcement may get
involved due to elopement."

An interview was conducted with
PD/QIDP (Program Director/Qualified
Intellectual Disabilities Professional) on
6/25/15 at 10:15 AM. The PD/QIDP
indicated client C's BSP should include
specific instructions or interventions
regarding when staff should utilize police
or other emergency service personnel to
intervene regarding client C's physical
aggression or elopement behaviors.
PD/QIDP indicated client C's police
involvement component was indicated on
client C's Risk Plan. The PD/QIDP
indicated client C's BSP should specify
how staff are to address client C's
elopement behaviors.

This federal tag relates to complaint
#IN00176248.

9-3-4(a)

483.440(c)(6)(i)

INDIVIDUAL PROGRAM PLAN

The individual program plan must describe
relevant interventions to support the
individual toward independence.

Based on record review and interview for

3 of 3 sampled clients (clients A, B, and

W 0240 Client A Behavior Support Plan
has been updated to include the
use of Physical Intervention

07/17/2015
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C), the facility failed to ensure client A, Alternative (PIA) techniques and
B, and C's BSP (Behavior Support Plan) what SPec'f'C techniques to use
. . with Client A to prevent future
indicated when facility staff should elopement behaviors. Client A
contact emergency service personnel Individual Support Plan (ISP) and
and/or described interventions to promote Risk Plans have been updated to
independence regarding client A, B, and |nclulde c.hanges madg regarding
'S ol dor phvsical . PIA in Client A Behavior Support
C's elopement and/or physical aggression Plan.
behavior incidents.
All direct care staff will receive
Findings include: retraining on the changes made
’ to Client A Behavior Support plan
regarding the specific PIA
1. On 6/24/15 at 11:00am, the facility's techniques to use with Client A to
BDDS (Bureau of Developmental prevent future elopement
Disabilities Services) reports and behaviors.
%nv.estlgatlons were ?ewewed: The review The QIDP will complete an audit
indicated the following for client A: of all other consumers Behavior
Support Plans to ensure that if
-A 6/18/15 BDDS report for an incident ;he Usetof PlAis tretzcom;ngnded
] . " or use to prevent targete
on 6/17/15 at 6:00pm indicated "On behaviors that specifics of what
Wednesday, June 17, 2015 at 5:52pm" techniques are recommended are
the Residential Manager (RM) notified outlined in consumers Behavior
the Qualified Intellectual Disabilities Support Plans. If PIA is identified
Professional/P Direct in consumers Behavior Support
rofessiona/rogram 1{?" or Plans the QIDP will update the
(QIDP/PD) that client A "had eloped consumers ISP and Risk plans to
from her Indiana Mentor Group Home. reflect any changes.
Of the two staff on shift, one staff was on QIDP wil . raining &
. . . . will receive retraining to
an outing with other ch.ents 1r} the Gro.up include ensuring that if use of PIA
that eloped (client A) and a few other prevent targeted behaviors that
clients." The report indicated client A the specific of what techniques to
" use are outlined in consumers
eloped and "the one staff member (at the Behavior Support Plans, ISP and
group home) walked to the end of the Risk plans.
driveway and watched the client while
talking to [the RM]...eventually reporting
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she could no longer see the client." The Client B BSP has been updated
report indicated client A arrived at a to include th_e targ.et behavior of
. elopement, including a
different all male group home description of Client B elopement
"approximately a 1/2 (half) hour (sic) behavior and has identified client
later; staff was unable to ascertain how specific strategies for staff to use
she got there...[client A] refused to go LOeE;eY;': future elopement
. \"| .
back to her Group Home. Police were
called and when they arrived, they told QIDP will receive retraining to
the client she had the right to elope and include ensuring that all
because she was not a threat of harm to consumers Behavior Support
h If or th dher. th 1d Plans include all identified
erse or't ose ar01'1n er, they wou. targeted behaviors and also
leave. Prior to leaving, they (the Police) include strategies for how staff
told [client A] she should go back home are to address targeted behaviors
which was approximately 7:00pm. and prevent future occurrences.
Client A . he G H A review of all consumers
[ 1§nt ] got into t. ¢ Lroup on‘{e van, Behavior Support plans will be
cursing at staff, stating she was going to done to ensure all targeted
run away again as soon as she got there behaviors are identified in the
(back to her Group Home). [Client A] plans and strategies for how staff
ved to (her G H hortl should address and prevent
arrived to (her rf)up qme) shortly targeted behaviors.
before 8:00pm, still cursing at staff,
laughing hysterically, and threatening to
run. Both the staff on shift kept [client ?I'?ntl %S BSP_:JaS‘ b(:entgpda’:ced
o L . o include specific instructions for
A] within their sight beca.use. of [Cllel.lt when staff are to utilize the police
A's] threats." The report indicated client or other emergency service
A took her 8:00pm medications and personnel to intervene regarding
"Afterwards, [client A] told the staff to C"g/”t CIS|B’ Pmistlfat‘: aggression
stop following her and then she started to andior elopement behaviors.
use closed fist punches to one staff QIDP will receive retraining to
member whom was blocking [client A's] include ensuring that all
way to an exit door. The staff member (I;c:nsumers Behavr:or S}Jpportd
attempted to use the one arm hold...The - ans are comprenensive an
) identify strategies for how to
second staff was attempting to stop two prevent future occurrences. A
other clients whom were threatening to review of all consumers Behavior
elope at the same time. The first staff Support plans will be done to
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member released [client A's] arm and ensure all targeted behaviors are
[client A] ran out of the home. At that Is,(ire;telzfg;?:slrf]otrhﬁoua:tzgz(:lould
time the [Residential Manager (RM)] was address and prevent targeted
already parked in her car in front of the behaviors.
[Group Home] reporting to the [PD
(Program Director)] that [client A] was :‘r?‘t E\ir:IthoorrgI”rgzngl?saanor
. . . udi u vi
Fhreatemng to leave when [client A] did Support Plans, ISPs and Risk
just that... The [RM] turned her car on and plans to ensure that specifics of
followed [client A] down the street and what PIA techniques to use to
into the apartment complex nearby where Erehver?t cons:me:]rs targlgted
. . " ehaviors and when police or
[the RM] ?ost sight of [client A]." The emergency personnel are to be
report indicated the RM and the PD called to intervene with behaviors
"drove around for a few minutes," could are specifically outlined in
not locate client A, and called the Police. ;TnsurTSeers Beréa\{lc;(r Slupport
o . . ans, ISPs and risk plans as
The report indicated "the time [client A] needed P
eloped was approximately 8:37pm. At
this time, [client A] has still not been For the next three months, the
located by the Police nor Mentor staff Ar:ea Director will "lev'zwta” g
e . . " changes or annual updates made
assisting in looking for [client A].... to any consumers Behavior
Support plans completed by the
Summary of Internal Investigative Report QIDP to ensure that specific PIA
dated 6/22/15 indicated the following: :ech“'quets recomme”f'ed t? lése
. . o0 prevent consumers targete
-"Brief Summary of incident: On 6/17/15 beﬁav\ilors and v:/Jhen staffgare to
at 5:52pm, [client A] eloped from the utilize emergency personnel to
home, was located by staff and returned intervene with behaviors is
to the group home. [Client A] eloped a TSF’ISCIfI(;a:lQY c:(utlllned in their BSP,
second time after 8pm and was unable to and Risk plans.
[Name of Police Agency]." the Area Director will complete a
random audit of a minimum of 2
. VT th BSP, ISP
-The investigation indicated those Zﬁgslginswke r;::; (rjr:/rélopesd t;ysthe
interviewed were three direct care staff, QIDP to ensure that specific PIA
the Residential Manager, and the techniques recommended to use
Program Director. The investigation was to prevent consumers targeted
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SCES11 Facility ID: 000980 If continuation sheet Page 146 of 208




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

PRINTED: 07/23/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G466

X2) MULTIPLE CONSTRUCTION
A. BUILDING 00
B. WING

X3) DATE SURVEY
COMPLETED

07/01/2015

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC

STREET ADDRESS, CITY, STATE, ZIP CODE
1926 W 75TH PL
INDIANAPOLIS, IN 46260

(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

not thorough in that the investigation did
not indicate completed interviews with
clients who were present at the time of
each elopement.

-"Background of client and their
placement...(Client A's diagnoses
included but were not limited to:) Mild
Intellectual Disability, Traumatic Brain
Injury with behavior disturbance, ADHD
(Attention Deficit Hyperactivity
Disorder), Seizure DO (Disorder)...
[Client A's] history of elopement started
prior to her placement at Indiana Mentor,
[client A's] ISP and Risk Plan states she
experiences Panic Attacks. On 9/2/14
[client A] was missing for over 12 hours
and was found in the bed of a client after
entering his home through a window
without staff knowledge...[Client A's]
mother became her legal guardian on
7/21/14."

-"Interview" with the RM indicated she
followed client A in her car during client
A's second elopement (6/17/15 at
8:37pm) "...when [client A] reached
[name of street] [Client A] attempted to
dart into traffic so [the RM] used her car
to block [client A] from getting hit by
other cars as [the RM] pleaded for [client
A] to get in [the RM's] car." The RM
indicated she followed client A until she
entered the apartment complex where the

behaviors and when staff are to
utilize emergency personnel to
intervene with behaviors is
specifically outlined in their BSP,
ISP and Risk plans.

Responsible Party: Home
Manager, QIDP, Regional Quality
Assurance Specialist, Area
Director.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:

SCES11

Facility ID: -~ 000980 If continuation sheet

Page 147 of 208




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

PRINTED: 07/23/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G466

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
07/01/2015

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC

STREET ADDRESS, CITY, STATE, ZIP CODE
1926 W 75TH PL
INDIANAPOLIS, IN 46260

(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

RM lost sight of client A.

-"Interview" with Group Home Staff
(GHS) #1 indicated she had picked up
client A from day services, returned to
the group home, and client A had called
her mother and family members without
making contact on the telephone. GHS
#1 indicated client A became upset and
"she [client A] was leaving and ran out
the door...[GHS #1] was by herself with
clients...she was able to see [client A]
from the end of the driveway until [client
A] ducked behind the school...[GHS #1]
received call from the [RM] to meet at
[the second group home]...[client A] was
out of control (when GHS #1 arrived at
the second group home)...[GHS #1] said
[client A] finally agreed to get in the van,
but said she was going to run away again
when she got home. [GHS #1] said on
the way home [client A] was asked to
show them (the staff) where [client A]
had knocked on the door and got a ride to
[the second group home]. [GHS #1] said
[client A] said she knocked on the door,
cried, saying she was lost, and needed a
ride to [name of second group home]...."

