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These federal deficiencies also reflect
state findings in accordance with 460 IAC
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Ruth Shackelford, Medical Surveyor III.

w0149 The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.

Based on record review and interview, the

1 of 8 clients (client #1)

to ensure the Abuse/Neglect policy was

W0000

w0149 W 149 Staff Treatment of
Clients

The facility must develop and
implement written policies and

12/30/2011
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implemented in regards to leaving client procedures that prohibit
#1 with no supervision in the community. mistreatment, neglect or abuse of
the client.
Findings include: 1.What corrective action will
be accomplished?
On 11-28-11 at 12:30 p.m. a review of the [I)(ijs #4 W:'S fotl;]mally
e counseled regarding the
facility's BDDS (Bure.ay of ) supervision concern on 11-9-11.
Developmental Disability Services) An IDT was held for Client
reports was conducted. A BDDS report #1 to address her supervision
for client #1 with an incident date of needs COI” 1 1t-#1f101I1POP
10-6-11 indicated client #1 was left in the enL#1's .
o assessments were reviewed and
waiting room of one of her house mate's updated on 12-22-11.
dentist office with no staff supervision. The supervision needs of
An investigation dated 11-1-11 with direct all of the residents were reviewed
care staff #4 indicated she did leave client with staff during their team
. . o meeting on 12-9-11.
#1 for 30-40 minutes alone in the waiting The DSA and RC will meet
room while she went back into the exam bi-weekly to address job
room with the house mate. An interview responsibilities and appointment
on 11-3-11 (no time noted) with the staff needs_?;;hgsri\s:i:;t;b for the
at the dentist office indicated client #1 home will work closely to ensure
continued to come to the window and say that when appointments are
different things. Client #1 indicated scheduled that they are
someone would hurt her. When the dental schedglgd o ensure that the
. . supervision needs of the
office staff told client #1 it would be o0.k., residents are being met.
client #1 would "settle down." The dental
staff indicated she talked with other 1.How will we identify other
patients as they came in but she was residents having the potential
. to be affected by the same
unsure of what she said to them. When . .
) - deficient practice and what
client #1's staff (DCS #4) came out with corrective action will be taken?
the housemate, client #1 was observed by All residents have the
the dental staff to "pull up her legs where potential to be affected by the
deficient practice.
her knees and elbows met and then she same ,
rocked and said." "I'm I'm sorry." ' The DSA and RC will meet
ocked and said, sorry, I'm SoITy. bi-weekly to address job
responsibilities and appointment
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A BDDS follow up report dated 11-14-11 needs of the residents.
indicated DCS #4 was not neglectful but The DSA and RC for the
h ion level home will work closely to ensure
she was counseled on supervision levels that when appointments are
on the individuals in the home. The scheduled that they are
BDDS follow up report also indicated the scheduled to ensure that the
IDT (Inter-disciplinary team) met (no date supervision ”eeﬁ’s of the
labl d determined it "ot residents are being met.
available) and determined it was "no The IPOP assessments for
appropriate” for client #1 to be left alone all of the residents will be
in the waiting room and she was to be reviewed and supervision needs
supervised at all times while at a doctor's updated as necessary. )
i The importance of ensuring
otiree. supervision needs was reviewed
with the RC’s at their team
On 11-29-11 at 11:30 a.m. a record meeting on 12-8-11.
review for client #1 was conducted. The 1 What il be but
Individualized Support Plan (ISP) dated _-ITnat measures Wi’ be pu
o ) R bl into place or what systemic
3-15-11 indicated client #1 "was unable to changes will be made to
be unsupervised when she was in the ensure that the deficient
community." "She required staff verbal practice does not recur:
and physical assistance to ensure she ~ The DSA and RC will meet
foll d destri fety skill bi-weekly to address job
0 OW? proper pedestrian satety SKIlls. responsibilities and appointment
"She did not know how to seek help needs of the residents.
within the community if she needed The DSA and RC for the
assistance." "She is unable to state her ID ?hoTe r‘:"'" work f:l(t)selytto ensure
. . L . at when appointments are
(identification) information and she does scheduled that they are
not demonstrate proper stranger scheduled to ensure that the
awareness skills." The ISP indicated supervision needs of the
client #1's diagnoses included, but were residents are being met.
. . The IPOP assessments for
not limited to, severe mental retardation, . .
; . ) all of the residents will be
cerebral palsy, autism, seizure disorder, reviewed and supervision needs
GERD (gastroesophageal reflux disease), updated as necessary.
and constipation. The importance of ensuring
supervision needs was reviewed
. with the RC’s at their team
On 11-28-11 at 12:30 p.m. a review of the meeting on 12-8-11.
facility's Abuse/Neglect policy dated
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1-1-11 was conducted. The policy 1.How will the corrective
indicated neglect would not be tolerated. ta:tlznfbe m°"'t°rted to e""s“:e
