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This visit was for a pre-determined full
recertification and state licensure survey. This
visit included the investigation of complaint
#IN00104098.

Complaint #IN00104098: SUBSTANTIATED,
Federal and state deficiencies related to the
allegations are cited at W102, W104, W122,
W149, W154, W156, W157, W159, W195,
W196, W206, W210, W225, W226 and W249.

Dates of Survey: February 20, 21, 22, 23, 24, 27,
28, and 29, 2012.

FACILITY NUMBER: 0012563
PROVIDER NUMBER: 15G797
AIM NUMBER: 201018540

Surveyors:

Susan Eakright, Medical Surveyor
III/QMRP-Team Leader

David Piotrowski, Federal Surveyor

These federal deficiencies also reflect state
findings in accordance with 460 IAC 9.
Quality Review completed 3/12/12 by Ruth
Shackelford, Medical Surveyor I11.

W0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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w0102 483.410
GOVERNING BODY AND MANAGEMENT
The facility must ensure that specific
governing body and management
requirements are met.
w0102 03/30/2012
Based on observation, record review, and w102
1nterv1e.w, the Condition of Participation: Condition of Governing Body
Governing Body and Management was
not met as the governing body failed to
establish oversight over the facility and to
ensure the Conditions of Participation: Cor:rectlve action for
. . . resident(s) found to have been
Client Protections, Active Treatment
i ) affected
Services, and Health Care Services, were
met for 2 of 2 sample clients (clients A A variety of measures have been
and B) and for two additional clients zu:.lr'\to place tlo ta(cjidtreSGs cited
. . eficiencies related to Governing
(chents C and D). The govermng body. Body, which are detailed
failed to ensure the implementation of its throughout the agency’s Plan of
abuse and neglect prevention policy, Correction (including W122,
failed to implement effective corrective W195, W318, and W104).
. . Corrective actions include training
action to protect clients from abuse,
] . staff to prevent peer-to-peer
neglect, and/or mistreatment systemically, abuse; implementing the
failed to provide continuous aggressive agency'’s revised incident
active treatment services, and failed to reporting/investigations policy that
rovide health care services systemicall includes a new investigations
p y Y format which does not distinguish
at the group home. between peer aggression and
abuse; training investigators to
Findings include: address identified problems with
investigations; eliminating
. unapproved restrictions; training
Please refer to W122. The governing staff in how to appropriately
body failed to meet the Condition of restrict what has been approved;
Participation: Client Protections. The replacing original QURP and
facility failed to implement their abuse, Nurse whose performance led to
. . many problems with an
neglect, and mistreatment policy and experienced QVRP QMRP and
procedure, to prevent peer to peer abuse nurse; conducting new
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and aggression, failed to thoroughly
investigate, failed to report results of
investigations within five days, and failed
to take effective corrective actions. The
facility failed to protect clients A, B, C,
and D's individual rights regarding
unimpeded access to their personal
belongings, money, chemicals, and food
for 2 of 2 sample clients (clients A and B)
and for two additional clients (clients C
and D).

Please refer to W195. The governing
body failed to meet the Condition of
Participation: Active Treatment Services.
The facility failed to ensure each client
received a continuous active treatment
program which included aggressive,
consistent implementation of a program
of specialized training and related
services. Major elements of the active
treatment process not present included
assessment, restrictive practices, the
development of priority needs,
development of formal training
objectives, personal skill training,
program implementation, development of
the ISP (Individual Support Plan)
document and program monitoring for 4
of 4 clients (clients A, B, C, and D) who
lived in the group home.

Please refer to W318. The governing
body failed to meet the Condition of

assessments; training staff
members on proper
implementation of treatment;
having the nurse who took over
healthcare coordination
responsibilities spend significant
time in the homes and work
closely with clients, direct support
staff members, and community
providers.

How facility will identify other
residents potentially affected &
what measures taken

All residents potentially affected,
and corrective measures address
the needs of all clients.

Measures or systemic changes
facility put in place to ensure
no recurrence

Training staff, implementing a
new agency policy, training
investigators, eliminating
unneeded restrictions, training
staff on restrictions still in place,
having experienced QMRP and
Nurse in place for future
admissions; conducting new
assessments; improving
implementation of treatments;
and coordinating more effectively
with community health care
providers.
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Participation: Health Care Services, was
not met as the facility failed to provide How corrective actions will be
o . monitored to ensure no
health care monitoring and oversight of
) ) ] recurrence
nursing services for 2 of 2 sample clients
(clients A and B) and for two additional The Group Home Manager
clients (clients C and D). supervises staff, including
ensuring that their training needs
. are met. The Behavior Clinician
Please see W104. The governing body (BC) trains staff on BSPs,
failed to ensure implementation of their including restrictive measures in
abuse, neglect, and mistreatment policy place. The BC monitors
and procedure and to provide facilit restrictions and reports to the IDT
p. p y — a new section will be added to
oversight for 36 of 156 BDDS (Bureau of the BC monthly report that is
Developmental Disability Services) distributed to the team that
Reports reviewed from 9/1/11 through monitors restrictions in place.
2/20/12. The governing body failed to The IDT oversees the ISP and
. determines the need for
protect clients A, B, C, and D from peer restrictions. Management staff
to peer abuse and aggression; to complete home visit forms and
thoroughly investigate behavioral will assist in monitoring
incidents (client B); to ensure the results restrictions gnd program
. R implementation. The Director
of the investigations were reported for supervises staff and reviews
five (5) allegations; and to take effective home visit forms at regular staff
corrective action to reduce the potential meetings. The IDT meets
for continued peer to peer abuse. The regulgrly and reviews |nC|Qents,
o . K including those that result in
facility failed to ensure routine abuse investigations. The
maintenance repairs were completed in agency’s Incident Oversight
the facility residence for 2 of 2 sample Committee — comprised of the
clients (clients A and B) and for two D|regtor, an agency V'C?
. . ] President, and a Compliance
additional clients (clients C and D). Officer — reviews all incidents,
including those that require
This federal tag relates to complaint investigations. When insufficient
H#IN00104098. correctlve_actlon is putin plgce,
the committee follows up with the
agency’s management staff. The
9-3-1(a) Director supervises management
staff and reviews home visit
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forms at regular staff meetings.
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W0104 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
w0104 03/30/2012
Based on observation, interview, and w104
record review, the governing body failed Governing Body
to ensure implementation of their abuse,
neglect, and mistreatment policy and
procedure and provide facility oversight c ’ tion f
orrective action for
for 36 of 156 BDDS (Bureau of -
T ) resident(s) found to have been
Developmental Disability Services) affected
Reports reviewed from 9/1/11 through
2/20/12, to protect clients A, B, C, and D In order to protect clients from
from peer to peer abuse and aggression; to peer abuse, staff were trained
p i p . .gg ’ that there is no distinction
thoroughly investigate behavioral between aggression and abuse
incidents (client B); to ensure the results and that although the home is in
of the investigations were reported place for extensive support, it
(clients A, B, C, and D) for five (5) cannot just bg routine to have
. . peer aggression. They must
allegations; and to take effective follow the BSPs, which have
corrective action to reduce the potential measures in place to prevent
for continued peer to peer abuse. The these abusive acts, including the
facility failed to ensure routine need' fo intervene as early as
. . . possible when precursor
maintenance repairs were completed in behaviors (e.g., verbal
the facility residence for 2 of 2 sample aggression) are occurring. To
clients (clients A and B) and for two address problems with
additional clients (clients C and D). investigations, bOt,h profgssnpnal
staff who conduct investigations
were trained to ensure that they
Findings include: are thorough and have effective
corrective action designed to
prevent recurrence. Maintenance
1. On 2/20/12 at 11am, and on 2/21/12 at needs are being addressed,
8am, the facility's BDDS reports were including ordering new carpet.
reviewed and indicated the following for
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PRINTED: 03/29/2012

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: 00 COMPLETED
i\, BUILDING
15G797 L WING 02/29/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
9029 S AMERICA RD
AWS LA FONTAINE, IN 46940
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
client B.
How facility will identify other
residents potentially affected &
-A 1/10/12 BDDS report for an incident what measures taken
on 1/10/12 at 8:30am, indicated client B . .
. All residents potentially affected,
was verbally aggressive toward staff, and corrective measures address
picked up a chair and threatened staff. the needs of all clients.
The report indicated staff applied a
physical restraint hold and client B said
"staff were trying to rape her. But there Me?_sures or systemic changes
facility put in place to ensure
was another staff there that stated that was no recurrence
not true. Therefore this is an allegation."
Th did indi n Staff were trained to better
e report did not indicate 1f an understand that it is not
investigation was completed. acceptable for peer abuse to
-A 11/11/11 BDDS report for an incident continue aqd to implement thg
BSPs fully in order to prevent it.
on 11/10/11 at 4pm, indicated client B The investigators received
had behaviors of "crying, screaming, investigations training on revised
) . : ) incident reporting policy that
cursing, throwing things (sic)." The includes an updated
report indicated a male staff person had investigations form. Maintenance
"used d hysical . f needs have been met, including
used a mandt (a physical restraint sta ordering new carpet.
used to hold the client) restraint to ensure
safety. During the restraint [client B's]
sweats came part way down. Staff pulled How corrective actions will be
them up and [client B] stated she was monitored to ensure no
. recurrence
going to say staff raped her." The report
indicated after client B calmed, the The Group Home Manager
. - supervises staff, including
agency LPN (Licensed Practical Nurse) ensuring that their training needs
asked client B "if she said that? [Client are met. An Incident Oversight
B] said yes." The report indicated the _Comrmttee reviews all quents,
. ] ] ] including those that require
LPN asked [client B] if staff did rape her investigations. When insufficient
corrective action is put in place,
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and [client B] said no." The report the committee follows up with the
.. . agency’s management staff.
indicated client B was seen by her Management staff complete
physician for neck and shoulder pain and home visit forms and will assist in
indicated "no other injuries noted.” No rnomtonng program
implementation. The Director
documentation was available for review supervises management staff and
to determine if the allegation of rape had reviews home visit forms at
. . . regular staff meetings.
been investigated, why client B's pants
had fallen down, or if the restraint staff
implemented caused the discomfort.
On 2/21/12 at 11:30am, client B's record
was reviewed. Client B's record indicated
a physician's visit for "complaints of neck
and shoulder pain" sustain in on 11/10/11
when a "restraint" hold was applied by
staff at the group home.
On 2/22/12 at 11:05am, an interview with
the Facility Director (FD) was completed.
The FD stated client B's incidents on
1/10/12 and 11/10/11 were behaviors,
client B "threatened" to make an
allegation of rape against the male staff
person who implemented the restraint,
and client B "recanted" her threats of the
allegations of rape. The FD indicated the
facility did not investigate "threats by a
client to make an allegation." The FD
indicated client B's 11/10/11 incident of
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her pants falling down during a restraint

was not investigated.