-"Interview" with GHS #2 indicated she
was out shopping with client E, returned
in the van to the group home to find GHS
#1 standing in the driveway looking for
client A. GHS #2 "said when [client A]
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returned home she was treated like a rock
star by her housemates. [GHS #2] said
[client A] was being congratulated, high
fived, and generally encouraged for
running away. [GHS #2] said there was a
lot of commotion and the noise level was
high...[Client A] continued to threaten to
leave. Attempts to calm [client A] were
not successful. [GHS #2] said at about
8:30pm, [client A] ran out the front door
and all her housemates ran to the front of
the house and cheered her on."

-"Interview" with the PD (Program
Director) indicated "...On 6/22/15 she
received a call from [GHS #7] a
[substitute staff at the group home] the
morning of 6/20/15 (Saturday). [PD]
said [GHS #7] informed her that the
police had [client A] at 34th (Street) and
Meridian St. and was being taken to
[Name of Hospital] for evaluation. [PD]
said she met [client A] at the emergency
room. [PD] said she had only a few
minutes alone with [client A] before
[client A's] mother arrived. [PD] said
[client A] stated she made $60.00 for sex,
but then was forced to take drugs and was
passed around for sex, which she did not
like. [PD] said [client A's] mother took
[client A] home following the forensic
evaluation. [PD] said she has applied for
the Project Lifesaver (electronic
monitoring device), which would not be
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available for up to two months due to
availability."

-"Interview" with client A's
mother/guardian indicated client A's
mother/guardian had been driving to
Indianapolis from [name of city] in an
attempt to locate client A on the street.
Client A's mother/guardian indicated she
was tracing telephone calls made by
client A when client A called family
members out of town and had traced
client A who was using other people's
cell phones which she had borrowed on
the street and a pay phone at a bus stop.
Client A's mother/guardian indicated she
was at the hospital with client A on
6/20/15 after being notified that client A
had been found. Client A's
mother/guardian indicated client A "told
her she (client A) did make $60.00 from
a man who then started pimping [client
A] out...(client A) was forced to consume
drugs and was passed from person to
person including a women for sex...when
[client A] told them to stop she was told
to get her things and get out...(client A)
tested positive for cocaine, opiates, and
THC (Tetrahydrocannabinol, a chemical
responsible for most of marijuana's
psychological effects)...(client A) is
experiencing pain with rectal and vaginal
bleeding...(Client A) is having panic
attacks and nightmares...." Client A's
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mother/guardian stated "she intends to
keep [client A] home until the Project
Life Saver can be put into place."

-"Conclusion" indicated client A eloped
twice on the evening of 6/17/15.
Evidence supports physical intervention
was not used in order to keep client A
from leaving the group home. The
investigation was not thorough in that it
did not document witness statements
from other clients present in the home
and during both elopements of client A.
The investigation did not indicate
recommendations and corrective actions
to protect client A and to protect other
clients from their identified behaviors.
The investigation did not indicate
documentation of staff implementing
client A's BSP, ISP, or the effectiveness
of PIA (Physical Intervention
Alternatives) techniques to prevent the
incident from escalating from client A's
elopement behaviors.

CI #2 stated client A "does not
understand consent and could not give
consent." CI #2 stated client A had "told
(CI #2) that she was passed around from
man to man and some women" for sex.
CI #2 indicated client A told her she left
the group home the second time on
6/17/15, hitchhiked to [name of
neighborhood], walked the streets, met
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the man who told client A she was pretty,
and that he could show client A how to
make money. CI#2 indicated client A
told CI #2 that the man had sex with
client A multiple times, passed her to
other men and women for sex to
exchange for money, lived on the streets
of Indianapolis, consumed cocaine,
marijuana, and opiates. CI #2 indicated
on Saturday, 6/20/15 client A said she
was asked to step outside an apartment
during a visit to a new location with the
unknown man, client A stepped outside
the apartment in the doorway, sat down,
fell asleep, and woke up with the Police
Officers looking at her.

Client A's record was reviewed on
6/24/15 at 11:50am.

-Client A's 5/4/15 ISP indicated client A
had "targeted behaviors" which included:
Panic Attacks, Inappropriate interaction
with males, and vacating (elopement)
behaviors. Client A's ISP indicated she
had elopement behaviors 9/2/14 when
client A "was discovered to have eloped
from her group home. She was found on
9/3/14 at 8:15am at a [name of group
home] that of her alleged boyfriend...
[Client A] had consensual sex with her
alleged boyfriend and also went to sleep
next to him during the night...9/24/14
[client A] was found under her bedroom
covers with two other clients whom
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alleged that sexual misconduct had taken
place in the form of her (female)
housemate touching her in the breast and
vagina area. The allegation could not be
substantiated...10/18/14 at 8:00pm,
[client A] successfully eloped from the
group home and was later found at her
(different) boyfriend's [name of group
home] at 8:28pm. She willingly
transported back to her group home but
threatened to elope again...2/17/15 stayed
in a hotel all night and day with her
(different) boyfriend while on a home
visit in [name of city]...." Client A's ISP
did not include proactive measures and
objectives to teach client A protective
measures regarding personal safety,
elopement, and safety skills. Client A's
ISP indicated she required twenty-four
hour a day staff supervision. The review
did not indicate documentation of when
staff should utilize police or other
emergency service personnel to intervene
regarding client A's elopement behaviors.

-Client A's 10/18/14, 9/24/14, and 9/2/14
IDT (Interdisciplinary Team) meeting
notes indicated "1:1 (One on One) staff
supervision" was implemented after each
incident of elopement and did not
indicate when the one on one staff
supervision was changed.

-Client A's 5/4/2015 "Risk Management
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Assessment and Plan" indicated client A
"Presents a risk" for the following areas
of assessment: "Wears glasses...Some
balance issues due to her left leg being
somewhat shorter than her right, walks
with a limp...slight weakness in her
hand...is not able to administer
medications independently...panic
attacks...(does not) associate
consequences with actions [client A] has
a history of inappropriate interactions
with males as well as placing herself in
potentially dangerous situations in her
interactions with males. Would benefit
from 24/7 supervision to ensure her
health and safety and general welfare...
(does not) inform support person (the
staff) of plans when leaving home area.
[Client A] has history of
elopement...would readily get into a car
with a man she does not know if he paid
attention to her...(does not) exhibit
socially accepted behaviors in public...
(does not) have ability to remain alone in
any environment. [Client A] lacks the
ability to do this independently...Would
not likely defend herself...may not be
able to recognize what is considered
abuse and therefore not report
appropriately...[Client A] needs
assistance with her finances...has a
history of cutting herself...[Client A]
requires 24 hour awake supervision."
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-Client A's 2/2014 BSP indicated
identified targeted behaviors of Panic
Attack, Inappropriate with males, and
vacating (elopement). Client A's BSP
indicated "Vacating...Staff should be
aware of [client A's] whereabouts at all
times...If [client A] elopes from staff,
keep her in sight and calmly request that
she make a positive choice, and return to
the home or vehicle with you...If [client
A] appears upset ask her if she wants to
talk about what is bothering her, or if she
needs time to be alone to calm herself
down. If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her, but do not make a big deal
out of it, do not discuss the situation
further. Give [client A] time to think
about it, 15 min. (minutes), while you are
following her and monitoring for safety.
If [client A] refuses after 15 minutes to
return, offer her another opportunity to
return, if she continues to refuse after
this offer, contact the PD (Program
Director) or PD (Program Director) on
call for further instruction, do not inform
[client A] that you are contacting the PD,
do not make a fuss or a big deal about
contacting the PD. If [client A's]
elopement has put her in a potentially
dangerous situation in a high traffic area,
implement least restrictive agency
approved physical intervention (PIA) to
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maintain safety. If possible a staff
member that is not actively intervening
with [client A] contact the PD...."

On 6/24/15 at 10:30am, an interview was
conducted with the QIDP/PD. The
QIDP/PD indicated client A's ISP, BSP,
and Risk Plans did not document
proactive strategies to protect and to
teach client A regarding personal safety
and elopement. The QIDP/PD indicated
client A's plans did not indicate when
staff should utilize police or other
emergency service personnel to intervene
regarding client A's elopement behaviors.

2. On 6/25/15 at 10:15 AM, an interview
with the QIDP/PD was conducted. The
QIDP/PD stated she was made aware of
an incident on 6/17/15 before client A
had left on her elopement "the first time."
The QIDP/PD stated she was in the
process of starting an investigation into
that event when client A left on
elopement the first time, then left on the
second elopement, and was "attempting
to locate" client A in the community.

The QIDP/PD stated she "failed to report
to BDDS and failed to investigate" client
A's original incident documented in her
DSR (Daily Service Record). The
QIDP/PD provided an incomplete
investigation summary which indicated
"Date/Time of Incident: 6/17/15
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10:04am...Brief Summary of Incident:
[client A] and [client B] had a physical
altercation while in the van as the home
was preparing to exit for morning
transport." The investigation indicated
the House Manager had indicated to the
QIDP/PD that she would "give the details
later" of what occurred and indicated
client A had left the group home "and did
not return" to the group home.

On 6/25/15 at 10:15am, the QIDP/PD
provided a review of client A and B's
DSRs:

-Client A's 6/17/15 DSR indicated on
"6/17/15 from 7am-3pm, Housemates
began to argue. Staff verbally intervened.
[Client A] picked up a water bottle and
threw it at her housemate [client B],
hitting [client B] in the head. Staff was
between the two clients attempting to
keep distance between them, the
housemate [client B] with the water
bottle pushed staff toward and grabbed
[client A] by the hair. Staff was getting
hit from behind in the back and shoulder
as [client B] attempted to punch [client
A]. Staff used PIA (Physical Intervention
Alternatives) during the altercation to
release housemates hand from the hair
grab. [Client A] was bent down and staff
saw her glasses come off and fall to the
floor. During this moment staff heard the
back door open and housemate [client B]
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was no longer against staffs back. [Client
A] began yelling and exited the van
through the front passenger door. [Client
A] was out of the van for several minutes
with another staff when [client A]
returned she was calm."