. . e deficient practice will no
The policy defined neglect as: "failure to recur'7l fent practice wi
provide the proper care for a The RC will monitor as they
resident/consumer, in a timely manner, review the IPOP assessments
causing the resident/consumer undue and appointment schedules.
physical or emotional stress or injury." The ARC will monitor as
they complete their audits.
On 11-29-11 at 10:30 a.m. an interview 1.What is the date by which
with the Area Residential Coordinator the systemic changes will be
indicated client #1 should not have been B°mp|e;ed§0 h o011
left alone in the doctor's office, the staff at ecember 30th,,
the dental office were not trained to care
for client #1 while her staff was absent,
and the Abuse/Neglect policy dated
1-1-11 was not implemented by DCS #4
by leaving client #1 alone.
9-3-2(a)
w0249 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, the W0249 W 249 Program Implementation 12/30/2011
facility failed for 1 of 4 sampled clients As soon as the interdisciplinary
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(client #1) to ensure her Individualized team has formulated a client's
Support Plan (ISP) was implemented individual program plan, each
I d client #1 ved client must receive a continuous
correctly and chent #1 receive active treatment program
supervision at all times. consisting of needed
interventions and services in
Findings include: sufficient number and frequency
’ to support the achievement of the
objectives identified in the
On 11-28-11 at 12:30 p.m. a review of the individual program plan.
facility's BDDS reports was conducted. A
BDDS report for client #1 with an b 1.What cT.rr:ct;\;e action will
incident date of 10-6-11 indicated client © acclgggr:;n;ir{g will be put in
#1 was left in the waiting room of one of place for Client #1 to learn proper
her house mate's dentist office with no pedestrian safety skills, to help
staff supervision. An investigation dated her learn how to seek help within
11-1-11 indicated direct care staff #4 did the community if she needed
) ] ) assistance, to learn how to state
leave client #1 for 30-40 minutes alone in her ID information, and to
the waiting room while she went back into demonstrate proper stranger
the exam room with the house mate. An awareness skills.
interview on 11-3-11 (no time noted) with DCS #4 was formally
. o counseled regarding the
the staff at the dentist office indicated supervision concern on 11-9-11.
client #1 continued to come to the An IDT was held for Client
window and say different things. Client #1 to address her supervision
#1 indicated someone would hurt her. needs Colr:e1n1t-;;1os1 |1 P opP
When the dental office staff told client #1 assessments were reviewed and
it would be o.k., client #1 would "settle updated on 12-22-11.
down." The dental staff indicated she The SL_‘Pe"ViSiO” ”eed_s of
talked with other patients as they came in al! of the res@ents were reviewed
. with staff during their team
but she was unsure of what she said to meeting on 12-9-11.
them. When client #1's staff (DCS #4) The DSA and RC will meet
came out with the housemate, client #1 bi-weekly to address job
was observed by the dental staff to "pull rnzse%c;nz:cbt'rl:gizsggnizpo'ntment
up her legs where her knees and elbows The DSA and Rb for the
met and then she rocked and said," "I'm home will work closely to ensure
sorry, I'm sorry." that when appointments are
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scheduled that they are
On 11-29-11 at 11:30 a.m. a record scheduled to ensure that the
. . supervision needs of the
review for client #1 was conducted. The residents are being met.
Individualized Support Plan (ISP) dated The importance of ensuring
3-15-11 indicated client #1 "was unable to that active treatment needs are
be unsupervised when she was in the bgmg met'whlle |n.the commumt.y
o ww . will be reviewed with staff at their
community." "She required staff verbal team meeting on 1-13-12.
and physical assistance to ensure she
followed proper pedestrian safety skills. 1.How will we identify other
"She did not know how to seek help residents having the potential
within the community if she needed to l?e.affected I.ay the same
; "o ) deficient practice and what
assistance." "She is unable to state her ID corrective action will be taken?
(identification) information and she does All residents have the
not demonstrate proper stranger potential to be affected by the
awareness skills." same deficient practice.
The DSA and RC will meet
bi-weekly to address job
On 11-29-11 at 10:30 a.m. an interview responsibilities and appointment
with the Area Residential Coordinator needs of the residents.
indicated client #1 should not have been The DSA and RC for the
. , home will work closely to ensure
left alone in the doctor's office per her that when appointments are
ISP. scheduled that they are
scheduled to ensure that the
9-3-4(a) supervision needs of the
residents are being met.
The IPOP assessments for
all of the residents will be
reviewed and supervision needs
updated as necessary.
The importance of ensuring
supervision needs was reviewed
with the RC’s at their team
meeting on 12-8-11.
The RC will monitor and
implement programming for the
residents to ensure that their
active treatment needs while in
the community are being met. As
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their needs change, the RC will
ensure that they update their ISP,
IPOP’s and implement training
goals to address the concerns.