2. The following incidents were reported
to BDDS and investigated by the facility
as peer to peer "abuse allegations."

-On 1/16/12, the facility reported and
investigated an allegation of peer to peer
abuse wherein client B hit client D on the
hand.

-On 12/21/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client C hit client D on top
of the head.

-On 12/14/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client C hit client A in the
face. Client A sustained reddening to face
which required first aid in the form of an
ice pack.

-On 12/6/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client B kicked client A
while she was on the floor. Client A
sustained a golf size lump on her forehead
described as red and bruising. Ice had to
be applied and neuro-checks were
completed multiple times each shift.

-On 11/24/11, the facility reported and
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investigated an allegation of peer to peer
abuse wherein client B kicked client A in
the nose and the leg, causing client A's
nose to bleed and reddened areas to her

face.

3. The following incidents were reported
to BDDS by the facility as peer to peer
"aggression resulting in physical contact"
between clients A, B, C, and D.

-On 2/13/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B hit client D in
the back of the head.

-On 2/12/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client C bit client A
on the hand, necessitating first aid and a
visit to the hospital for an x-ray to rule out
a fracture.

-On 2/8/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B ran into client
A's room pulling client A's hair and
hitting her. Client B also kicked client A
in the eye. Client A was assessed to have
a golf-ball sized bruise to her left elbow
and a small quarter-sized reddened area

near her left eye.
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-On 2/4/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client C pushed client
D into a wall.

-On 2/2/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B bit client C in
the leg while in the van. Client C
sustained redness and broken skin.

-On 2/2/12, the facility reported and
investigated an incident of peer to peer
aggression wherein clients A and C were
"involved in altercation where they
pushed each other."

-On 2/2/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client A pushed client
D and client D "retaliated" by knocking
client A to the floor. Client A sustained a
bruise to her foot.

-On 1/16/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B struck client
D. The report indicated "Plan to
Resolve." "This is the third incident this
month of abuse toward [client D] from a
peer, how are future incidents like these
being prevented? Do plans remain

effective and are any new proactive
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measures being implemented/explored?"
No information was documented.

-On 1/10/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B kicked client
D in the leg.

-On 1/6/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B "threatened to
kill" client A and client A's "mother".
Client B threw her cell phone at client A
hitting client A in the stomach.

-On 12/28/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C threw a bottle
at client D and later in the day struck
client D in the head.

-On 12/7/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C threw a cup
at client A grazing client A's face.

-On 11/27/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B bit client C
on the arm. No injury was indicated on
the report.

-On 11/4/11, the facility reported and
investigated an incident of peer to peer

aggression wherein client D kicked client
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B and spit on her.

-On 10/27/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B kicked client
A in the face and back.

-On 10/24/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C hit client D
with a remote control.

-On 10/9/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C hit client D
on the side of her head.

-On 10/6/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C pushed client
A to the ground.

-On 10/5/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C pushed client
A into the kitchen counter.

-On 9/20/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C hit client A in
the head and on the left arm.

-On 9/17/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C bit client B.

Medical treatment was provided to client
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B for a human bite.

-On 9/11/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B pushed client
D into a corner and hit client D. The
facility reported client D was again struck
by client B "a short time later."

-On 9/10/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B struck client
D in the mouth.

-On 9/8/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B knocked
client A to the ground and client B began
scratching client A's back and kicking her
in the hip. Swelling was noted in Client
A's hip area which required a follow-up

physician appointment.

On 2/22/12 at 11:05am, an interview with
the Facility Director (FD) was completed.
The FD was asked why certain incidents
were investigated as peer to peer abuse,
while others were reported and
investigated as peer to peer aggression.
The FD stated "All peer to peer incidents
were reported to me and the facility had

systemically taken action in response to
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these incidents by instituting case
conferences in relation to the sentinel
events." The FD indicated the individual
client case conferences were not started
until after December, 2011. The FD
indicated revisions were made to clients
A, B, C, and D's Behavior Support Plan
(BSPs) in response to incidents. The FD
stated that he had "trend analysis reports
identifying the frequency of aggression
caused by each of the clients." When it
was pointed out to the FD that the review
of allegations and incidents involving
peer aggression had continued and had
increased in rate, the FD stated "The
behavior management intervention
techniques employed were able to reduce
the seriousness of injuries and most

incidents were of a brief duration."

4. The following investigation results
were not reported to the facility director
or designee within five working days.
-On 11/28/11, the facility reported an
allegation of abuse wherein client C
alleged a staff member kicked her on
11/24/11. The summary report identified
the client C recanted the allegation, but

the report was not signed by the Facility
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Director until 12/6/11, six working days
after the incident was reported.

-On 12/1/11, client D alleged a staff
member threatened her by stating he
would write her up if she did not do what
he said, or if she told anyone he had
kissed a co-worker. The summary report
was signed by the Facility Director on
12/14/11 nine working days after the
incident had been reported.

-On 12/6/11, the facility reported an
allegation of peer to peer abuse wherein
client B kicked client A while she was on
the floor. The summary report was signed
by the Facility Director on 12/20/11 ten
working days after the incident was
reported.

-On 12/15/11, the facility reported an
allegation of abuse wherein client C
stated a staff member pushed her down
and broke her game system and that she
was fearful of another staff member who
"hurt her all the time." The Facility
Director signed the summary report on
1/5/12 thirteen working days after the
incident had been reported.

-On 1/17/12 the facility reported and
investigated an allegation of abuse

wherein client C alleged a staff member
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bent her fingers back accidentally while
playing around. Other than the QMRP
(Qualified Mental Retardation
Professional) signature on the summary
page, there was no other evidence the
results of the investigation had been
reported to the Facility Director, or

designee.

In a follow-up interview with the Facility
Director (FD) on 2/22/12 at 11:05 AM,
the FD indicated the facility
investigations were to be completed
within five days. The FD stated he
reviewed and signed "all" investigative

reports.

5. On 2/20/12 at 11am, and on 2/21/12 at
8am, the Facility's BDDS reports were
reviewed for corrective action related to
allegations of abuse, neglect,
mistreatment and exploitation, and the
facility investigated five (5) allegations of
peer to peer abuse during the time
parameter 9/1/11 through 2/20/12 and
twenty-four incidents of peer to peer
aggression.

On 2/22/12 at 11:05am, an interview with
the Facility Director (FD) was completed.
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The FD was asked why certain incidents
were investigated as peer to peer abuse,
while others were reported and
investigated as peer to peer aggression.
The FD stated "all peer to peer incidents
were reported to him and the facility had
systemically taken action in response to
these incidents by instituting case
conferences in relation to the sentinel
events." The FD indicated the individual
client case conferences were not started
until after December, 2011. The FD
indicated revisions were made to clients
A, B, C, and D's Behavior Support Plan
(BSPs) in response to incidents. The FD
stated that he had "trend analysis reports
identifying the frequency of aggression
caused by each of the clients." When it
was pointed out to the FD that the review
of allegations and incidents involving
peer aggression had continued and had
increased in rate, the FD stated "The
behavior management intervention
techniques employed were able to reduce
the seriousness of injuries and most

incidents were of a brief duration."

On 2/22/12 at 11:05am, the Behavior
Specialist (BS) presented the monthly
AWS Behavior Summary reports for
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client A as additional evidence to
demonstrate how the facility was
reviewing and modifying the behavior
plan for client A. The BS indicated the
record revealed the following
recommendations for client A had been
made starting in September, 2011, "1.
Continue to follow the current behavior
support program until IDT consensus
indicates otherwise. 2. [Client A] should
continue to receive routine and PRN
blood work to monitor her medication
levels, and overall health. 3. Continue to
document all incidents of inappropriate
behavior in daily notes, as well as
behavioral data tracking forms. 4.
Continue to refer [Client A] for follow-up
psychiatric consultation for medication
review and further recommendations. "

When the October, November, December
of 2011 and January 2012 behavior
summary reports were reviewed and
compared, it was noted that all of the
recommendations for Client A were
exactly the same for five consecutive
months starting with the September, 2011
report.

The Behavior Specialist presented the
monthly AWS Behavior Summary reports
for clients B, C, and D as additional
evidence to demonstrate how the facility
was reviewing and modifying the
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behavior plans for clients B, C, and D.
The BS indicated the records revealed the
following recommendations were the
same for clients B, C, and D which
indicated starting in September, 2011, "
1. Continue to follow the current behavior
support program until IDT consensus
indicates otherwise. 2. [Client] should
continue to receive routine and PRN (as
needed) blood work to monitor her
Depakote level, and overall health. 3.
Continue to document all incidents of
inappropriate behavior in daily notes, as
well as behavioral data tracking forms. 4.
[Client] should receive continued
follow-up psychiatric consultation for
medication review, and further
recommendations when indicated. "

When the October, November, December
of 2011 and January 2012 behavior
summary reports were reviewed and
compared, the recommendations for
clients B, C, and D were exactly the same
for five consecutive months starting with
the September, 2011 report.

On 2/20/12 at 11:00 AM, the undated
facility's policy on abuse "Group Home
Abuse and Neglect" was reviewed and
indicated "Purpose. To educate and
inform staff of the definition, define

reporting requirements and stress that
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AWS will not tolerate abuse, neglect, of
exploitation of any kind...Description,
AWS does not tolerate abuse in any form
by any person; this includes physical
abuse, verbal abuse, psychological abuse
or sexual abuse." The policy indicated
"all" allegations would be investigated.
The policy indicated "Results of the
investigation must be reported within 5
days. All corrective action will be written
and disseminated to the appropriate

entities."