-Client B's 6/17/15 DSR indicated on
6/17/15 client B was involved in verbal
altercations with multiple clients in the
morning hours and "was verbally
redirected when she continued calling a
client a b----" and on "6/17/15 from
7am-3:00pm, The other client threw a
water bottle and hit [client B] in the head.
[Client B] grabbed the other client by the
hair and pushed her body against back of
the staff member standing between
them...She attempted to hit the client
(client A)."

3. For client B:

-A 4/29/15 BDDS report for an incident
on 4/28/15 at 5:10pm indicated client B
returned from a psychiatric appointment
"agitated that she was having a med
(medication) increase. Shortly later, she
was prompted by staff to turn her music
down." The report indicated client B
"responded by flipping the living room
table and charging the staff." The report
indicated client B "eloped out the front
door where staff watched her from the
front porch. Staff watched [client B] go
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to the neighbor's house on both sides of
the group home, knocking on their doors,
staff had client in sight from the group
home front porch. Finally, a person
answered the door to one of the houses
and [client B] went inside where staff lost
sight of her. At that time, [the PD/QIDP]
was notified. Client returned to the group
home site within 2 minutes stating she
called her sister." The report indicated
client B told the PD/QIDP that the staff
on duty at the group home had "pushed
[client B] and that was why she had to go
call her sister...Plan to resolve...Client's
plan to be changed to include that of
Elopement."

On 6/24/15 at 2:40pm and on 6/25/15 at
8:25am, client B's record was reviewed.
Client B's 9/2014 BSP did not include
elopement behaviors. An additional non
approved HRC (Human Rights
Committee) 4/28/15 BSP and 4/28/15
ISP included elopement behavior on the
list of targeted behaviors and did not
include interventions staff should use and
did not include a written description of
client B's elopement behavior.

An interview was conducted with
PD/QIDP (Program Director/Qualified
Intellectual Disabilities Professional) on
6/25/15 at 10:15 AM. PD/QIDP
indicated client B's BSP should include
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specific instructions and/or interventions
regarding what staff should do when
client B elopes. The PD/QIDP indicated
client B should be supervised by facility
staff twenty-four hours a day seven days
a week. The PD/QIDP indicated client
B's record did not indicate when staff
should utilize police or other emergency
service personnel to intervene regarding
client B's elopement behaviors.

4. For client C:

-A 5/15/15 BDDS report for an incident
on 5/14/15 at 5:50 PM indicated, "At
5:50 PM, the PD (Program Director) was
notified that [client C] had left the
premises of the group home walking on
the sidewalk. [The PD] informed the staff
they would arrive to (sic) the site in
25-30 minutes to assist. Staff reported
they stayed with the [client C], walking
down the street sidewalk of the group
home, continuing to follow and
attempt(ing) to redirect [client C] when
[client C] turned onto [road] a busy
street. At that time, [client C] stepped off
the sidewalk and into the street, back and
forth numerous times in an unsafe
manner. The staff was able to guide
[client C] back onto the sidewalk each
time, however, felt that [client C] was
attempting to harm themselves (sic) so
the staff member called 911. Police
intercepted the client when she was
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walking on [street] near [street]. Police
called the group home, requesting the
second staff member, working that night
and attending to the other clients, pick
[client C] and the first staff member up
from their position. The second staff
member gathered up the clients she was
caring for, placed them into the van and
picked up the did so (sic). [PD #1]
arrived to (sic) the site at 6:20 PM to find
that [client C] had been brought back to
the site by staff who picked her up from
police and the first staff member's care."

-A 4/13/15 BDDS report for an incident
on 4/12/15 at 10:45 PM indicated, "[HM
(Home Manager)] called (the) on-call
[PD] to report that [client C] had walked
away from the group home. Staff called
911 for additional supports and when
staff hung up the phone, [client C] was
back at the group home. [Client C] was
out of staff's sight for 2 minutes before
returning back to (the) group home."

-A 3/7/15 BDDS report indicated, "At
6:45 PM, [PD] was notified by staff that
911 had been called from the group home
due to [client C's] physical aggression
toward staff. Prior to the 911 call, staff
prompted [client C] to pick up the piles
of clothes all around her bed and start
washing them or hanging them up if they
were clean. [Client C] started to yell
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loudly that she was not going to clean up
her room. The staff then started picking
up the clothes that smelled of urine and
started to walk out of her room to the
washing machine. At that time and just as
the staff member was exiting [client C's]
room, [client C] put both of her hands on
the staff, proceeded to punch her with
both closed fists multiple times. The
second staff then ran down the hall to
[client C's] room and attempted to put
herself in between [client C] and the staff
member getting hit but [client C] kept
reaching around her and punching the
first staff member whom was on the
bedroom floor. The second staff member
continued to use two hand blocks to keep
both staff safe. Sometime during this
altercation another client in the home
proceeded to call 911 of their own
accord. [Client C] continued physical
aggression until shortly before the police
showed up to the group home about 5
minutes after she hit staff the first time.
[Client C] was questioned by the police,
told to stop her behavior and the police
left. As soon as they left, [client C]
started threatening to harm herself,
yelling and pacing the home without
ceasing for 20 minutes straight. During
those 20 minutes she was reaching for
items, saying she was going to cut
herself. At that time, staff felt they could
not keep themselves nor [client C's]
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housemates safe, so staff called 911
again. Upon the arrival of police for the
second time, [client C] was taken to
[hospital]."

Client C's record was reviewed on
6/24/15 at 2:00 PM. Client C's 9/20/14
BSP indicated the following:

-"Response Measures- SIB. If staff
observed [client C] engaging in SIB,
request that she stop the behavior. If she
stops the SIB, thank her. Request that
[client C] then engage in a leisure activity
or utilize her coloring sheets. If [client C]
would like to talk with staff, staff should
allow [client C] time to discuss her
concern or frustration. If [Client C]
continues the behavior after being
requested to stop and the behavior is not
causing her physical harm, i.e. scratching
at skin without breaking skin, pinching
herself etc., ignore the behavior but not
[client C]. Continue to monitor [client C]
for the SIB to escalate. Request that
[client C] engage in another activity with
you. It is important that she engage with
staff at this time. Staff should color with
her, go for a walk, play a game etc. with
[client C]. If steps above are unsuccessful
and the SIB is a threat to [client C's]
safety, use the least amount of agency
approved physical intervention (PIA) to
stop the SIB. Inform the PD (or) PD
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on-call." The review did not indicate
documentation of when staff should
utilize police or other emergency service
personnel to intervene regarding client
C's SIB.

-"Aggressive Outburst: (1.) Immediately
request that [client C] cease the behavior.
Request that she calm herself down.
Inform [client C] that once she is calm,
you will spend time with her talking
about what is upsetting her. Allow her to
tell you what she is upset about. All you
need to do is listen to her. When she has
finished encourage her and engage with
her in an activity such as coloring,
exercise or playing a game; (2.) If the
behavior continues and is directed toward
other person in the environment, ask
them to leave the area for their own
safety. Prompt [client C] to engage in a
calming activity; (3.) Do not touch [client
C] but tell her she will be okay, ask her
what you can do to assist her with
calming down; (4.) If [client C] is unable
or unwilling to calm down or if the
outburst is a danger to self or others
proceed to step 5; (5.) Direct [client C] to
discontinue the behavior immediately;
(6.) If the aggressive outburst continues
and is a risk of injury to self or others use
the agency approved minimum amount of
physical guidance necessary to stop the
behavior. Use the techniques taught by
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Indiana Mentor (PTA)." The review did
not indicate documentation of when staff
should utilize police or other emergency
service personnel to intervene regarding
client C's aggressive outburst/aggression.

-"Vacating. Staff should be aware of
[client C's] whereabouts at all times. In
inclement weather, keep protective
clothing for staff and [client C] near the
door so that it is easily available if [client
C] exits the home. If [client C] elopes
from staff, keep her in sight and calmly
request that she make a positive choice
and return to the home or vehicle with
you. (3.) (sic) If [client C] responds,
thank her for returning and continue with
the activity or outing that was going on
previous to her elopement. If [client C]
appears upset ask her if she wants to talk
about what is bothering her or if she
needs time to be alone to calm herself
down. (4.) If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her but do not make a big deal
out of it, do not discuss the situation
further. Give [client C] time to think
about it (15 minutes) while you are
following her and monitoring for safety.
(5.) If [client C] refuses after 15 minutes
to return, offer her another opportunity to
return, if she continues to refuse after this
offer, contact the PD or PD on-call for
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further instructions." The review did not
indicate documentation of when staff
should utilize police or other emergency
service personnel to intervene regarding
client C's elopement behaviors.

Client C's 5/4/15 "Risk Management
Plan" indicated client C did not
"associate consequences with actions,
[client C] receives 24/7 (twenty-four
hours and day seven days a week) staff
support and supervision...[client C] is
impulsive and can be defiant...[client C]
will not be unattended in the
community...law enforcement may get
involved due to elopement."