The importance of ensuring
that active treatment needs are
being met while in the community
will be reviewed with staff at their
team meeting on 1-13-12.

1.What measures will be put
into place or what systemic
changes will be made to
ensure that the deficient
practice does not recur:

The DSA and RC will meet
bi-weekly to address job
responsibilities and appointment
needs of the residents.

The DSA and RC for the
home will work closely to ensure
that when appointments are
scheduled that they are
scheduled to ensure that the
supervision needs of the
residents are being met.

The IPOP assessments for
all of the residents will be
reviewed and supervision needs
updated as necessary.

The importance of ensuring
supervision needs was reviewed
with the RC’s at their team
meeting on 12-8-11.

The RC will monitor and
implement programming for the
residents to ensure that their
active treatment needs while in
the community are being met. As
their needs change, the RC will
ensure that they update their ISP,
IPOP’s and implement training

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

T66711 Facility ID:

000809 If continuation sheet Page 7 of 12




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

PRINTED: 12/29/2011
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: 00 COMPLETED
\. BUILDING
15G290 L WING 11/30/2011
NAME OF PROVIDER OR SUPPLIER
23 SKYVIEW DR
OCCAZIO INC CHESTERFIELD, IN46017
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX CAEACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
goals to address the concerns.
The importance of ensuring
that active treatment needs are
being met while in the community
will be reviewed with staff at their
team meeting on 1-13-12.
1.How will the corrective
action be monitored to ensure
the deficient practice will not
recur?
The RC will monitor on a
daily basis when they are in the
home and community.
The ARC will monitor as
they complete their audits.
1.What is the date by which
the systemic changes will be
completed?
December 30 th , 2011
W0268 These policies and procedures must promote
the growth, development and independence
of the client.
Based on observation, record review, and W0268 W 268 Conduct Toward Client 12/30/2011
interview, the facility failed for 1 of 1 These poligies and procsdures
. . . , must promote the growth,
chent. (client #7) wh.o u.sed children's development and independence
utensils, to ensure his silverware of the client.
promoted dignity and respect.
1.What corrective action will
. . . be accomplished?
Findings include: The blue fork and purple
infant spoon that Client #7 was
On 11-28-11 from 3:45 p.m. until 5:50 using has been replaced.
p.m. an observation at the home of client The importance of ensuring
#7 was conducted. At 4:45 p.m. client #7 that the.re3|dents are using age
. . appropriate adaptive equipment
had a blue fork with a lion head on the will be reviewed with the staff at
handle and a purple infant spoon (writing their team meeting on 1-13-12.
on the spoon stated for 1st years) at his The importance of ensuring
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place setting. At 5:45 p.m. client #7 used that the residents are using age
his children's silverware to eat his supper. appropriate adaptive eqU|;?ment
was reviewed with the RC’s at
their team meeting on 12-8-11.
On 11-29-11 from 5:55 a.m. until 7:25
a.m. an observation at the home of client 1.How will we identify other
#7 was conducted. At 6:00 a.m. client #7 residents having the potential
was observed to use a purple infant spoon to be affected by the same
. deficient practice and what
to eat his breakfast. corrective action will be taken?
All of the residents have
The 11-28-11 client roster was reviewed the potential to be affected by the
on 11-28-11 at 1:00 p.m. and indicated same deficient practlce..
. The adaptive equipment
client #7 was over 18 years of age. utilized by the residents will be
reviewed and monitored by the
On 11-29-11 at 1:00 p.m. an interview RC to ensure that it is age
with the QMRP (Qualified Mental appropnatg. ,
. . . The importance of ensuring
Retardation Professional) stated client #7 that the residents are using age
used adaptive silverware but using appropriate adaptive equipment
children's silverware was "not will be reviewed with the staff at
appropriate.” their team meeting on 1-13-12..
The importance of ensuring
that the residents are using age
9-3-5(a) appropriate adaptive equipment
was reviewed with the RC’s at
their team meeting on 12-8-11.
1.What measures will be put
into place or what systemic
changes will be made to
ensure that the deficient
practice does not recur:
The adaptive equipment
utilized by the residents will be
reviewed and monitored by the
RC to ensure that it is age
appropriate.
The importance of ensuring
that the residents are using age
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T66711 Facility ID: 000809 If continuation sheet Page 9 of 12
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W0484 The facility must equip areas with tables,
chairs, eating utensils, and dishes designed to
meet the developmental needs of each client.