6. On 2/20/12 at 8:15 AM the following
items were noted to be in disrepair in the
facility: the security alarm on the front
door was not audible; the family room
carpeting seam was ripped from the
outside wall to the inside wall of a twenty
feet (20') area of carpet; there was a dent
in the corner of the linen closet door; the
refrigerator door did not properly latch
closed and opened three times
independently; the television
entertainment center was missing two
lower cabinet doors; four of four blades of
the family room ceiling fan had dirt which
circulated in the room when the fan was

activated; the ceiling above the fan was
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covered had dust that had formed a
circular pattern; there was a basketball
size circular hole in the living room wall;
there was a two feet (2 feet) rip in the
carpet in the living room near the kitchen
threshold entrance; the living room carpet
had six dark dirt stains that covered a ten
feet area; and one of the five light bulbs
above the dining room table was not

functioning.

On 2/20/12 at 8:30am, an interview with
the facility's Licensed Practical Nurse
(LPN) was completed. The LPN
indicated the Director was in the process
of obtaining a new contractor for general
maintenance as the previous handyman
was no longer working for the facility.
The LPN indicated the facility was
preparing a list of repairs for the facility.
On 2/29/12 at 2pm, no maintenance list

was available for review.

On 2/20/12 at 5pm, an interview with the
Home Manager (HM) on 2/20/12 was
completed. The HM indicated a
contractor had recently fixed the front
door frame that had been damaged during

a client's behavioral incident and other
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w0122 483.420
CLIENT PROTECTIONS
The facility must ensure that specific client
protections requirements are met.
w0122 W122 Condition of Client 03/30/2012
Based on interview and record review for f’rotectl‘cj)nst( (;‘;"ec;i"e :°ti°"
. . or resident(s) found to have
2 of2 s'a.mple' clients (clients A anq ]?»), been affected A number of
the facility failed to meet the Condition of measures have been put into
Participation: Client Protections. The place to address cited
facility failed to implement their abuse, deficiencies in Client Protections,
. . which are detailed throughout the
neglect, and mistreatment policy and , .
. agency'’s Plan of Correction
procedure for clients A, B, C, and D, to (including W149, W124, W125,
prevent peer to peer abuse and aggression, W126, W129, W154, W156, and
failed to thoroughly investigate, report W157). Corrective actions
results of investigations, and failed to take include staff training to prevent
. . . . peer-to-peer abuse; implementing
effective corrective actions. The facility the agency’s revised incident
failed to protect clients A, B, C, and D's reporting/investigations policy that
individual rights regarding unimpeded includes a new investigations -
access to their personal belongings, format which does not_dlstlngwsh
. between peer aggression and
money, chemicals, and food. abuse; investigator training to
address identified problems with
Findings include: investigations; the elimination of
unapproved restrictions; and the
. retraining of staff in how to
Please refer to W149. The facility appropriately restrict what has
neglected to implement its policy to been approved. How facility
protect clients A, B, C, and D from peer will identify other residents
to peer abuse and aggression; neglected to potentially affected & what
. . . measures taken All residents
thoroughly investigate behavioral .
o . potentially affected, and
incidents (client B); neglected to ensure corrective measures address the
the results of the investigations were needs of all clients. Measures
reported to the facility administrator or or systemic changes facility
designee (clients A, B, C, and D) for five putin place to ensure no
. recurrence Staff training to
(5) allegations of abuse, neglect, and .
. prevent peer-to-peer abuse;
mistreatment; and neglected to take implementing revised agency
policy and new investigations
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effective corrective action to reduce the format; investigator training; the
potential for continued peer to peer abuse elimination of unapproved
restrictions; and the retraining of
for 36 of 156 BDPS (.B'ureau O_f staff in how to appropriately
Developmental Disability Services) restrict what has been approved.
Reports reviewed from 9/1/11 through How corrective actions will be
2/20/12. monitored to ensure no
recurrence The Group Home
. . Manager supervises Direct
Please refer to W124. The facility failed Support Professional Staff,
to inform clients and their legally including ensuring that training
sanctioned representatives about facility needs are met. The Behavior
restrictive practices of locking up butter Cl|n|C|a.n (BC.) trains ;taff on
) . . BSPs, including restrictive
knives, forks, chemicals, food, finger nail measures in place. The BC
polish, clothing, and money for 2 of 2 monitors restrictions and reports
sample clients (clients A and B) and two to the IDT — a new section will be
” . . dded to the BC monthly report
itional clients (clien nd D). adaded fo i
additional clients (clients C and D) that is distributed to the team that
monitors restrictions in place.
Please refer to W125. The facility failed The IDT oversees the ISP and
to allow and encourage independent determines the need for
access to chemicals, food, finger nail restrictions. Man.ag.;ement staff
) . complete home visit forms and
polish, and money and for client A to will assist in monitoring
have access to her personal dresser for 2 restrictions, including whether
of 2 sample clients (clients A and B) and items are inappropriately locked.
two additional clients (clients C and D). Thg Director supervises staff and
reviews home visit forms at
regular staff meetings. The IDT
Please refer to W126. The facility failed to meets regularly and reviews
teach and encourage clients to manage their own incidents, including those that
money for 2 of 2 sample clients (clients A result in abuse investigations.
and B) and two additional clients (clients The agency's InC|qer_1t Oversight
Committee — consisting of the
C and D). Director, a Vice President, and a
Compliance Officer — reviews all
Please refer to W129. The facility failed incidents, including those that
to ensure personal privacy for 1 of 2 require investigations.
sample clients (client A).
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Please refer to W154. The facility failed
to thoroughly investigate client B's
behavioral threats of an allegation of rape
and failed to thoroughly investigate client
to client abuse and aggression for 31 of
156 BDDS (Bureau of Developmental
Disability Services) reports reviewed
during the time parameter 9/1/11 through
2/20/12 for clients A, B, C, and D.

Please refer to W156. The facility failed to
ensure the results of investigations for abuse,
neglect, and mistreatment were reported to the
facility administrator or the facility designee in
accordance with state law within five working
days for 4 of 4 clients (clients A, B, C, and D)
who lived in the group home.

Please refer to W157. The facility failed
to take effective corrective action for
client B's threats to make allegations of
rape and to reduce the potential from
injury for twenty-four (24) continued peer
to peer aggression and five (5) reports of
peer to peer abuse for clients A, B, C, and
D for 31 of 156 BDDS (Bureau of
Developmental Disability Services)
Reports reviewed from 9/1/11 through
2/20/12.

This federal tag relates to complaint
#IN00104098.

9-3-2(a)
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W0124 483.420(a)(2)
PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore the facility must inform
each client, parent (if the client is a minor), or
legal guardian, of the client's medical
condition, developmental and behavioral
status, attendant risks of treatment, and of
the right to refuse treatment.
w0124 03/30/2012
Based on observation, interview, and w124
record review, for 2 of 2 sample clients Consent for restrictions
(clients A and B) and two additional
clients (clients C and D), the facility
failed to inform clients and their legally Corrective action for
sanctioned representatives about facility resident(s) found to have been
o ] ] affected
restrictive practices of locking up butter
knives, forks, chemicals, food, finger nail In place were unapproved
. . restrictions that lacked consent.
polish, clothing, and money. All unapproved restrictions have
been removed. The IDT met and
.. . . decided to keep a sharps
Findings include: restriction in place. Consents are
being obtained for these
1. On 2/20/12 at 6:12am, GHT (Group restrictions.
Home Trainer) #6 went to the medication
area inside the laundry room with client C
1 L. o . How facility will identify other
to complete medication administration. residents potentially affected &
At 6:12am, GHT #6 retrieved her keys what measures taken
from her pocket, unlocked a lower
. p ) _ All residents potentially affected,
cabinet, and removed wet wipes to wipe and corrective measures address
off the medication cart. Inside the locked the needs of all clients.
lower cabinet were the laundry detergent,
hand soap, Pine-Sol cleaner, toilet bowl
Measures or systemic changes
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cleaner, and bleach. GHT #6 stated the
cabinet was "kept locked" and "only" staff
had access to the keys. At 6:12am, GHT
#6 showed a locked upper cabinet that
held nail polish belonging to clients A, B,
C, and D. At 6:12am, GHT #6 stated the
items were kept "locked" because of

client behaviors.

2. On 2/20/12 at 6:30 AM, Group Home
Trainer (GHT) #6 retrieved a knife from
inside a locked kitchen cabinet and
indicated knives were kept inside to
secure them. GHT #6 indicated and
showed the locked cabinet held knives,
butter knives, and forks and indicated the
cabinet was kept locked. Observation
inside the cabinet at that time showed
there was a money lock box and a three
holed paper punch kept with the sharp
objects inside the locked cabinet. GHT #6
stated client A and B's bedroom closets
were "also kept locked because of the
client histories of harming themselves

with their clothing."

On 2/20/12 at 7:25 AM, client A was
making toast for breakfast. Client A used

a spoon to spread butter on her toast and

facility put in place to ensure
no recurrence

Written consent will be obtained
for all clients’ restrictions. HRC
procedures have changed and
now require guardian approval
with signature prior to
consideration. Staff training will
take place on the need to only
restrict items specifically listed in
an individual's BSP.

How corrective actions will be
monitored to ensure no
recurrence

Behavior Clinician is responsible
for all restrictions and HRC
applications. Any new restriction
requires HRC approval, which
now requires verification of
signed consent prior to
consideration. Additionally, at a
minimum, BSPs (which include
the restrictions) are renewed on
an annual basis and submitted for
HRC approval.
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no knife was offered or encouraged.
From 7:25am until 8am, clients A, B, C,
and D were observed to make toast and
spread the butter with a spoon. No knife
was offered or the use of a knife taught
for clients A, B, C, and D by the facility
staff.

On 2/20/12 at 7:45am, client A's bedroom
closet in her room was locked. At 8am,
GHT #2 opened client A's bedroom closet
with a key she carried on a ring. In the
locked closet were client A's clothing,
stuffed animals, a fire truck, a belt, and a
dresser. GHT #2 stated client A's closet
was kept locked and "only" staff had keys
because she could hurt herself with her

clothing.