An interview was conducted with
PD/QIDP (Program Director/Qualified
Intellectual Disabilities Professional) on
6/25/15 at 10:15 AM. PD/QIDP
indicated client C's BSP should include
specific instructions or interventions
regarding when staff should utilize police
or other emergency service personnel to
intervene regarding client C's SIB,
physical aggression or elopement
behaviors. PD/QIDP indicated client C's
police involvement component was
indicated on client C's Risk Plan. The
PD/QIDP indicated client C's BSP should
specify how staff are to address client C's
elopement behaviors.
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This federal tag relates to complaint
#IN00176248.
9-3-4(a)
W 0249 483.440(d)(1)
PROGRAM IMPLEMENTATION
Bldg. 00 As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient
number and frequency to support the
achievement of the objectives identified in
the individual program plan.
Based on record review and interview for W 0249 Client A Behavior Support Plan 07/17/2015
3 of 3 sampled clients (clients A, B, and has been updated to mclyde the
. . use of Physical Intervention
©), the facility failed to use formal and Alternative (PIA) techniques and
informal opportunities to implement what specific techniques to use
client A, B, and C's ISP (Individual with Client A to prevent future
Support Plan) and BSP (Behavior elopgment behaviors. Client A
S | h .. sted Individual Support Plan (ISP) and
upport Plan) when opportunities existe Risk Plans have been updated to
and failed to use consistent approaches include changes made regarding
during physically aggressive behaviors PIA in Client A Behavior Support
and elopement behaviors. Plan.
o ) All direct care staff will receive
Findings include: retraining on the changes made
to Client A Behavior Support plan
1. On 6/24/15 at 11:00am, the facility's :69:“?"”9 thte Spec'f{fhpc"l} A
echniques to use wi ient A to
BPDS '(]j%ureau 9f Developmental prevent future elopement
Disabilities Services) reports and behaviors.
investigations were reviewed. The review
indicated the following for client A: The QIDP will complete an audit
of all other consumers Behavior
o Support Plans to ensure that if
-A 6/18/15 BDDS report for an incident the use of PIA is recommended
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on 6/17/15 at 6:00pm indicated "On for use to prevent targeted
Wednesday June 17. 2015 at 552pmu behaviors that specifics of what
o ’ o techniques are recommended are
the Residential Manager (RM) notified outlined in consumers Behavior
the Qualified Intellectual Disabilities Support Plans. If PIA is identified
Professional/Program Director in consumers Behavior Support
(QIDP/PD) that client A "had eloped Plans the QIDP will update the
f her Indi M G H consumers ISP and Risk plans to
rom her Indiana Mentor Group Home. reflect any changes.
Of the two staff on shift, one staff was on
an outing with other clients in the Group QIDP will receive retraining to
Home and one was behind with the client |tnclt:1dle ensuring that if uze;: PIA
. echniques is recommended to
that eloped (client A) and a few other prevent targeted behaviors that
clients." The report indicated client A the specific of what techniques to
eloped and "the one staff member (at the use are outlined in consumers
group home) walked to the end of the igr:(avllor Support Plans, ISP and
. . . isk plans.
driveway and watched the client while P
talking to [the RM]...eventually reporting
she could no longer see the client." The Client B BSP has been updated
report indicated client A arrived at a tcl) mcludetth.e t;'arg.et behavior of
. elopement, including a
dlfferenF all male group home ] description of Client B elopement
"approximately a 1/2 (half) hour (sic) behavior and has identified client
later; staff was unable to ascertain how specific strategies for staff to use
she got there...[client A] refused to go Lo Ere\(ent future elopement
. ehaviors.
back to her Group Home. Police were v
called and when they arrived, they told QIDP will receive retraining to
the client she had the right to elope and include ensuring that all
because she was not a threat of harm to ;‘I’”S“melrsdBehIT}gor tslf‘ﬂpdport
ans include all identifie
herself or.those ar01.1nd her, they wou.ld targeted behaviors and also
leave. Prior to leaving, they (the Police) include strategies for how staff
told [client A] she should go back home are to address targeted behaviors
which was approximately 7:00pm. and prevent future occurrences.
. . Arevi f all
[Client A] got into the Group Home van, review ot all consumers
) ] ) Behavior Support plans will be
cursing at staff, stating she was going to done to ensure all targeted
run away again as soon as she got there behaviors are identified in the
(back to her Group Home). [Client A] plans and strategies for how staff
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SCES11 Facility ID: 000980 If continuation sheet Page 168 of 208




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

PRINTED: 07/23/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G466 B. WING 07/01/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1926 W 75TH PL
REM-INDIANA INC INDIANAPOLIS, IN 46260
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
arrived to (her Group Home) shortly should address and prevent
before 8:00pm, still cursing at staff, targeted behaviors.
laughing hysterically, and threatening to
run. Both the staff on shift kept [client Client C's BSP has been updated
A] within their sight because of [client to include specific instructions for
A's] threats." The report indicated client \grhstr;]:':aeﬁma;‘;;ongg“sZ:nt?Cee police
A took her 8:00pm medications and personnel to intervene regarding
"Afterwards, [client A] told the staff to Client C SIB, Physical aggression
stop following her and then she started to and/or elopement behaviors.
use closed fist punches to one staff QIDP will receive retraining to
member whom was blocking [client A's] include ensuring that all
way to an exit door. The staff member consumers Behavior Support
attempted to use the one arm hold...The Plans are comprehensive and
second staff was attempting to stop two identify strategies for how to
other clients whom were threatening to :)ersi\(/e?toiu;“r(e:zocr)]zcl::::eerr;cgzh,:\/i or
elope at the same time. The first staff Support plans will be done to
member released [client A's] arm and ensure all targeted behaviors are
[client A] ran out of the home. At that identified in the plans and
time the [Residential Manager (RM)] was :t(;zltzglse::zrptlg\\llveitf ;;hecizzi
already parked in her car in front of the behaviors.
[Group Home] reporting to the [PD
(Program Director)] that [client A] was Area Director will complete an
threatening to leave when [client A] did gt;?ég:taPIIIacr?:‘sluSrgzr:aneg?S\ﬂor
just that... The [RM] turned her car on and plans to ensure that specifics of
followed [client A] down the street and what PIA techniques to use to
into the apartment complex nearby where prevent consumers targeted
[the RM] lost sight of [client A]." The Z(renhear\gl;lgr:i;;grvsvgr?:erl)c;tzet:rbe
report indicated the RM and the PD called to intervene with behaviors
"drove around for a few minutes," could are specifically outlined in
not locate client A, and called the Police. consumers Behavior Support
The report indicated "the time [client A] E’(I:;rljséc:'SPs and risk plans as
eloped was approximately 8:37pm. At
this time, [client A] has still not been For the next three months, the
located by the Police nor Mentor staff Area Director will review all
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assisting in looking for [client A]...." changes or annual updates made
to any consumers Behavior
L. Support plans completed by the
Summary of Internal Investigative Report QIDP to ensure that specific PIA
dated 6/22/15 indicated the following: techniques recommended to use
-"Brief Summary of incident: On 6/17/15 to prevent consumers targeted
at 5:52pm, [client A] eloped from the bghawors and when staff are to
h 1 ab ffand q utilize emergency personnel to
ome, was located by SFa and returne intervene with behaviors is
to the group home. [Client A] eloped a specifically outlined in their BSP,
second time after 8pm and was unable to ISP and Risk plans.
be located. A report was filed with the .
N fPolice A " Ongoing after the three months,
[Name of Police Agency]. the Area Director will complete a
random audit of a minimum of 2
-The investigation indicated those consumers per month BSP, ISP
interviewed were three direct care staff, ?)TSPRItSk plans (jtiv?Iopequy;:\:
. . o ensure that specific
the Res1degt1al Manager., and ‘.the . techniques recommended to use
Program Director. The 1nvest1gat10n was to prevent consumers targeted
not thorough in that the investigation did behaviors and when staff are to
not indicate completed interviews with utilize emergency personnel to
lients wh t at the & £ intervene with behaviors is
chients who were present at the ime o specifically outlined in their BSP,
each elopement. ISP and Risk plans.
-"Background of client and their Eesponsibgalgsrté: Hpmel Quali
. o anager, , Regional Quality
Placement...(Chent A s.dle.lgnoses . Assurance Specialist, Area
included but were not limited to:) Mild Director.
Intellectual Disability, Traumatic Brain
Injury with behavior disturbance, ADHD
(Attention Deficit Hyperactivity
Disorder), Seizure DO (Disorder)...
[Client A's] history of elopement started
prior to her placement at Indiana Mentor,
[client A's] ISP and Risk Plan states she
experiences Panic Attacks. On 9/2/14
[client A] was missing for over 12 hours
and was found in the bed of a client after
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entering his home through a window

without staff knowledge...[Client A's]
mother became her legal guardian on
7/21/14."

-"Interview" with the RM indicated she
followed client A in her car during client
A's second elopement (6/17/15 at
8:37pm) "...when [client A] reached
[name of street] [Client A] attempted to
dart into traffic so [the RM] used her car
to block [client A] from getting hit by
other cars as [the RM] pleaded for [client
A] to get in [the RM's] car." The RM
indicated she followed client A until she
entered the apartment complex where the
RM lost sight of client A.

-"Interview" with Group Home Staff
(GHS) #1 indicated she had picked up
client A from day services, returned to
the group home, and client A had called
her mother and family members without
making contact on the telephone. GHS
#1 indicated client A became upset and
"she [client A] was leaving and ran out
the door...[GHS #1] was by herself with
clients...she was able to see [client A]
from the end of the driveway until [client
A] ducked behind the school...[GHS #1]
received call from the [RM] to meet at
[the second group home]...[client A] was
out of control (when GHS #1 arrived at
the second group home)...[GHS #1] said

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

SCES11 Facility ID:

000980 If continuation sheet

Page 171 of 208




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

PRINTED: 07/23/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G466

A. BUILDING 00
B. WING

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
07/01/2015

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC

STREET ADDRESS, CITY, STATE, ZIP CODE
1926 W 75TH PL
INDIANAPOLIS, IN 46260

(X4) ID
PREFIX
TAG

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

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

(X5)
COMPLETION
DATE

[client A] finally agreed to get in the van,
but said she was going to run away again
when she got home. [GHS #1] said on
the way home [client A] was asked to
show them (the staff) where [client A]
had knocked on the door and got a ride to
[the second group home]. [GHS #1] said
[client A] said she knocked on the door,
cried, saying she was lost, and needed a
ride to [name of second group home]...."

-"Interview" with GHS #2 indicated she
was out shopping with client E, returned
in the van to the group home to find GHS
#1 standing in the driveway looking for
client A. GHS #2 "said when [client A]
returned home she was treated like a rock
star by her housemates. [GHS #2] said
[client A] was being congratulated, high
fived, and generally encouraged for
running away. [GHS #2] said there was a
lot of commotion and the noise level was
high...[Client A] continued to threaten to
leave. Attempts to calm [client A] were
not successful. [GHS #2] said at about
8:30pm, [client A] ran out the front door
and all her housemates ran to the front of
the house and cheered her on."

-"Interview" with the PD (Program
Director) indicated "...On 6/22/15 she
received a call from [GHS #7] a
[substitute staff at the group home] the
morning of 6/20/15 (Saturday). [PD]

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

SCES11 Facility ID: -~ 000980 If continuation sheet

Page 172 of 208




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

PRINTED: 07/23/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G466

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
07/01/2015

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC

STREET ADDRESS, CITY, STATE, ZIP CODE
1926 W 75TH PL
INDIANAPOLIS, IN 46260

(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

said [GHS #7] informed her that the
police had [client A] at 34th (Street) and
Meridian St. and was being taken to
[Name of Hospital] for evaluation. [PD]
said she met [client A] at the emergency
room. [PD] said she had only a few
minutes alone with [client A] before
[client A's] mother arrived. [PD] said
[client A] stated she made $60.00 for sex,
but then was forced to take drugs and was
passed around for sex, which she did not
like. [PD] said [client A's] mother took
[client A] home following the forensic
evaluation. [PD] said she has applied for
the Project Lifesaver (electronic
monitoring device), which would not be
available for up to two months due to
availability."