Based on observation, record review, and
interview, the facility failed for 3 of 4
sampled clients (clients #1, #3, and #4)
and for 2 additional clients (clients #6 and
#8) to ensure a full set of silverware was
offered at supper time.

Findings include:
On 11-28-11 from 3:45 p.m. until 5:50

p.m. an observation at the home of clients
#1, #3, #4, #6, and #8 was conducted. At

appropriate adaptive equipment
will be reviewed with the staff at
their team meeting on 1-13-12.
The importance of ensuring
that the residents are using age
appropriate adaptive equipment
was reviewed with the RC’s at
their team meeting on 12-8-11.

1.How will the corrective

action be monitored to ensure
the deficient practice will not
recur?

The RC will monitor on a
daily basis.

The ARC will monitor as
they complete their audits.

1.What is the date by which
the systemic changes will be
completed?
December 30 th , 2011

w0484 W 484 Dining Areas and 12/30/2011
Service

The facility must equip areas with
tables, chairs, eating utensils, and
dishes designed to meet the
developmental needs of each
client.

1.What corrective action will
be accomplished?

Programming will be
implemented for Clients #1, #3,
#4, #6 and #8 in setting the table
properly with all utensils.

The importance of ensuring
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5:30 p.m. clients #1, #3, #4, #6, and #8 that the table is set properly at
were observed to eat spaghetti, salad, meal times was reviewed with the
. . staff at their team meeting on
pears, and a breadstick with a fork and a 12-9-11.
spoon. At 5:40 p.m. client #3 was The importance of ensuring
observed to cut his spaghetti with his fork. that the table is set properly at
At 5:45 p.m. client #8 was observed to tilt tmheailasct,lmets”\:vgstrewewed :’_V'th
. ) e RC'’s at their team meeting on
his head back, lift the fork full of 12-8-11 g
spaghetti over his head, and drop the
spaghetti into his mouth. Direct care staff 1.How will we identify other
(DCS) #6 prompted client #8 to twirl his residents having the potential
spachetti on his fork to be affected by the same
pag ’ deficient practice and what
corrective action will be taken?
On 11-29-11 at 11:30 a.m. a record All residents have the
review for client #1 was conducted. The potential to be affected by the
Comprehensive Functional Assessment same fjl_if'c'sgt p.rl?cnce'.t g
. . e RC will monitor an
(CFA) dated 5-10-11 did not indicate implement programming for the
client #1 could not have a butter knife at residents to ensure that their
meals. The Individualized Support Plan active treatment needs for dining
(ISP) dated 3-15-11 indicated client #1 are being met. As their needs
1d Knife with . change, the RC will ensure that
could use a knife with assistance. they update their ISP, IPOP’s and
implement training goals to
On 11-29-11 at 10:30 a.m. a record address the concerns.
review for client #3 was conducted. The " tthTTeb'lmF_’ortapce of elnsutnng
. .. . at the table is set properly a
CFA dated 4-29-11 did not 1n.dlcate client meal times was reviewed with the
#3 Could not haVe a butter kIllfe a meal staff at their team meeting on
times. The ISP dated 4-26-11 indicated 12-9-11.
client #3 could use a knife with The importance of ensuring
st that the table is set properly at
assistance. meals times was reviewed with
the RC’s at their team meeting on
On 11-29-11 at 11:00 a.m. a record 12-8-11.
review for client #4 was conducted. The 1 What il be out
CFA dated 5-10-11 did not indicate client _-(vat measures witt be pu
) into place or what systemic
#4 could not use a butter knife at meals. changes will be made to
The ISP dated 4-28-11 indicated client #4
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could use a knife with assistance.

On 11-29-11 at 1:00 p.m. an interview
with the Qualified Mental Retardation
Professional indicated a full set of

silverware should be offered at meals.

9-3-8(a)

ensure that the deficient
practice does not recur:

The RC will monitor and
implement programming for the
residents to ensure that their
active treatment needs for dining
are being met. As their needs
change, the RC will ensure that
they update their ISP, IPOP’s and
implement training goals to
address the concerns.

The importance of ensuring
that the table is set properly at
meal times was reviewed with the
staff at their team meeting on
12-9-11.

The importance of ensuring
that the table is set properly at
meals times was reviewed with
the RC’s at their team meeting on
12-8-11.

1.How will the corrective
action be monitored to ensure
the deficient practice will not
recur?

The Residential
Coordinator will monitor on a daily
basis while in the home.

The ARC will monitor as
they complete their audits.

1.What is the date by which
the systemic changes will be
completed?
December 30 th , 2011

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

T66711 Facility ID:

000809 If continuation sheet

Page 12 of 12

12/29/2011