On 2/20/12 at 8:10am, client B's bedroom
closet was locked with a pad lock. Client
B indicated the facility staff had the keys
to her locked closet. At 8:10am, client B
and GHT #1 indicated client B's clothing,
clothes hangers, and her shoes were kept

inside the locked closet.

3. On 2/20/12 at 6:30am, two of two

closets inside the living room were locked
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and GHT #6 indicated clients A, B, C,
and D did not have access to the locked
cabinet in the kitchen or the two living
room closets. GHT #6 indicated the
emergency food supply was in one locked
living room closet and she was unsure of

what was in the other closet.

On 2/20/12 at 4:55 PM, two second shift
GHTs #7 and #8 were asked to identify
what was kept inside the two locked
living room closets. GHT #7 stated "It
was extra food." GHT #7 was asked to
open the doors. GHT #7 and GHT #8
tried to open the doors with a key, but
were unsuccessful. GHT #7 attempted to
open the doors but was not able to. GHT
#2 suggested another key be tried, but
even with another key that attempt to

open the door was also unsuccessful.

On 2/21/12 at 10:30am, client A's record
was reviewed. No documentation was
available for review that client A or her
legally sanctioned representatives (family
and Healthcare Representative) had been
informed of restrictions regarding limited
access to: a butter knife; fork; her money;

household supplies for cleaning; and
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finger nail polish since client A's

admission on 5/9/11.

On 2/21/12 at 11:30am, client B's record
was reviewed. Client B was admitted to
the facility 5/18/11. Client B's record
indicated her mother was her guardian.
Client B had an 8/13/2010 "Consent of
Current BSP (Behavior Support Plan) and
"Restrictions" which included Sharps,
Footwear, Acrylic nails, belts, and a
padlock on the basement door for safety.
Client B and her legally sanctioned
representative did not sign the form on
8/13/2010 and no update was available
for review after admission to the new

facility.

In a phone interview with the Qualified
Mental Retardation Professional (QMRP)
on 2/21/12 at 12:20 PM, the QMRP
indicated the facility had no
documentation that client A or B or their
legally sanctioned representatives had
been informed of the facility practices to
restrict access. The QMRP stated there
was no policy regarding restrictions and
stated clients A, B, and D "all required
restrictions" related to sharps. The QMRP
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explained that client C had no
documented information available for
review for sharp objects and indicated the
lack of information regarding the sharps

restrictions was an oversight.

On 2/22/12 at 12:10 PM, an interview
with the facility's Behavior Specialist
(BS) was completed. The BS indicated
restrictions were identified as a separate
addendum to the Behavior Support Plan
(BSP). The BS presented an addendum
dated 4/8/11, thirty-one days before client
A's admission to the facility. The
addendum indicated "Due to her history
of SIB (Self Injurious Behavior) and
physical aggression sharps such as knives,
forks scissors, etc. will be kept locked.
[Client A] will have supervised access
when needed for food preparation or
engaging in craft activities." The BS
indicated client A's addendum did not
include restrictions related to money,
clothing, food, cleaning supplies or finger
nail polish. The BS indicated client B's
record indicated an 8/13/10 verbal
consent for locked items and client B was
admitted on 5/18/11. The BS indicated

no updated record of notification for the
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Wo0125 483.420(a)(3)
PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must allow and
encourage individual clients to exercise their
rights as clients of the facility, and as citizens
of the United States, including the right to file
complaints, and the right to due process.
WO0125 W125 Access to chemicals, food, 03/30/2012
Based on observation, interview, and f|nge'r nail polish, money, and
. . clothing Corrective action for
record review, for 2 of 2 sample clients resident(s) found to have been
(clients A and B) and two additional affected In place were
. . .. d restrictions. All
clients (clients C and D), the facility unapprovegd resfrictions
unapproved restrictions have
failed to allow and encourage independent been removed. How facility will
access to chemicals, food, finger nail identify other residents
. . potentially affected & what
polish, and money and for client A to measures taken All residents
have access to her personal dresser. potentially affected, and
corrective measures address the
o ' needs of all clients. Measures
Findings include: or systemic changes facility
put in place to ensure no
On 2/20/12 at 6:12 GHT (G recurrence Staff training will take
n at 6:12am, (Group place on what restrictions are in
Home Trainer) #6 went to the medication place and the need to only restrict
S . . items specifically listed in an
area inside the laundry room with client C )
Hnery room with & individual's BSP. How
to complete medication administration. corrective actions will be
At 6:12am, GHT #6 retrieved her keys monitored to ensure no
f h K locked a 1 recurrence The Behavior
rom her pocket, unlocked a lower Clinician monitors restrictions and
cabinet, and removed wet wipes to wipe reports to the IDT. The IDT
off the medication cart. Inside the locked dete.rm.lnes the need for. .
restrictions. A new section will be
lower cabinet were the laundry detergent, added to the BC monthly report
hand soap, Pine-Sol cleaner, toilet bowl that is distributed to the team that
monitors restrictions in place.
cleaner, and bleach. GHT #6 stated the Management staff complete
cabinet was "kept locked" and "only" staff home visit forms and will assist in
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had access to the keys. At 6:12am, GHT
#6 showed a locked upper cabinet that
held nail polish belonging to clients A, B,
C, and D. At 6:12am, GHT #6 stated the
items were kept "locked" because of

client behaviors.

On 2/20/12 at 6:30 AM, Group Home
Trainer (GHT) #6 retrieved a knife from
inside a locked kitchen cabinet and
indicated the cabinet was kept locked.
GHT #6 opened the locked cabinet and
indicated there was a money lock box and
a three holed paper punch kept with the
sharp objects inside the locked cabinet.
GHT #6 stated client A and B's bedroom
closets were "also kept locked because of
the client histories of harming themselves

with their clothing."

On 2/20/12 at 6:30am, two of two closets
inside the facility living room were locked
and GHT #6 indicated clients A, B, C,
and D did not have access to the locked
cabinet in the kitchen or the two living
room closets. GHT #6 indicated the
emergency food supply was in one locked
living room closet and she was unsure of

what was in the other closet.

monitoring restrictions, including
whether items are inappropriately
locked. The Director supervises
management staff and reviews
home visit forms at regular staff
meetings.
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On 2/20/12 at 7:45am, client A's bedroom
closet in her room was locked. At 8am,
GHT #2 opened client A's bedroom closet
with a key she carried on a ring. In the
locked closet were client A's clothing,
stuffed animals, a fire truck, a belt, and a
dresser. GHT #2 stated client A's closet
was kept locked and "only" staff had keys
because she could hurt herself with her
clothing. At 8am, client A's television sat

on the floor in her bedroom.

On 2/20/12 at 8:10am, client B's bedroom
closet was locked with a pad lock. Client
B indicated the facility staff had the keys
to her locked closet. At 8:10am, client B
and GHT #1 indicated client B's clothing,
clothes hangers, and her shoes were kept

inside the secured closet.

On 2/20/12 at 4:55 PM, two second shift
GHTs #7 and #8 were asked to identify
what was kept inside the two locked
living room closets. GHT #7 stated "it
was extra food." GHT #7 was asked to
open the doors. GHT #7 and GHT #8
tried to open the doors with a key, but

was unsuccessful. GHT #7 attempted to
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open the doors but was not able to. GHT
#2 suggested another key be tried, but
even with another key that attempt to

open the door was also unsuccessful.

On 2/21/12 at 10:30am, client A's record
was reviewed. No documentation was
available for review that client A had
been assessed for the restriction regarding
limited access to: a butter knife; fork; her
money; household supplies for cleaning;
finger nail polish, or her personal dresser

since client A's admission on 5/9/11.

On 2/21/12 at 11:30am, client B's record
was reviewed. Client B was admitted to
the facility 5/11/11. Client B had a
8/13/2010 "Consent of Current BSP
(Behavior Support Plan) and
"Restrictions" which included Sharps,
Footwear, Acrylic nails, belts, and a
padlock on the basement door for safety.
The group home was not observed to have
a basement on 2/20/12 at 6am.

In a phone interview with the Qualified
Mental Retardation Professional (QMRP)
on 2/21/12 at 12:20 PM, the QMRP
indicated the facility had no
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documentation that client A or B had been
assessed of the facility practices to restrict
access. The QMRP stated there was no
policy regarding restrictions and stated
clients A, B, and D "all required
restrictions" related to sharps. The QMRP
indicated clients A, B, C, and D were not
to be restricted from access to money,

cleaning supplies, nail polish, or food.

On 2/22/12 at 12:10 PM, an interview
with the facility's Behavior Specialist
(BS) was completed. The BS indicated
restrictions were identified as a separate
addendum to the Behavior Support Plan
(BSP). The BS presented an addendum
dated 4/8/11, thirty-one days before client
A's admission to the facility. The
addendum indicated "Due to her history
of SIB (Self Injurious Behavior) and
physical aggression sharps such as knives,
forks scissors, etc. will be kept locked.
[Client A] will have supervised access
when needed for food preparation or
engaging in craft activities." The BS
indicated client A's addendum did not
include restrictions related to money,
clothing, food, cleaning supplies, finger