-"Interview" with client A's
mother/guardian indicated client A's
mother/guardian had been driving to
Indianapolis from [name of city] in an
attempt to locate client A on the street.
Client A's mother/guardian indicated she
was tracing telephone calls made by
client A when client A called family
members out of town and had traced
client A who was using other people's
cell phones which she had borrowed on
the street and a pay phone at a bus stop.
Client A's mother/guardian indicated she
was at the hospital with client A on
6/20/15 after being notified that client A
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had been found. Client A's
mother/guardian indicated client A "told
her she (client A) did make $60.00 from
a man who then started pimping [client
A] out...(client A) was forced to consume
drugs and was passed from person to
person including a women for sex...when
[client A] told them to stop she was told
to get her things and get out...(client A)
tested positive for cocaine, opiates, and
THC (Tetrahydrocannabinol, a chemical
responsible for most of marijuana's
psychological effects)...(client A) is
experiencing pain with rectal and vaginal
bleeding...(Client A) is having panic
attacks and nightmares...." Client A's
mother/guardian stated "she intends to
keep [client A] home until the Project
Life Saver can be put into place."

-"Conclusion" indicated client A eloped
twice on the evening of 6/17/15.
Evidence supports physical intervention
was not used in order to keep client A
from leaving the group home. The
investigation was not thorough in that it
did not document witness statements
from other clients present in the home
and during both elopements of client A.
The investigation did not indicate
recommendations and corrective actions
to protect client A and to protect other
clients from their identified behaviors.
The investigation did not indicate
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documentation of staff implementing
client A's BSP, ISP, or the effectiveness
of PIA (Physical Intervention
Alternatives) techniques to prevent the
incident from escalating from client A's
elopement behaviors.

Client A's 6/20/15 Hospital Emergency
Room Record was reviewed on 6/24/15
at 8:30am. The hospital record
"Emergency Room" documentation by
the physician indicated "Pt. (Patient)
reports that she ran away from group
home 3 days ago. She reports she met a
man who offered her money, made her
smoke spice and marijuana, snorted
cocaine. She reports she was sexually
assaulted by upward of 7 different men
over that time on separate occasions. She
reports vaginal, anal, and oral
penetration...inflamed skin external
genitalia...Assessment: Sexual Assault,
medically stable...+ (positive) for cocaine
/ opiates...pelvic done/evidence
collected...given counseling sources...
(signed by the physician)." The 6/20/15
"ER Triage Chief Complaint...Drug
Abuse, possible Sexual Assault of adult."
Client A's 6/20/15 "EMS (Emergency
Medical Services) Incident" document
indicated "9-1-1 dispatched for injured
person...found 19 yo/w/f (year
old/white/female) ambulatory on scene
with [Police]. [Police] stated that pt.
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(patient) was found laying on the ground
in the doorway of a hallway to an
apartment building with many bystanders
around. [Client A] told [Police] that she
walked away from her group home (and)
she stays there due to a previous brain
injury. On June 17th and (sic) was
picked up by a couple of guys.
According to [Police], after that the men
gave her crack cocaine, pt. states she
snorted and smoked it and (they)
physically sexually assaulted her. Pt.
claims to have not slept since Tuesday
and last used crack cocaine about 20
minutes prior to being found by [Police].
Her only complaint was that her face was
numb, she was having tingling in her
upper extremities, and she was sleepy
from having not slept since Tuesday.
[Police] notified representatives from her
group home enroute to [name of
hospital]. [Client A] started to feel
nauseous but did not vomit until we
started to pull into the ambulance bay at
[name of hospital]...."

Confidential Interview (CI) #1 stated on
6/20/15 client A was "filthy dirty," was
not wearing client A's personal clothing,
was not wearing underwear, was not
wearing a bra, and had injuries to her
face, chest, and genitalia.

CI #2 stated client A "does not
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understand consent and could not give
consent." CI #2 stated client A had "told
(CI #2) that she was passed around from
man to man and some women" for sex.
CI #2 indicated client A told her she left
the group home the second time on
6/17/15, hitchhiked to [name of
neighborhood], walked the streets, met
the man who told client A she was pretty,
and that he could show client A how to
make money. CI#2 indicated client A
told CI #2 that the man had sex with
client A multiple times, passed her to
other men and women for sex to
exchange for money, lived on the streets
of Indianapolis, consumed cocaine,
marijuana, and opiates. CI #2 indicated
on Saturday, 6/20/15 client A said she
was asked to step outside an apartment
during a visit to a new location with the
unknown man, client A stepped outside
the apartment in the doorway, sat down,
fell asleep, and woke up with the Police
Officers looking at her.

Client A's record was reviewed on
6/24/15 at 11:50am.

-Client A's 5/4/15 ISP indicated client A
had "targeted behaviors" which included:
Panic Attacks, Inappropriate interaction
with males, and vacating (elopement)
behaviors. Client A's ISP indicated she
had elopement behaviors 9/2/14 when
client A "was discovered to have eloped
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from her group home. She was found on
9/3/14 at 8:15am at a [name of group
home] that of her alleged boyfriend...
[Client A] had consensual sex with her
alleged boyfriend and also went to sleep
next to him during the night...9/24/14
[client A] was found under her bedroom
covers with two other clients whom
alleged that sexual misconduct had taken
place in the form of her (female)
housemate touching her in the breast and
vagina area. The allegation could not be
substantiated...10/18/14 at 8:00pm,
[client A] successfully eloped from the
group home and was later found at her
(different) boyfriend's [name of group
home] at 8:28pm. She willingly
transported back to her group home but
threatened to elope again...2/17/15 stayed
in a hotel all night and day with her
(different) boyfriend while on a home
visit in [name of city]...." Client A's ISP
did not include proactive measures and
objectives to teach client A protective
measures regarding personal safety,
elopement, and safety skills. Client A's
ISP indicated she required twenty-four
hour a day staff supervision.

-Client A's 10/18/14, 9/24/14, and 9/2/14
IDT (Interdisciplinary Team) meeting
notes indicated "1:1 (One on One) staff
supervision" was implemented after each
incident of elopement and did not
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indicate when the one on one staff
supervision was changed.

-Client A's 5/4/2015 "Risk Management
Assessment and Plan" indicated client A
"Presents a risk" for the following areas
of assessment: "Wears glasses...Some
balance issues due to her left leg being
somewhat shorter than her right, walks
with a limp...slight weakness in her
hand...is not able to administer
medications independently...panic
attacks...(does not) associate
consequences with actions [client A] has
a history of inappropriate interactions
with males as well as placing herself in
potentially dangerous situations in her
interactions with males. Would benefit
from 24/7 supervision to ensure her
health and safety and general welfare...
(does not) inform support person (the
staff) of plans when leaving home area.
[Client A] has history of
elopement...would readily get into a car
with a man she does not know if he paid
attention to her...(does not) exhibit
socially accepted behaviors in public...
(does not) have ability to remain alone in
any environment. [Client A] lacks the
ability to do this independently...Would
not likely defend herself...may not be
able to recognize what is considered
abuse and therefore not report
appropriately...[Client A] needs
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assistance with her finances...has a
history of cutting herself...[Client A]
requires 24 hour awake supervision."

-Client A's 2/2014 BSP indicated
identified targeted behaviors of Panic
Attack, Inappropriate with males, and
vacating (elopement). Client A's BSP
indicated "Vacating...Staff should be
aware of [client A's] whereabouts at all
times...If [client A] elopes from staff,
keep her in sight and calmly request that
she make a positive choice, and return to
the home or vehicle with you...If [client
A] appears upset ask her if she wants to
talk about what is bothering her, or if she
needs time to be alone to calm herself
down. If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her, but do not make a big deal
out of it, do not discuss the situation
further. Give [client A] time to think
about it, 15 min. (minutes), while you are
following her and monitoring for safety.
If [client A] refuses after 15 minutes to
return, offer her another opportunity to
return, if she continues to refuse after
this offer, contact the PD (Program
Director) or PD (Program Director) on
call for further instruction, do not inform
[client A] that you are contacting the PD,
do not make a fuss or a big deal about
contacting the PD. If [client A's]
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elopement has put her in a potentially
dangerous situation in a high traffic area,
implement least restrictive agency
approved physical intervention (PIA) to
maintain safety. If possible a staff
member that is not actively intervening
with [client A] contact the PD...." Client
A's BSP did not include the agency's
definition for PIA.

On 6/24/15 at 12:30pm, the facility's
undated "Physical Intervention
Alternatives" policy and procedure
located in the staff communication book
for "Physical restraint: All Indiana
Mentor staff are trained upon
employment and re-trained annually on
these procedures. Any escorts/restraints
should be released as quickly as possible.
If a restraint lasts for 10 minutes, the
client should be released and staff should
attempt blocking/avoidance unless it is
unsafe to do so. If blocking/avoidance
continues to be ineffective or unsafe,
reinstate physical restraint for 10 minute
intervals attempting to release the client
when it is safe to do so. If a client does
not respond to proactive measures or
non-restrictive measures use restrictive
company approved PTIA (Physical
Intervention Alternatives) techniques
listed in this order: Physical restraints
should be used only when physical
aggression will likely result in harm to
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oneself, others, or when property
destruction might affect peoples' health
and safety otherwise use
blocking/avoidance. Staff may skip less
restrictive measure only if health/safety is
an imminent threat. Escorts: Side by side
escort walking slightly behind and to the
side of the person. Hand below elbow L'
shaped hand cupping the elbow. Hand
behind elbow and hand mid-back.
Restraints only to be used if blocking,
avoidance or escort is not safe. One arm
hold uses 'L' shaped hand to restrict one
of the client's arms. Two arm hold, same
as one arm but uses second arm to
restrain client's flailing arm to the side
still only restraining one arm. One arm
hold to the floor-client in sitting position.
Floor hold (two person) use one arm to
the floor restraint, second staff used to
restrain legs of the client."