nail polish, or her personal dresser. At
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12:10pm, the BS indicated and provided
client B's record which indicated an
8/13/10 verbal consent for locked items
and client B was admitted on 5/18/11.
The BS indicated client B's restrictions
did not include money, cleaning supplies,
nail polish, or food.
9-3-2(a)
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WO0126 483.420(a)(4)
PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must allow
individual clients to manage their financial
affairs and teach them to do so to the extent
of their capabilities.
WO0126 W126 03/30/2012
Based on observation, interview, and record T'eaching money management to
review, for 2 of 2 sample clients (clients A and B) clients
and two additional clients (clients C and D), the
facility failed to teach and encourage clients to
manage their own money.
Corrective action for
Findings include: resident(s) found to have been
affected
On 2/20/12 at 8:28 AM, clients A and D Client )
approached a Group Home Trainer (GHT) #6 and |er? access o. money was
restricted by being locked up.
wanted to know how much money they had. GHT This is no longer the case. They
#6 told the clients they had to "wait until we get receive their money and have
the key." On 2/20/12 at 8:37 AM, client A stated control of it themselves. All
to GHT #1, "I want my money." GHT #1 clients were given the option to
responded, "As soon as med (medication) pass is have their own private locked
. ) . area for money, and two of the
done, so I can get the key." At 8:50 AM, client D four opted for this. They have the
entered the kitchen and the GHT #6 working with key (extra key is agency office),
client D unlocked the kitchen cabinet, took out the so they maintain full access.
lock box, opened it, and took out a change purse IDTs met and are implementing
for client D. Client D then counted her change new mone}/ management goals
for each client.
and stated the amount "57 cents." GHT #6
responded, "You don't have enough for a pop,
maybe a granola bar."
How facility will identify other
On 2/20/12 at 8:37am, client C then approached residents potentially affected &
the GHT to count her money and client C stated what measures taken
she had "22 cents." The GHT reminded client C All residents potentially affected,
she had still had some money from her family that and corrective measures address
amounted to $1.18. The GHT also mentioned to the needs of all clients.
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client C the Home Manager (HM) was holding her
money in the office safe for a jersey client C
wanted to purchase. After clients C and D :Vle.al'sures c'_r SVIStem'c changes
retrieved their change, their change purses were acility put in place to ensure
. no recurrence
placed back into the lock box, the lock box was
placed in the kitchen cabinet and the door was Restriction eliminated with
secured with a key by the GHT. On 2/20/12 at optional safeguard in place that
8:55 AM, GHT #6 indicated clients didn't carry allows money to be locked
money and indicated the clients lost and had privately with C“e_nt maintaining
th i th " full access to their money. New
rown away money i the past. money management goals are
being implemented for each
An interview with GHT #7 on 2/20/12 at 4:30 PM, client.
was completed and GHT #7 indicated the facility
kept petty cash distribution in the lock box for
community activities. GHT #7 indicated client B . . .
i ) How corrective actions will be
received money on Tuesdays and the receipts for monitored to ensure no
client expenditures were kept in the lock box that recurrence
was secured in the kitchen cabinet.
Group Home Manager works with
An interview with the Home Manager (HM) on frl:e'nts and prlowdes th?l'mh with
elr personal money. e
2/20/12 at 5:00 PM, was completed and the HM p' N y .
) Behavior Clinician monitors
indicated the lock box was used primarily for restrictions and reports to the
safeguarding petty cash, but indicated receipts IDT. The QMRP works with the
from client transactions were also secured in the IDT to develop, implement, and
lock box for accounting purposes. The HM stated monitor ISP goals. The IDT )
"keeping client money secure was important as oversees the ISP and determines
o Y ) ) the need for restrictions. A new
there had been incidents in the past where clients section will be added to the BC
had stolen each other's money." monthly report that is distributed
to the team that monitors
Record review for client A was completed on restrictions in place.
2/21/12 at 10:30 AM. Client A's record indicated Manage.ment staff complete L
Individual S Plan dated 4/1/11 home visit forms and will assist in
an Individual Support Plan date monitoring restrictions, including
completed 31 days prior to Client A's admission whether items - such as money -
on 5/9/11. Three money management objectives are inappropriately locked. The
were suggested: "[Client A] will identify coins at Director supervises staff and
reviews home visit forms at
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day services weekly; [Client A] will purchase an
item with petty cash independently once per week;
[Client A] will turn in receipts to staff in order to
prepare a budget once per week." The plan was
absent of information related to Client A's
capabilities to hold and handle her own money or
whether there was a need to restrict access. A risk
assessment plan also dated 4/1/11 and conducted
prior to Client A's admission did not address
Client A's capabilities or limitations with respect
to money management. Client A's 5/25/11
"Group Home Individual Support Plan
Assessment" indicated "Section 2 - Money Usage
and Management" the following for client A were
rated as independent: "Knows purpose of money;
Carries own money; Exchanges money for a
purchase; Knows value of money." Client A was
rated as needing verbal prompts for "Makes
purchases based on need/resources" and was rated

as needing help on "Budgets money for week."

Client B's record was reviewed on 2/21/12 at
11:30am. Client B was admitted on 5/18/11 to the
facility. Client B's 7/11/11 ISP and updated on
9/22/11 indicated goals/objectives implemented
on 5/7/11 to make a purchase while in the
community of an item of her choice and to turn in
a receipt from her purchase. Client B's
"Residential Monthly Report" hand written reports
for 5/11 and 6/11 indicated client B did not have
money to complete the objectives. Client B's
5/25/11 "Group Home Individual Support Plan
Assessment” indicated client B had the skill to
carry her own money, knows the purpose of
money, exchanges money for a purchase, makes
purchases based on need, budgets her own money
for the week, and "regularly" understands
individual values of coins and currency.

regular staff meetings.
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W0129 483.420(a)(7)
PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must provide
each client with the opportunity for personal
privacy.
w0129 03/30/2012
Based on observation and interview, for 1 w129
of 2 sample clients (client A) who lived in Personal Privacy — client pants
the facility, the facility failed to ensure falling down because it was
. locked up
personal privacy.
Findings include: Corrective action for
resident(s) found to have been
On 2/20/12 from 6am until 8:37am, affected
observation and interviews were The clothes did not need to be
completed at the group home. At 7:10 restricted, so lock was removed.
. . Staff assisted client in sorting
AM, client A entered the kitchen to make through clothing to ensure that
breakfast. Client A bent over, her pants they fit. Additional clothing was
fell down, and client A's bottom was purghaseq. Staff were trained to
) remind clients to cover
exposed. From 6am until 8:3731’1’1, Group themselves appropriately when
Home Trainer (GHT) #2 and GHT #6 their privacy is compromised.
assisted client A with breakfast and did
not prompt client A to adjust her pants.
At 7:15am, client A was observed to HOYV facility will |.dent|fy other
residents potentially affected &
expose her bottom three (3) additional what measures taken
times. At 7:15am, client A raised her . .
. . . All residents potentially affected,
arms to retrieve items from a kitchen and corrective measures address
cabinet and her bottom was exposed the needs of all clients.
again. GHT #2 and GHT #6 did not
redirect client A to change her pants or
Measures or systemic changes
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wear a belt. facility put in place to ensure
no recurrence
In an interview with the Team Leader Restrictions removed, clothing
(TL) on 2/20/12 at 8:00 AM, the TL purchased, and training
o ] conducted.
indicated client A had a belt. The TL
stated the belt "was locked in [client A's]
" . 1
closet." At 8:10am, client A and GHT #2 How corrective actions will be
were inside client A's bedroom. GHT #2 monitored to ensure no
retrieved her keys from her pocket, recurrence
unlocked client A's Closet, and stated Group Home Manager Supervises
"Yes, there is a belt." GHT #2 pointed to staff and ensures appropriate
L . , training. The Behavior Clinician
a black belt inside client A's closet and monitors restrictions and reports
relocked the closet door. Client A was to the IDT. The IDT determines
. the need for restrictions. A new
not prompted or offered the opportunity section will be added to the BC
to wear her belt. monthly report that is distributed
to the team that monitors
. restrictions in place.
On 2/20/12 at 10:54 AM, at the facﬂlty Management staff complete
owned day service site client A was home visit forms and will assist in
. . monitoring restrictions, including
observed with two other female clients whether items - such as clothing -
and two male clients in the large room. are inappropriately locked. The
. Director supervises staff and
Client A's bottom fold was exposed when ; P .
reviews home review forms at
she sat in a chair. No staff intervention regular staff meetings.
was provided to get Client A to adjust her
clothing and client A's pants were still not
fastened with a belt.
An interview was conducted on 2/21/12 at
10:30am with the House Manager (HM).
The HM indicated client A should have
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been prompted to wear a belt.
9-3-2(a)
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W0149 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
w0149 03/30/2012
Based on interview and record review, for w149
36 of 156 BDDS (Bureau of Prevention of peer-to-peer abuse
Developmental Disability Services) and thorough investigations
Reports reviewed from 9/1/11 through
2/20/12, the facility neglected to
implement its policy to protect clients A, Corrective action for
resident(s) found to have been
B, C, and D from peer to peer abuse and affected
aggression; neglected to thoroughly
. . . . . Staff have been retrained on the
investigate behavioral incidents (client
need to prevent peer-to-peer
B); neglected to ensure the results of the abuse. Both professional staff
investigations were reported to the facility .memblers.responsple to cquuct
. . . investigations received training
administrator or designee (clients A, B, C, from the agency Compliance
and D) for five (5) allegations of abuse, Officer on conducting thorough
. ) investigations. This included the
neglect, and mistreatment; and neglected timeline that all investigations
to take effective corrective action to must be signed by the Director
. . ithin that there is n
reduce the potential for continued peer to Wi 5 days, tha ere s no
difference between client abuse
peer abuse. and client aggression, and that
effective follow-up action is
o ) needed in each instance in order
Findings include: to prevent recurrence.
On 2/20/12 at 11:00 AM, the undated
facility's policy on abuse "Group Home How facility will identify other
Abuse and Neglect" was reviewed and residents potentially affected &
o what measures taken
indicated "Purpose. To educate and
inform staff of the definition, define All residents potentially affected,
and corrective measures address
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reporting requirements and stress that the needs of all clients.
AWS will not tolerate abuse, neglect, of
exploitation of any kind...Description,
AWS does not tolerate abuse in any form Me.a'sures or systemic changes
o ) facility put in place to ensure
by any person; this includes physical no recurrence
abuse, verbal abuse, psychological abuse
.. Training for Direct Support Staff
n
or sexual abuse." The policy indicated to prevent client abuse &
"all" allegations would be investigated. Management staff to investigate
The policy indicated "Results of the thoroughly. Additionally, a
revised agency policy on incident
investigation must be reported within 5 reports went into effect this
days. All corrective action will be written month. The agency IR policy
. . . includes investigations
and disseminated to the appropriate procedures, which were revised.
entities." Training on these revisions
occurred with the two
professional staff responsible for
1. On 2/20/12 at 11am, and on 2/21/12 at investigations.
8am, the facility's BDDS reports were
reviewed and indicated the following for
client B. How corrective actions will be
L monitored to ensure no
-A 1/10/12 BDDS report for an incident recurrence
on 1/10/12 at 8:30am, indicated client B
. All Direct Support Staff are
11 ff, .
was verbally aggressive toward staff, supervised by the Group Home
picked up a chair and threatened staff. Manager who is responsible for
The report indicated staff applied a ensuring training needs are met.
) ) ) ) All appropriate incidents will be
physical restraint hold and client B said investigated. This will be
"staff were trying to rape her. But there reported within 5 days to the
h Fth h h Director. The IDT reviews all
was another staff there that stated that was incidents. An Incident Oversight
not true. Therefore this is an allegation." Committee — consisting of the
The report did not indicate if an Dlregtor, an agency Vice
President, and an agency
investigation was completed. Compliance Officer — also
reviews all incidents and ensures
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-A 11/11/11 BDDS report for an incident
on 11/10/11 at 4pm, indicated client B
had "behaviors" of "crying, screaming,
cursing, throwing things (sic)." The
report indicated a male staff person had
"used a mandt restraint (a restraint used
by staff to physically hold the client) to
ensure safety. During the restraint [client
B's] sweats came part way down. Staff
pulled them up and [client B] stated she
was going to say staff raped her." The
report indicated after client B calmed, the
agency LPN (Licensed Practical Nurse)
asked client B "if she said that? [Client
B] said yes." The report indicated the
"LPN asked [client B] if staff did rape her
and [client B] said no." The report
indicated client B was seen by her
personal physician for neck and shoulder
pain and indicated "no other injuries
noted." No documentation was available
for review to determine if the allegation
of rape was investigated, why client B's
pants had fallen down, or if the restraint

staff implemented caused the discomfort.

On 2/21/12 at 11:30am, client B's record
was reviewed. Client B's record indicated

a physician's visit for "complaints of neck

that all investigations are
thorough and completed in the
correct timeframe. Corrective

action is implemented as needed.
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and shoulder pain" sustained in on
11/10/11 when a "restraint" hold applied
by staff at the group home.

On 2/22/12 at 11:05am, an interview with
the Facility Director (FD) was completed.
The FD stated client B's incidents on
1/10/12 and 11/10/11 were behaviors,
client B "threatened" to make an
allegation of rape against the male staff
person who implemented the restraint,
and client B "recanted" her threats of the
allegations of rape. The FD indicated the
facility did not investigate "threats by a
client to make an allegation." The FD
indicated client B's 11/10/11 incident of
her pants falling down during a restraint

were not investigated.

2. The following incidents were reported
to BDDS and investigated by the facility
as peer to peer "abuse allegations."

-On 1/16/12, the facility reported and
investigated an allegation of peer to peer
abuse wherein client B hit client D on the
hand.

-On 12/21/11, the facility reported and
investigated an allegation of peer to peer

abuse wherein client C hit client D on top
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of the head.

-On 12/14/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client C hit client A in the
face. Client A sustained reddening to face
which required first aid in the form of an
ice pack.

-On 12/6/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client B kicked client A
while she was on the floor. Client A
sustained a golf size lump on her forehead
described as red and bruising. Ice had to
be applied and neuro-checks were
completed multiple times each shift.

-On 11/24/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client B kicked client A in
the nose and the leg, causing client A's
nose to bleed and an reddened areas to her

face.

3. The following incidents were reported
by the facility to BDDS as peer to peer
"aggression resulting in physical contact"
between clients A, B, C, and D.

-On 2/13/12, the facility reported and
investigated an incident of peer to peer

aggression wherein client B hit client D in
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the back of the head.

-On 2/12/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client C bit client A
on the hand, necessitating first aid and a
visit to the hospital for an x-ray to rule out
a fracture.

-On 2/8/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B ran into client
A's room pulling client A's hair and
hitting her. Client B also kicked client A
in the eye. Client A was assessed to have
a golf-ball sized bruise to her left elbow
and a small quarter-sized reddened area
near her left eye.

-On 2/4/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client C pushed client
D into a wall.

-On 2/2/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B bit client C in
the leg while in the van. Client C
sustained redness and broken skin.

-On 2/2/12, the facility reported and
investigated an incident of peer to peer
aggression wherein clients A and C were

"involved in altercation where they
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pushed each other."

-On 2/2/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client A pushed client
D and client D "retaliated" by knocking
client A to the floor. Client A sustained a
bruise to her foot.

-On 1/16/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B struck client
D. The report indicated "Plan to
Resolve." "This is the third incident this
month of abuse toward [client D] from a
peer, how are future incidents like these
being prevented? Do plans remain
effective and are any new proactive
measures being implemented/explored?"
No information was documented.

-On 1/10/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B kicked client
D in the leg.

-On 1/6/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B "threatened to
kill" client A and client A's "mother".
Client B threw her cell phone at client A
hitting client A in the stomach.

-On 12/28/11, the facility reported and
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investigated an incident of peer to peer
aggression wherein client C threw a bottle
at client D and later in the day struck
client D in the head.

-On 12/7/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C threw a cup
at client A grazing client A's face.

-On 11/27/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B bit client C
on the arm. No documented information
was available for review to determine if
client C was injured.

-On 11/4/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client D kicked client
B and spit on her.

-On 10/27/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B kicked client
A in the face and back.

-On 10/24/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C hit client D
with a remote control.

-On 10/9/11, the facility reported and
investigated an incident of peer to peer

aggression wherein client C hit client D
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on the side of her head.

-On 10/6/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C pushed client
A to the ground.

-On 10/5/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C pushed client
A into the kitchen counter.

-On 9/20/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C hit client A in
the head and on the left arm.

-On 9/17/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C bit client B.
Medical treatment was provided to client
B for a human bite.

-On 9/11/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B pushed client
D into a corner and hit client D. The
facility reported client D was again struck
by client B "a short time later."

-On 9/10/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B struck client
D in the mouth.

-On 9/8/11, the facility reported and
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investigated an incident of peer to peer
aggression wherein client B knocked
client A to the ground and client B began
scratching client A's back and kicking her
in the hip. Swelling was noted in Client
A's hip area which required a follow-up

physician appointment.

On 2/22/12 at 11:05am, an interview with
the Facility Director (FD) was completed.
The FD was asked why certain incidents
were investigated as peer to peer abuse,
while others were reported and
investigated as peer to peer aggression.
The FD stated "All peer to peer incidents
were reported to me and the facility had
systemically taken action in response to
these incidents by instituting case
conferences in relation to the sentinel
events." The FD indicated the individual
client case conferences were not started
until after December, 2011. The FD
indicated revisions were made to clients
A, B, C, and D's Behavior Support Plan
(BSPs) in response to incidents. The FD
stated that he had "trend analysis reports
identifying the frequency of aggression
caused by each of the clients." When it

was pointed out to the FD that the review
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of allegations and incidents involving
peer aggression had continued and had
increased in rate, the FD stated "The
behavior management intervention
techniques employed were able to reduce
the seriousness of injuries and most

incidents were of a brief duration."

4. The following investigation results
were not reported to the facility director
or designee within five working days.
-On 11/28/11, the facility reported an
allegation of abuse wherein client C
alleged a staff member kicked her on
11/24/11. The summary report identified
the client C recanted the allegation, but
the report was not signed by the Facility
Director until 12/6/11, six working days
after the incident was reported.

-On 12/1/11, client D alleged a staff
member threatened her by stating he
would write her up if she did not do what
he said, or if she told anyone he had
kissed a co-worker. The summary report
was signed by the Facility Director on
12/14/11 nine working days after the
incident had been reported.

-On 12/6/11, the facility reported an

allegation of peer to peer abuse wherein
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client B kicked client A while she was on
the floor. The summary report was signed
by the Facility Director on 12/20/11 ten
working days after the incident was
reported.

-On 12/15/11, the facility reported an
allegation of abuse wherein client C
stated a staff member pushed her down
and broke her game system and that she
was fearful of another staff member who
"hurt her all the time." The Facility
Director signed the summary report on
1/5/12 thirteen working days after the
incident had been reported.

-On 1/17/12 the facility reported and
investigated an allegation of abuse
wherein client C alleged a staff member
bent her fingers back accidentally while
playing around. Other than the QMRP
(Qualified Mental Retardation
Professional) signature on the summary
page, there was no other evidence the
results of the investigation had been
reported to the Facility Director, or

designee.

In a follow-up interview with the Facility
Director (FD) on 2/22/12 at 11:05 AM,
the FD indicated the facility
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investigations were to be completed
within five days. The FD stated he
reviewed and signed "all" investigative

reports.

5. On 2/20/12 at 11am, and on 2/21/12 at
8am, the Facility's BDDS reports were
reviewed for corrective action related to
allegations of abuse, neglect,
mistreatment and exploitation, and the
facility investigated five (5) allegations of
peer to peer abuse during the time
parameter 9/1/11 through 2/20/12 and
twenty-four incidents of peer to peer
aggression.

On 2/22/12 at 11:05am, an interview with
the Facility Director (FD) was completed.
The FD was asked why certain incidents
were investigated as peer to peer abuse,
while others were reported and
investigated as peer to peer aggression.
The FD stated "All peer to peer incidents
were reported to him and the facility had
systemically taken action in response to
these incidents by instituting case
conferences in relation to the sentinel
events." The FD indicated the individual
client case conferences were not started
until after December, 2011. The FD
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indicated revisions were made to clients
A, B, C, and D's Behavior Support Plan
(BSPs) in response to incidents. The FD
stated that he had "trend analysis reports
identifying the frequency of aggression
caused by each of the clients." When it
was pointed out to the FD that the review
of allegations and incidents involving
peer aggression had continued and had
increased in rate, the FD stated "The
behavior management intervention
techniques employed were able to reduce
the seriousness of injuries and most

incidents were of a brief duration."

On 2/22/12 at 11:05am, the Behavior
Specialist (BS) presented the monthly
AWS Behavior Summary reports for
client A as additional evidence to
demonstrate how the facility was
reviewing and modifying the behavior
plan for client A. Client A's plan
indicated the following recommendations
had been made starting in September,
2011, "I. Continue to follow the current
behavior support program until IDT
consensus indicates otherwise. 2. [Client
A] should continue to receive routine and
PRN blood work to monitor her
medication levels, and overall health. 3.
Continue to document all incidents of
inappropriate behavior in daily notes, as
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well as behavioral data tracking forms. 4.
Continue to refer [Client A] for follow-up
psychiatric consultation for medication
review and further recommendations. "

When the October, November, December
0of 2011 and January 2012 behavior
summary reports were reviewed and
compared, it was noted that all of the
recommendations for Client A were
exactly the same for five consecutive
months starting with the September, 2011
report.