On 6/24/15 at 10:30am, an interview was
conducted with the QIDP/PD. The
QIDP/PD stated client A did not
recognize danger, "required" twenty-four
hour staff supervision, and had eloped
from the group home on 6/17/15. The
QIDP/PD indicated client A's ISP, BSP,
and risk plans should have been
implemented on 6/17/15. The QIDP/PD
stated she was filling out the paperwork
for the application of client A's Protect
Life Saver program and indicated after
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the application was submitted it "would
be at least two months or longer" before
client A would be available for the
program. When asked what protective
measures and corrective actions had been
developed after client A's continued
elopement behaviors, the QIDP/PD
stated "We added one on one staff"
supervision. When asked why client A
did not have one on one staff supervision
on 6/17/15, the QIDP/PD indicated there
were two (2) staff in the home on the
schedule and one of the two was gone
with client E on a community outing
which left one staff alone with seven (7)
clients. The QIDP/PD indicated there
were three (3) additional clients living in
the group home who were elopement
risks. The QIDP/PD stated she was
"unsure" when client A's one on one staff
supervision was discontinued. The
QIDP/PD stated client A "did not

nn

recognize danger," "required staff
supervision," and was "unsafe" when she
runs into traffic on the streets during

elopements on 6/17/15.

2. On 6/25/15 at 10:15 AM, an interview
with the QIDP/PD was conducted. The
QIDP/PD stated she was made aware of
an incident on 6/17/15 before client A
had left on her elopement "the first time."
The QIDP/PD stated she was in the
process of starting an investigation into
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that event when client A left on
elopement the first time, then left on the
second elopement, and was "attempting
to locate" client A in the community.
The QIDP/PD stated she "failed to report
to BDDS and failed to investigate" client
A's original incident documented in her
DSR (Daily Service Record). The
QIDP/PD provided an incomplete
investigation summary which indicated
"Date/Time of Incident: 6/17/15
10:04am...Brief Summary of Incident:
[client A] and [client B] had a physical
altercation while in the van as the home
was preparing to exit for morning
transport." The investigation indicated
the House Manager had indicated to the
QIDP/PD that she would "give the details
later" of what occurred and indicated
client A had left the group home "and did
not return" to the group home.

On 6/25/15 at 10:15am, the QIDP/PD
provided a review of client A and B's
DSRs:

-Client A's 6/17/15 DSR indicated on
"6/17/15 from 7am-3pm, Housemates
began to argue. Staff verbally intervened.
[Client A] picked up a water bottle and
threw it at her housemate [client B],
hitting [client B] in the head. Staff was
between the two clients attempting to
keep distance between them, the
housemate [client B] with the water
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bottle pushed staff toward and grabbed
[client A] by the hair. Staff was getting
hit from behind in the back and shoulder
as [client B] attempted to punch [client
A]. Staffused PIA (Physical Intervention
Alternatives) during the altercation to
release housemates hand from the hair
grab. [Client A] was bent down and staff
saw her glasses come off and fall to the
floor. During this moment staff heard the
back door open and housemate [client B]
was no longer against staffs back. [Client
A] began yelling and exited the van
through the front passenger door. [Client
A] was out of the van for several minutes
with another staff when [client A]
returned she was calm."

-Client B's 6/17/15 DSR indicated on
6/17/15 client B was involved in verbal
altercations with multiple clients in the
morning hours and "was verbally
redirected when she continued calling a
client a b----" and on "6/17/15 from
7am-3:00pm, The other client threw a
water bottle and hit [client B] in the head.
[Client B] grabbed the other client by the
hair and pushed her body against back of
the staff member standing between
them...She attempted to hit the client
(client A)."

3. For client B:
-A 4/29/15 BDDS report for an incident
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on 4/28/15 at 5:10pm indicated client B
returned from a psychiatric appointment
"agitated that she was having a med
(medication) increase. Shortly later, she
was prompted by staff to turn her music
down." The report indicated client B
"responded by flipping the living room
table and charging the staff." The report
indicated client B "eloped out the front
door where staff watched her from the
front porch. Staff watched [client B] go
to the neighbor's house on both sides of
the group home, knocking on their doors,
staff had client in sight from the group
home front porch. Finally, a person
answered the door to one of the houses
and [client B] went inside where staff lost
sight of her. At that time, [the PD/QIDP]
was notified. Client returned to the group
home site within 2 minutes stating she
called her sister." The report indicated
client B told the PD/QIDP that the staff
on duty at the group home had "pushed
[client B] and that was why she had to go
call her sister...Plan to resolve...Client's
plan to be changed to include that of
Elopement."

On 6/24/15 at 2:40pm and on 6/25/15 at
8:25am, client B's record was reviewed.
Client B's 9/2014 BSP did not include
elopement behaviors. An additional non
approved HRC (Human Rights
Committee) 4/28/15 BSP and 4/28/15
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ISP included elopement behavior on the
list of targeted behaviors and did not
include interventions staff should use and
did not include a written description of
client B's elopement behavior.

An interview was conducted with
PD/QIDP (Program Director/Qualified
Intellectual Disabilities Professional) on
6/25/15 at 10:15 AM. The PD/QIDP
indicated client B's BSP should include
specific instructions and/or interventions
regarding what staff should do when
client B elopes. The PD/QIDP indicated
client B should be supervised by facility
staff twenty-four hours a day seven days
a week.

4. For client C:

-A 5/15/15 BDDS report for an incident
on 5/14/15 at 5:50 PM indicated, "At
5:50 PM, the PD (Program Director) was
notified that [client C] had left the
premises of the group home walking on
the sidewalk. [The PD] informed the staff
they would arrive to (sic) the site in
25-30 minutes to assist. Staff reported
they stayed with the [client C], walking
down the street sidewalk of the group
home, continuing to follow and
attempt(ing) to redirect [client C] when
[client C] turned onto [road] a busy
street. At that time, [client C] stepped off
the sidewalk and into the street, back and
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forth numerous times in an unsafe
manner. The staff was able to guide
[client C] back onto the sidewalk each
time, however, felt that [client C] was
attempting to harm themselves (sic) so
the staff member called 911. Police
intercepted the client when she was
walking on [street] near [street]. Police
called the group home, requesting the
second staff member, working that night
and attending to the other clients, pick
[client C] and the first staff member up
from their position. The second staff
member gathered up the clients she was
caring for, placed them into the van and
picked up the did so (sic). [PD #1]
arrived to (sic) the site at 6:20 PM to find
that [client C] had been brought back to
the site by staff who picked her up from
police and the first staff member's care."

-A 4/13/15 BDDS report for an incident
on 4/12/15 at 10:45 PM indicated, "[HM
(Home Manager)] called (the) on-call
[PD] to report that [client C] had walked
away from the group home. Staff called
911 for additional supports and when
staff hung up the phone, [client C] was
back at the group home. [Client C] was
out of staff's sight for 2 minutes before
returning back to (the) group home."

-A 3/7/15 BDDS report indicated, "At
6:45 PM, [PD] was notified by staff that
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911 had been called from the group home
due to [client C's] physical aggression
toward staff. Prior to the 911 call, staff
prompted [client C] to pick up the piles
of clothes all around her bed and start
washing them or hanging them up if they
were clean. [Client C] started to yell
loudly that she was not going to clean up
her room. The staff then started picking
up the clothes that smelled of urine and
started to walk out of her room to the
washing machine. At that time and just as
the staff member was exiting [client C's]
room, [client C] put both of her hands on
the staff, proceeded to punch her with
both closed fists multiple times. The
second staff then ran down the hall to
[client C's] room and attempted to put
herself in between [client C] and the staff
member getting hit but [client C] kept
reaching around her and punching the
first staff member whom was on the
bedroom floor. The second staff member
continued to use two hand blocks to keep
both staff safe. Sometime during this
altercation another client in the home
proceeded to call 911 of their own
accord. [Client C] continued physical
aggression until shortly before the police
showed up to the group home about 5
minutes after she hit staff the first time.
[Client C] was questioned by the police,
told to stop her behavior and the police
left. As soon as they left, [client C]
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started threatening to harm herself,
yelling and pacing the home without
ceasing for 20 minutes straight. During
those 20 minutes she was reaching for
items, saying she was going to cut
herself. At that time, staff felt they could
not keep themselves nor [client C's]
housemates safe, so staff called 911
again. Upon the arrival of police for the
second time, [client C] was taken to
[hospital]."

Client C's record was reviewed on
6/24/15 at 2:00 PM. Client C's 9/20/14
BSP indicated the following:

-"Response Measures- SIB. If staff
observed [client C] engaging in SIB,
request that she stop the behavior. If she
stops the SIB, thank her. Request that
[client C] then engage in a leisure activity
or utilize her coloring sheets. If [client C]
would like to talk with staff, staff should
allow [client C] time to discuss her
concern or frustration. If [Client C]
continues the behavior after being
requested to stop and the behavior is not
causing her physical harm, i.e. scratching
at skin without breaking skin, pinching
herself etc., ignore the behavior but not
[client C]. Continue to monitor [client C]
for the SIB to escalate. Request that
[client C] engage in another activity with
you. It is important that she engage with
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staff at this time. Staff should color with
her, go for a walk, play a game etc. with
[client C]. If steps above are unsuccessful
and the SIB is a threat to [client C's]
safety, use the least amount of agency
approved physical intervention (PIA) to
stop the SIB. Inform the PD (or) PD
on-call." The review did not indicate
documentation of when staff should
utilize police or other emergency service
personnel to intervene regarding client
C's SIB.

-"Aggressive Outburst: (1.) Immediately
request that [client C] cease the behavior.
Request that she calm herself down.
Inform [client C] that once she is calm,
you will spend time with her talking
about what is upsetting her. Allow her to
tell you what she is upset about. All you
need to do is listen to her. When she has
finished encourage her and engage with
her in an activity such as coloring,
exercise or playing a game; (2.) If the
behavior continues and is directed toward
other person in the environment, ask
them to leave the area for their own
safety. Prompt [client C] to engage in a
calming activity; (3.) Do not touch [client
C] but tell her she will be okay, ask her
what you can do to assist her with
calming down; (4.) If [client C] is unable
or unwilling to calm down or i

f the outburst is a danger to self or others
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proceed to step 5; (5.) Direct [client C] to
discontinue the behavior immediately;
(6.) If the aggressive outburst continues
and is a risk of injury to self or others use
the agency approved minimum amount of
physical guidance necessary to stop the
behavior. Use the techniques taught by
Indiana Mentor (PTA)." The review did
not indicate documentation of when staff
should utilize police or other emergency
service personnel to intervene regarding
client C's aggressive outburst/aggression.