The Behavior Specialist presented the
monthly AWS Behavior Summary reports
for clients B, C, and D as additional
evidence to demonstrate how the facility
was reviewing and modifying the
behavior plans for clients B, C, and D.
The BS indicated client B, C, and D's
plans were had the same
recommendations made starting in
September, 2011, " 1. Continue to follow
the current behavior support program
until IDT consensus indicates otherwise.
2. [Client] should continue to receive
routine and PRN blood work to monitor
her Depakote level, and overall health. 3.
Continue to document all incidents of
inappropriate behavior in daily notes, as
well as behavioral data tracking forms. 4.
[Client] should receive continued
follow-up psychiatric consultation for
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medication review, and further
recommendations when indicated. "
When the October, November, December
of 2011 and January 2012 behavior
summary reports were reviewed and
compared, the recommendations for
clients B, C, and D were exactly the same
for five consecutive months starting with
the September, 2011 report.
This federal tag relates to complaint
#IN00104098.
9-3-2(a)
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WO0154 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
The facility must have evidence that all
alleged violations are thoroughly investigated.
w0154 03/30/2012
Based on interview and record review the W154
facility failed to thoroughly investigate Thorough Investigations,
client B's behavioral threats of an including client-to-client abuse
allegation of rape and failed to thoroughly
investigate client to client abuse and
aggression (clients A, B, C and D). Corrective action for
resident(s) found to have been
affected
Findings include:
Both professional staff members
responsible to conduct
1. On 2/20/12 at 11am, and on 2/21/12 at investigations received training
8am, the facility's BDDS (Bureau of from the agency Cpmphance
o ) Officer on conducting thorough
Developmental Disability Services) investigations. This included that
reports were reviewed from 9/1/2011 all threats to make an allegation
R of rape or any variation of rape
through 2/20/2012 and indicated the allegation must be investigated.
following for client B. The training also covered use of a
new investigation form that does
not differentiate between client
-A 1/10/12 BDDS report for an incident “aggression” and client “abuse” —
on 1/10/12 at 8:30am, indicated client B ?" are now con3|d9red
) investigations of client abuse.
was verbally aggressive toward staff,
picked up a chair and threatened staff.
The report indicated staff applied a How facility will identify other
physical restraint hold and client B said residents potentially affected &
"staff were trying to rape her. But there what measures taken
was another staff there that stated that was Al residents potentially affected,
not true. Therefore this is an allegation." and corrective measures address
. L . the needs of all clients.
The report did not indicate if an
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investigation was completed.
Measures or systemic changes
-A 11/11/11 BDDS report for an incident facility put in place to ensure
on 11/10/11 at 4pm, indicated client B no recurrence
had "behaviors" of "crying, screaming, Agency policy on incident reports
cursing, throwing things (sic)." The was revised and went into effect
.- this month. The agency IR policy
report indicated a male staff person had includes investigations policy and
"used a mandt restraint to ensure safety. procedures, which were revised.
During the restraint [client B's] sweats Training on these revisions
occurred with the two
came part way down. Staff pulled them professional staff responsible for
up and [client B] stated she was going to investigations. The training
Y o included instruction to investigate
say staff raped her." The report indicated all variations of rape allegations,
after client B calmed, the agency LPN including threats. It also included
. . . all peer aggressive incidents will
(Licensed Practical Nurse) asked client B be investigated as abuse and will
"if she said that? [client B] said yes." include substantiation.
The report indicated the "LPN asked
[client B] if staff did rape her and [client
B] said no." The report indicated client B How corrective actions will be
. monitored to ensure no
was seen by her personal physician for recurrence
neck and shoulder pain and indicated "no
other injuries noted." No documentation All appropriate incidents will be
investigated. This will be
was available for review to determine if reported within 5 days to the
the allegation of rape was investigated, Director. The IDT reviews all
} ) incidents. An Incident Oversight
why client B's pants had fallen down, or if Committee — consisting of the
the restraint staff implemented caused the Director, an agency Vice
di f President, and an agency
1scomfort. Compliance Officer — also
reviews all incidents and ensures
On 2/21/12 at 11:30am, client B's record that all investigations are
completed as needed.
was reviewed. Client B's record indicated
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a physician's visit for "complaints of neck
and shoulder pain" sustained on 11/10/11
when a "restraint" hold was applied by

staff at the group home.

On 2/22/12 at 11:05am, an interview with
the Facility Director (FD) was completed.
The FD stated client B's incidents on
1/10/12 and 11/10/11 were behaviors,
client B "threatened" to make an
allegation of rape against the male staff
person who implemented the restraint,
and client B "recanted" her threats of the
allegations of rape. The FD indicated the
facility did not investigate "threats by a
client to make an allegation." The FD
indicated client B's 11/10/11 incident of
her pants falling down during a restraint

was not investigated.

2. The following incidents were reported
to BDDS and investigated by the facility
as peer to peer "abuse allegations
(between clients living in the group
home):"

-On 1/16/12, the facility reported and
investigated an allegation of peer to peer
abuse wherein client B hit client D on the
hand.
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-On 12/21/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client C hit client D on top
of the head.

-On 12/14/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client C hit client A in the
face. Client A sustained reddening to face
which required first aid in the form of an
ice pack.

-On 12/6/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client B kicked client A
while she was on the floor. Client A
sustained a golf size lump on her forehead
described as red and bruising. Ice had to
be applied and neuro-checks were
completed multiple times each shift.

-On 11/24/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client B kicked client A in
the nose and the leg, causing client A's
nose to bleed and an reddened areas to her

face.

The following BDDS incidents were
reported by the facility as peer to peer
"aggression resulting in physical contact"
between clients A, B, C, and D.
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-On 2/13/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B hit client D in
the back of the head.

-On 2/12/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client C bit client A
on the hand, necessitating first aid and a
visit to the hospital for an x-ray to rule out
a fracture.

-On 2/8/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B ran into client
A's room pulling client A's hair and
hitting her. Client B also kicked client A
in the eye. Client A was assessed to have
a golf-ball sized bruise to her left elbow
and a small quarter-sized reddened area
near her left eye.

-On 2/4/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client C pushed client
D into a wall.

-On 2/2/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B bit client C in
the leg while in the van. Client C
sustained redness and broken skin.

-On 2/2/12, the facility reported and
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investigated an incident of peer to peer
aggression wherein clients A and C were
"involved in altercation where they
pushed each other."

-On 2/2/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client A pushed client
D and client D "retaliated" by knocking
client A to the floor. Client A sustained a
bruise to her foot.

-On 1/16/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B struck client
D. The report indicated "Plan to Resolve"
"This is the third incident this month of
abuse toward [client D] from a peer, how
are future incidents like these being
prevented? Do plans remain effective and
are any new proactive measures being
implemented/explored?" No information
was documented.

-On 1/10/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B kicked client
D in the leg.

-On 1/6/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B "threatened to

kill" client A and client A's "mother".
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Client B threw her cell phone at client A
hitting client A in the stomach.

-On 12/28/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C threw a bottle
at client D and later in the day struck
client D in the head.

-On 12/7/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C threw a cup
at client A grazing client A's face.

-On 11/27/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B bit client C
on the arm. No documentation was
available for review to determine if client
C was injured.

-On 11/4/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client D kicked client
B and spit on her.

-On 10/27/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B kicked client
A in the face and back.

-On 10/24/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C hit client D

with a remote control.
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-On 10/9/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C hit client D
on the side of her head.

-On 10/6/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C pushed client
A to the ground.

-On 10/5/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C pushed client
A into the kitchen counter.

-On 9/20/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C hit client A in
the head and on the left arm.

-On 9/17/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C bit client B.
Medical treatment was provided to client
B for a human bite.

-On 9/11/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B pushed client
D into a corner and hit client D. The
facility reported client D was again struck
by client B "a short time later."

-On 9/10/11, the facility reported and

investigated an incident of peer to peer
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aggression wherein client B struck client
D in the mouth.

-On 9/8/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B knocked
client A to the ground and client B began
scratching client A's back and kicking her
in the hip. Swelling was noted in Client
A's hip area which required a follow-up

physician appointment.

On 2/22/12 at 11:05am, an interview with
the Facility Director (FD) was completed.
The FD was asked why certain incidents
were investigated as peer to peer abuse,
while others were reported and
investigated as peer to peer aggression.
The FD stated "All peer to peer incidents
were reported to me and the facility had
systemically taken action in response to
these incidents by instituting case
conferences in relation to the sentinel
events." The FD indicated the individual
client case conferences were not started
until after December, 2011. The FD
indicated revisions were made to clients
A, B, C, and D's Behavior Support Plan
(BSPs) in response to incidents. The FD
stated clients A, B, C, and D's case
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conferences review of incidents "recently"
began in 2/2012. The FD stated that he
had "trend analysis reports identifying the
frequency of aggression caused by each of
the clients." When it was pointed out to
the FD that the review of allegations and
incidents involving peer aggression had
continued and had increased in rate, the
FD stated "The behavior management
intervention techniques employed were
able to reduce the seriousness of injuries
and most incidents were of a brief
duration." The FD indicated the incidents
were investigated and did not respond
when asked if the investigations were

thorough.

This federal tag relates to complaint
#IN00104098.