-"Vacating. Staff should be aware of
[client C's] whereabouts at all times. In
inclement weather, keep protective
clothing for staff and [client C] near the
door so that it is easily available if [client
C] exits the home. If [client C] elopes
from staff, keep her in sight and calmly
request that she make a positive choice
and return to the home or vehicle with
you. (3.) (sic) If [client C] responds,
thank her for returning and continue with
the activity or outing that was going on
previous to her elopement. If [client C]
appears upset ask her if she wants to talk
about what is bothering her or if she
needs time to be alone to calm herself
down. (4.) If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her but do not make a big deal
out of it, do not discuss the situation
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further. Give [client C] time to think
about it (15 minutes) while you are
following her and monitoring for safety.
(5.) If [client C] refuses after 15 minutes
to return, offer her another opportunity to
return, if she continues to refuse after this
offer, contact the PD or PD on-call for
further instructions." The review did not
indicate documentation of when staff
should utilize police or other emergency
service personnel to intervene regarding
client C's elopement behaviors.

Client C's 5/4/15 "Risk Management
Plan" indicated client C did not
"associates consequences with actions,
[client C] receives 24/7 (twenty-four
hours and day seven days a week) staff
support and supervision...[client C] is
impulsive and can be defiant...[client C]
will not be unattended in the
community...law enforcement may get
involved due to elopement."

An interview was conducted with
PD/QIDP (Program Director/Qualified
Intellectual Disabilities Professional) on
6/25/15 at 10:15 AM, PD/QIDP
indicated client C's BSP should include
specific instructions or interventions
regarding when staff should utilize police
or other emergency service personnel to
intervene regarding client C's SIB,
physical aggression or elopement
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behaviors. PD/QIDP indicated client C's
police involvement component was
indicated on client C's Risk Plan.
This federal tag relates to complaint
#IN00176248.
9-3-4(a)
W 0289 483.450(b)(4)
MGMT OF INAPPROPRIATE CLIENT
Bldg. 00 BEHAVIOR
The use of systematic interventions to
manage inappropriate client behavior must
be incorporated into the client's individual
program plan, in accordance with
§483.440(c)(4) and (5) of this subpart.
Based on record review, and interview, W 0289 Client A Behavior SUPPOFt Plan 07/17/2015
for 1 of 2 sample clients (client A) who has been updated to include the
. . . use of Physical Intervention
had physical interventions employed for Alternative (PIA) techniques and
behavior, the facility failed to have a what specific techniques to use
written description in client A's plan for with Client A to prevent future
physical behavioral elope'ment behaviors. Client A
. ) hvsical . Individual Support Plan (ISP) and
interventions/Physical Intervention Risk Plans have been updated to
Alternatives (PIA) which were used for include changes made regarding
client A. PIA in Client A Behavior Support
Plan.
Findings include: All direct care staff will receive
retraining on the changes made
On 6/24/15 at 11:00am, the facility's to Client A Behavior Support plan
BDDS (Bureau of Developmental regarding the specific PIA
Disabilitics Servi d techniques to use with Client A to
isabilities Services) reports an prevent future elopement
investigations were reviewed. The review behaviors.
indicated the following for client A:
The QIDP will complete an audit
. of all other consumers Behavior
-A 6/18/15 BDDS report for an incident
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on 6/17/15 at 6:00pm indicated "On Support Plans to ensure that if
Wednesday, June 17’ 2015 at 5:52pmu the use of PIA is recommended
. . ) for use to prevent targeted
the Residential Manager (RM) notified behaviors that specifics of what
the Qualified Intellectual Disabilities techniques are recommended are
ProfessionaI/Program Director outlined in consumers Behavior
(QIDP/PD) that client A "had eloped Support Plans. If PIA is identified
f h di G in consumers Behavior Support
rom her Indiana Mentor Group Home. Plans the QIDP will update the
Of the two staff on shift, one staff was on consumers ISP and Risk plans to
an outing with other clients in the Group reflect any changes.
Home and one was behind with the client QIDP wil , raining &
. will receive retraining to
that eloped (client A) and a few other include ensuring that if use of PIA
clients." The report indicated client A techniques is recommended to
eloped and "the one staff member (at the prevent targeted behaviors that
group home) walked to the end of the the specific of what techniques to
dri d hed the cli hil use are outlined in consumers
r1V.eway and watched the client whi e‘ Behavior Support Plans, ISP and
talking to [the RM]...eventually reporting Risk plans.
she could no longer see the client." The
report indicated client A arrived at a Area Director will complete an
diff t all mal h audit of all consumers Behavior
tierent afl male group home Support Plans, ISPs and Risk
"approximately a 1/2 (half) hour (sic) plans to ensure that specifics of
later; staff was unable to ascertain how what PIA techniques to use to
she got there...[client A] refused to go prevent consumers targeted
back to her G u Poli behaviors are specifically outlined
ack o her Lroup ome'. olice were in consumers Behavior Support
called and when they arrived, they told Plans, ISPs and risk plans as
the client she had the right to elope and needed.
because she was not a threat of harm to For th T he. th
or the next three months, the
herself or. those ar01.1nd her, they wou.ld Area Director will review all
told [client A] she should go back home to any consumers Behavior
which was approximately 7:00pm. Support plans completed by the
. . QIDP to ensure that specific PIA
[Client A] got into the Group Home van, .
) ] ) techniques recommended to use
cursing at staff, stating she was going to to prevent consumers targeted
run away again as soon as she got there behaviors are specifically outlined
(back to her Group Home). [Client A] in their BSP, ISP and Risk plans.
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arrived to (her Group Home) shortly
before 8:00pm, still cursing at staff,
laughing hysterically, and threatening to
run. Both the staff on shift kept [client
A] within their sight because of [client
A's] threats." The report indicated client
A took her 8:00pm medications and
"Afterwards, [client A] told the staff to
stop following her and then she started to
use closed fist punches to one staff
member whom was blocking [client A's]
way to an exit door. The staff member
attempted to use the one arm hold...The
second staff was attempting to stop two
other clients whom were threatening to
elope at the same time. The first staff
member released [client A's] arm and
[client A] ran out of the home. At that
time the [Residential Manager (RM)] was
already parked in her car in front of the
[Group Home] reporting to the [PD
(Program Director)] that [client A] was
threatening to leave when [client A] did
just that... The [RM] turned her car on and
followed [client A] down the street and
into the apartment complex nearby where
[the RM] lost sight of [client A]." The
report indicated the RM and the PD
"drove around for a few minutes," could
not locate client A, and called the Police.
The report indicated "the time [client A]
eloped was approximately 8:37pm. At
this time, [client A] has still not been
located by the Police nor Mentor staff

Ongoing after the three months,
the Area Director will complete a
random audit of a minimum of 2
consumers per month BSP, ISP
and Risk plans developed by the
QIDP to ensure that specific PIA
techniques recommended to use
to prevent consumers targeted
behaviors are specifically outlined
in their BSP, ISP and Risk plans.

Responsible Party: QIDP, Area
Director
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assisting in looking for [client A]...."

Summary of Internal Investigative Report
dated 6/22/15 indicated the following:
-"Brief Summary of incident: On 6/17/15
at 5:52pm, [client A] eloped from the
home, was located by staff and returned
to the group home. [Client A] eloped a
second time after 8pm and was unable to
be located. A report was filed with the
[Name of Police Agency]."

-"Background of client and their
placement...(Client A's diagnoses
included but were not limited to:) Mild
Intellectual Disability, Traumatic Brain
Injury with behavior disturbance, ADHD
(Attention Deficit Hyperactivity
Disorder), Seizure DO (Disorder)...
[Client A's] history of elopement started
prior to her placement at Indiana Mentor,
[client A's] ISP and Risk Plan states she
experiences Panic Attacks. On 9/2/14
[client A] was missing for over 12 hours
and was found in the bed of a client after
entering his home through a window
without staff knowledge...[Client A's]
mother became her legal guardian on
7/21/14."

-"Interview" with the RM indicated she
followed client A in her car during client
A's second elopement (6/17/15 at
8:37pm) "...when [client A] reached
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[name of street] [Client A] attempted to
dart into traffic so [the RM] used her car
to block [client A] from getting hit by
other cars as [the RM] pleaded for [client
A] to get in [the RM's] car." The RM
indicated she followed client A until she
entered the apartment complex where the
RM lost sight of client A.

-"Interview" with Group Home Staff
(GHS) #1 indicated she had picked up
client A from day services, returned to
the group home, and client A had called
her mother and family members without
making contact on the telephone. GHS
#1 indicated client A became upset and
"she [client A] was leaving and ran out
the door...[GHS #1] was by herself with
clients...she was able to see [client A]
from the end of the driveway until [client
A] ducked behind the school...[GHS #1]
received call from the [RM] to meet at
[the second group home]...[client A] was
out of control (when GHS #1 arrived at
the second group home)...[GHS #1] said
[client A] finally agreed to get in the van,
but said she was going to run away again
when she got home. [GHS #1] said on
the way home [client A] was asked to
show them (the staff) where [client A]
had knocked on the door and got a ride to
[the second group home]. [GHS #1] said
[client A] said she knocked on the door,
cried, saying she was lost, and needed a
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ride to [name of second group home]...."

-"Interview" with GHS #2 indicated she
was out shopping with client E, returned
in the van to the group home to find GHS
#1 standing in the driveway looking for
client A. GHS #2 "said when [client A]
returned home she was treated like a rock
star by her housemates. [GHS #2] said
[client A] was being congratulated, high
fived, and generally encouraged for
running away. [GHS #2] said there was a
lot of commotion and the noise level was
high...[Client A] continued to threaten to
leave. Attempts to calm [client A] were
not successful. [GHS #2] said at about
8:30pm, [client A] ran out the front door
and all her housemates ran to the front of
the house and cheered her on."

-"Interview" with the PD (Program
Director) indicated "...On 6/22/15 she
received a call from [GHS #7] a
[substitute staff at the group home] the
morning of 6/20/15 (Saturday). [PD]
said [GHS #7] informed her that the
police had [client A] at 34th (Street) and
Meridian St. and was being taken to
[Name of Hospital] for evaluation. [PD]
said she met [client A] at the emergency
room. [PD] said she had only a few
minutes alone with [client A] before
[client A's] mother arrived. [PD] said
[client A] stated she made $60.00 for sex,
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but then was forced to take drugs and was
passed around for sex, which she did not
like. [PD] said [client A's] mother took
[client A] home following the forensic
evaluation. [PD] said she has applied for
the Project Lifesaver (electronic
monitoring device), which would not be
available for up to two months due to
availability."

-"Conclusion" indicated client A eloped
twice on the evening of 6/17/15.
Evidence supports physical intervention
was not used in order to keep client A
from leaving the group home. The
investigation did not indicate
documentation of the effectiveness of
PIA (Physical Intervention Alternatives)
techniques to prevent the incident from
escalating from client A's elopement
behaviors.

CI #2 stated client A "does not
understand consent and could not give
consent." CI #2 stated client A had "told
(CI #2) that she was passed around from
man to man and some women" for sex.
CI #2 indicated client A told her she left
the group home the second time on
6/17/15, hitchhiked to [name of
neighborhood], walked the streets, met
the man who told client A she was pretty,
and that he could show client A how to
make money. CI#2 indicated client A
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told CI #2 that the man had sex with
client A multiple times, passed her to
other men and women for sex to
exchange for money, lived on the streets
of Indianapolis, consumed cocaine,
marijuana, and opiates. CI #2 indicated
on Saturday, 6/20/15 client A said she
was asked to step outside an apartment
during a visit to a new location with the
unknown man, client A stepped outside
the apartment in the doorway, sat down,
fell asleep, and woke up with the Police
Officers looking at her.

Client A's record was reviewed on
6/24/15 at 11:50am.

-Client A's 5/4/15 ISP indicated client A
had "targeted behaviors" which included:
Panic Attacks, Inappropriate interaction
with males, and vacating (elopement)
behaviors. Client A's ISP indicated she
required twenty-four hour a day staff
supervision. Client A's Plan did not
include the use of PIA.

-Client A's 5/4/2015 "Risk Management
Assessment and Plan" indicated client A
"Presents a risk" for the following areas
of assessment: "Wears glasses...Some
balance issues due to her left leg being
somewhat shorter than her right, walks
with a limp...slight weakness in her
hand...is not able to administer
medications independently...panic
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attacks...(does not) associate
consequences with actions [client A] has
a history of inappropriate interactions
with males as well as placing herself in
potentially dangerous situations in her
interactions with males. Would benefit
from 24/7 supervision to ensure her
health and safety and general welfare...
(does not) inform support person (the
staff) of plans when leaving home area.
[Client A] has history of
elopement...would readily get into a car
with a man she does not know if he paid
attention to her...(does not) exhibit
socially accepted behaviors in public...
(does not) have ability to remain alone in
any environment. [Client A] lacks the
ability to do this independently...Would
not likely defend herself...may not be
able to recognize what is considered
abuse and therefore not report
appropriately...[Client A] needs
assistance with her finances...has a
history of cutting herself...[Client A]
requires 24 hour awake supervision."

-Client A's 2/2014 BSP indicated
identified targeted behaviors of Panic
Attack, Inappropriate with males, and
vacating (elopement). Client A's BSP
indicated "Vacating...Staff should be
aware of [client A's] whereabouts at all
times...If [client A] elopes from staff,
keep her in sight and calmly request that

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

SCES11 Facility ID:

000980 If continuation sheet

Page 202 of 208




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

PRINTED: 07/23/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G466

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
07/01/2015

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC

STREET ADDRESS, CITY, STATE, ZIP CODE
1926 W 75TH PL
INDIANAPOLIS, IN 46260

(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

she make a positive choice, and return to
the home or vehicle with you...If [client
A] appears upset ask her if she wants to
talk about what is bothering her, or if she
needs time to be alone to calm herself
down. If she refuses to return, calmly
request again that she return to the
location that she eloped from. Continue
to follow her, but do not make a big deal
out of it, do not discuss the situation
further. Give [client A] time to think
about it, 15 min. (minutes), while you are
following her and monitoring for safety.
If [client A] refuses after 15 minutes to
return, offer her another opportunity to
return, if she continues to refuse after
this offer, contact the PD (Program
Director) or PD (Program Director) on
call for further instruction, do not inform
[client A] that you are contacting the PD,
do not make a fuss or a big deal about
contacting the PD. If [client A's]
elopement has put her in a potentially
dangerous situation in a high traffic area,
implement least restrictive agency
approved physical intervention (PIA) to
maintain safety. If possible a staff
member that is not actively intervening
with [client A] contact the PD...." Client
A's BSP did not include the agency's
definition for PIA.

On 6/24/15 at 12:30pm, the facility's
undated "Physical Intervention
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Alternatives (PIA)" policy and procedure
located in the staff communication book
for "Physical restraint: All Indiana
Mentor staff are trained upon
employment and re-trained annually on
these procedures. Any escorts/restraints
should be released as quickly as possible.
If a restraint lasts for 10 minutes, the
client should be released and staff should
attempt blocking/avoidance unless it is
unsafe to do so. If blocking/avoidance
continues to be ineffective or unsafe,
reinstate physical restraint for 10 minute
intervals attempting to release the client
when it is safe to do so. If a client does
not respond to proactive measures or
non-restrictive measures use restrictive
company approved PTA (Physical
Intervention Alternatives) techniques
listed in this order: Physical restraints
should be used only when physical
aggression will likely result in harm to
oneself, others, or when property
destruction might affect peoples' health
and safety otherwise use
blocking/avoidance. Staff may skip less
restrictive measure only if health/safety is
an imminent threat. Escorts: Side by side
escort walking slightly behind and to the
side of the person. Hand below elbow L'
shaped hand cupping the elbow. Hand
behind elbow and hand mid-back.
Restraints only to be used if blocking,
avoidance or escort is not safe. One arm
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hold uses 'L' shaped hand to restrict one
of the client's arms. Two arm hold, same
as one arm but uses second arm to
restrain client's flailing arm to the side
still only restraining one arm. One arm
hold to the floor-client in sitting position.
Floor hold (two person) use one arm to
the floor restraint, second staff used to
restrain legs of the client." The facility's
undated "Hierarchy of Physical
Interventions" (PIA) policy indicated "6.
Physical restraint (PR) refers to the
application of physical force to prevent
the person from harming him/herself or
others. PR (Physical Restraint) is not a
therapeutic technique and is only utilized
in emergency situations when everything
else has failed. It may only be used for
extreme behaviors."

On 6/24/15 at 10:30am, an interview was
conducted with the QIDP/PD. The
QIDP/PD stated client A did not
recognize danger, "required" twenty-four
hour staff supervision, and had eloped
from the group home on 6/17/15. The
QIDP/PD indicated client A's ISP, BSP,
and risk plans should have been
implemented on 6/17/15. The QIDP/PD
indicated PIA was used for client A's
behaviors and was not defined as a part
of her written plan.

This federal tag relates to complaint
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9-3-5(a)
W 0382 | 483.460()(2)
DRUG STORAGE AND RECORDKEEPING
Bldg. 00 The facility must keep all drugs and
biologicals locked except when being
prepared for administration.
Based on observation, record review, and W 0382 Client D is independent in 07/17/2015
interview, for 1 additional client (client adm!nlst.erlng her |r?s.ulln .
i . medication. A retraining will be
D) who resided in the group home, the completed with Client D regarding
facility failed to keep client D's Insulin keeping her insulin medication
medication locked when not being secured when not in use. Training
administered will include not leaving insulin box
' unlocked where other clients can
o ) access medication or needles if
Findings include: she leaves the area to administer
insulin. Staff will receive
On 6/26/15 from 6:05am until 7:25am retraining to include redirecting
. ’ Client D to secure/lock the insulin
clients B, C, D, E, F, G, and H were box when not in use.
observed at the group home. At 6:25am,
client E left the group home on a Al staff will receive retraining on
workshop bus. From 6:05am until ensuring that the medication
cabinet and all other medications
7:18am, GHS (Gr01'1p H(')me Staff) #8 are locked during medication
was the one staff with clients B, C, D, F, administration when exiting the
G, and H who accessed each area of the medication area for any reason.
group home independently. At 7:00am, )
lient D d a black lock box fi Home Manager and/or QIDP will
clien ' removed a black lock box rom complete medication
the refrigerator, used a key from key ring administration observations at
which hung around her neck, unlocked least twice per week for four
the box, and removed one (1) needle. :Neilks t;)hensu:jg th?t all S:)"?‘ﬁ ?re
. ocking the medication cabine
Client D attached the. needle? to .the end of during medication administration
one (1) Byetta (Insulin medication to treat when staff are out of the area for
Diabetes Mellitus) Smeg (microgram), any reason and that Client D is
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left the open and unsecured black box keeping her insulin medication
sitting on the kitchen counter, and went box secured. If_ she Iea\{es the
K L area to administer her insulin.
into the bathroom to administer her
insulin medication independently. Inside Ongoing, the Home Manager
the unsecured and open medication black and/or QIDP will complete
storage box was two (2) additional Byetta medlcatlgn administration
5 suli dnine di bl observations at least once per
meg msulin pens an 1’111’16? 1Sposable week to ensure that all staff are
needles. From 7:00am until 7:10am, locking the medication cabinet
GHS #8 stayed in the medication area in during medication administration
the front foyer of the group home and when staff are out of the area for
1d he 1 . £th any reason and that Client D is
could not see the location of the keeping her insulin medication
unsecured medication in the kitchen. At box secured if she leaves the
7:10am, client D returned to the area to administer her insulin.
unsecured and open medication box, )
laced her Bvetta insuli hto th Responsible Party: Home
replaced her Byetta insulin pen into the Manager, QIDP
box, and locked the box. Client D placed
the secured box back into the refrigerator,
walked to the medication area in the front
foyer area, disposed of the used needle
into a sharps container inside the
medication cabinet, and indicated to GHS
#8 she had taken her insulin medication.
At 7:18am, GHS #8 indicated client
medication should be secured when not
being administered.
On 6/29/15 at 5:15pm, an interview with
the House Manager (HM) was conducted.
The HM indicated medications should be
kept locked and secured when not being
administered. The HM indicated
indicated the facility followed "Living in
the Community" Core A/Core B
procedures for medication administration.
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On 6/29/15 at 6:00pm, a record review of
the facility's undated "Living in the
Community" Core A/Core B training for
medication administration indicated in
"Core Lesson 3: Principles of
Administering Medication" medications
should be kept secured when not being
administered.
9-3-6(a)
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