9-3-2(a)
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STAFF TREATMENT OF CLIENTS
The results of all investigations must be
reported to the administrator or designated
representative or to other officials in
accordance with State law within five working
days of the incident.
WO0156 03/30/2012
Based on interview and record review, the facility W156
failed to ensure the results of investigations for L .
] Investigations signed by
abuse, neglect, and mistreatment were reported to administrator within 5 days
the facility administrator or the facility designee in
accordance with state law within five working
days for 4 of 4 clients (clients A, B, C, and D)
who lived in the group home. Corrective action for
resident(s) found to have been
o affected
Findings include:
Both professional staff members
On 2/20/12 at 11:00 AM, the facility allegations of responsible to conduct
abuse, neglect and mistreatment were reviewed investigations received training
from the time parameter 9/7/11 through 2/20/12 from the agency Cpmpllance
. . Officer on conducting thorough
were reviewed. The following were BDDS . I S
investigations. This included the
(Bureau of Developmental Disability Services) timeline that all investigations
reports and indicated a lack of reproducible must be signed by the Director
evidence to demonstrate the results of the facility's within 5 days.
investigations were reported in accordance to state
law and to the facility's administrator or
administrator's designee within five working days. How facility will identify other
residents potentially affected &
-On 11/28/11, the facility reported and what measures taken
investigated an allegation of abuse wherein Client
#3 alleged a staff member kicked her on 11/24/11. Al reS|dent§ potentially affected,
S . and corrective measures address
The summary report identified the client recanted .
. ) the needs of all clients.
the allegation, but the report was not signed by the
Facility Director until 12/6/11, six working days
after the incident was reported.
Measures or systemic changes
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-On 12/1/11, Client #4 alleged a staff member facility put in place to ensure
threatened her by stating he would write her up if no recurrence
she did not do what he said, or if she told anyone o )
. Training conducted that included
he had kissed a co-worker. The summary report . N .
) L ) all investigations must be signed
was signed by the Facility Director on 12/14/11 by the Director within 5 days
nine working days after the incident had been
reported.
-On 12/6/11, the facility reported and investigated
. L How corrective actions will be
an allegation of peer to peer abuse wherein Client tored t
monitored to ensure no
#2 kicked Client #1 while she was on the floor.
) - recurrence
The summary report was signed by the Facility
Director on 12/20/11 ten working days after the All appropriate incidents will be
incident was reported. investigated. This will be
-On 12/15/11, the facility reported and reported within 5 dayls to the
investigated an allegation of abuse wherein Client Plrfactor. The lDT, reviews aII.
F hed h incidents. An Incident Oversight
#3 stated a staff member pushed her down and Committee — consisting of the
broke her game system and that she was fearful of Director, an agency Vice
another staff member who "hurt her all the time." President, and an agency
The Facility Director signed the summary report Compliance Officer — also
on 1/5/12 thirteen working days after the incident reVIeWS’. all |n<.:|de-nts and ensures
that all investigations are
had been reported. .
completed in the correct
-On 1/17/12 the facility reported and investigated timeframe. Corrective action is
an allegation of abuse wherein Client #3 alleged a implemented as needed.
staff member bent her fingers back accidentally
while playing around. Other than the QMRP
signature on the summary page, and no
documentation was available for review that the
results of the investigation had been reported to
the Facility Director, or designee.
On 2/20/12 at 12:10pm, an interview with the
facility's Behavior Specialist (BS) was completed.
The BS stated he had participated in several
incident reviews and to the best of his knowledge
the Director "always" signed the reports.
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On 2/22/12 at 11:05am, an interview with the
Facility Director was completed. The FD
indicated the facility investigations were to be
completed within five days. The FD indicated he
reviewed and signed all investigative reports.
This federal tag relates to complaint
#IN00104098.
9-3-2(a)
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Based on interview and record review, for
31 of 156 BDDS (Bureau of
Developmental Disability Services)
Reports reviewed from 9/1/11 through
2/20/12, the facility failed to take
effective corrective action for client B's
threats to make allegations of rape and to
reduce the potential for twenty-four (24)
continued incidents of peer to peer
aggression and five (5) reports of peer to

peer abuse for clients A, B, C, and D.

Findings include:

1. On 2/20/12 at 11am, and on 2/21/12 at
8am, the Facility's BDDS reports were
reviewed and indicated the following for
client B.

-A 1/10/12 BDDS report for an incident
on 1/10/12 at 8:30am, indicated client B
was verbally aggressive toward staff,
picked up a chair and threatened staff.
The report indicated staff applied a
physical restraint hold and client B said
"staff were trying to rape her. But there

W157

Appropriate Corrective Action
taken

Corrective action for
resident(s) found to have been
affected

Both professional staff members
responsible to conduct
investigations received training
from the agency Compliance
Officer on conducting thorough
investigations. This included that
all threats to make an allegation
of rape or any variation of rape
allegation must be investigated
and that appropriate corrective
action is needed to prevent
recurrence of the issue under
investigation.

How facility will identify other
residents potentially affected &
what measures taken

All residents potentially affected,
and corrective measures address
the needs of all clients.
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WO0157 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
If the alleged violation is verified, appropriate
corrective action must be taken.
WO0157 03/30/2012
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was another staff there that stated that was Measures or systemic changes
.. . facili in pl
not true. Therefore this is an allegation." acility put in place to ensure
no recurrence
The report did not indicate if an corrective
action was completed. .Trainirjg gonducted on thorough
o investigations.
-A 11/11/11 BDDS report for an incident
on 11/10/11 at 4pm, indicated client B
. - .
had behaviors of "crying, screaming, How corrective actions will be
cursing, throwing things (sic)." The monitored to ensure no
report indicated a male staff person had recurrence
"used a mandt (a physical hold staff apply Al threats to allege rape or any
to a client) restraint to ensure safety. variation of rape allegation will be
Duri h . lient B' investigated. This will be
uring the restraint [client B's] sweats reported within 5 days to the
came part way down. Staff pulled them Director. The IDT reviews all
. . incidents. An Incident Oversight
up and [client B] stated she was going to Committee — consisting of the
say staff raped her." The report indicated Director, an agency Vice
after client B calmed, the agency LPN President, and an agency
) ] ) Compliance Officer — also
(Licensed Practical Nurse) asked client B reviews all incidents and ensures
"if she said that? [Client B] said yes." that all investigations are
.. completed as needed.
The report indicated the "LPN asked P
[client B] if staff did rape her and [client
B] said no." The report indicated client B
was seen by her physician for neck and
shoulder pain and indicated "no other
injuries noted." No corrective action was
available for review.
On 2/21/12 at 11:30am, client B's record
was reviewed. Client B's record indicated
a physician's visit for "complaints of neck
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and shoulder pain" sustained in on
11/10/11 when a "restraint" hold applied
by staff at the group home and no

corrective action was available for review.

On 2/22/12 at 11:05am, an interview with
the Facility Director (FD) was completed.
The FD stated client B's incidents on
1/10/12 and 11/10/11 were behaviors,
client B "threatened" to make an
allegation of rape against the male staff
person who implemented the restraint,
and client B "recanted" her threats of the
allegations of rape. The FD indicated the
facility did not investigate and no
corrective action was taken for "threats by
a client to make an allegation." The FD
indicated client B's 11/10/11 incident of
her pants falling down during a restraint
were not investigated and no corrective

action was available for review.

2. The following incidents were reported
to BDDS and investigated by the facility
as peer to peer "abuse allegations" and no
corrective action was available for review.
-On 1/16/12, the facility reported and
investigated an allegation of peer to peer

abuse wherein client B hit client D on the
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hand. No corrective action was available
for review.

-On 12/21/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client C hit client D on top
of the head. No corrective action was
available for review.

-On 12/14/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client C hit client A in the
face. Client A sustained reddening to face
which required first aid in the form of an
ice pack. No corrective action was
available for review.

-On 12/6/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client B kicked client A
while she was on the floor. Client A
sustained a golf size lump on her forehead
described as red and bruising. Ice had to
be applied and neuro-checks were
completed multiple times each shift. No
corrective action was available for review.
-On 11/24/11, the facility reported and
investigated an allegation of peer to peer
abuse wherein client B kicked client A in
the nose and the leg, causing client A's
nose to bleed and an reddened areas to her

face. No corrective action was available
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for review.

The following BDDS incidents were
reported by the facility as peer to peer
"aggression resulting in physical contact"
between clients A, B, C, and D and no
corrective action was available for review.
-On 2/13/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B hit client D in
the back of the head. No corrective
action was available for review.

-On 2/12/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client C bit client A
on the hand, necessitating first aid and a
visit to the hospital for an x-ray to rule out
a fracture. No corrective action was
available for review.

-On 2/8/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B ran into client
A's room pulling client A's hair and
hitting her. Client B also kicked client A
in the eye. Client A was assessed to have
a golf-ball sized bruise to her left elbow
and a small quarter-sized reddened area
near her left eye. No corrective action

was available for review.
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-On 2/4/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client C pushed client
D into a wall. No corrective action was
available for review.

-On 2/2/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B bit client C in
the leg while in the van. Client C
sustained redness and broken skin. No
corrective action was available for review.
-On 2/2/12, the facility reported and
investigated an incident of peer to peer
aggression wherein clients A and C were
"involved in altercation where they
pushed each other." No corrective action
was available for review.

-On 2/2/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client A pushed client
D and client D "retaliated" by knocking
client A to the floor. Client A sustained a
bruise to her foot. No corrective action
was available for review.

-On 1/16/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B struck client
D. The report indicated "Plan to Resolve"

a note indicated "this is the third incident
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this month of abuse toward [client D]
from a peer, how are future incidents like
these being prevented? Do plans remain
effective and are any new proactive
measures being implemented/explored?"
No information was documented. No
corrective action was available for review.
-On 1/10/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B kicked client
D in the leg. No corrective action was
available for review.

-On 1/6/12, the facility reported and
investigated an incident of peer to peer
aggression wherein client B "threatened to
kill" client A and client A's "mother".
Client B threw her cell phone at client A
hitting client A in the stomach. No
corrective action was available for review.
-On 12/28/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C threw a bottle
at client D and later in the day struck
client D in the head. No corrective
action was available for review.

-On 12/7/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C threw a cup

at client A grazing client A's face. No
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corrective action was available for review.
-On 11/27/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B bit client C
on the arm. No corrective action was
available for review.

-On 11/4/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client D kicked client
B and spit on her. No corrective action
was available for review.

-On 10/27/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B kicked client
A in the face and back. No corrective
action was available for review.

-On 10/24/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C hit client D
with a remote control. No corrective
action was available for review.

-On 10/9/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C hit client D
on the side of her head. No corrective
action was available for review.

-On 10/6/11, the facility reported and
investigated an incident of peer to peer

aggression wherein client C pushed client
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A to the ground. No corrective action
was available for review.

-On 10/5/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C pushed client
A into the kitchen counter. No corrective
action was available for review.

-On 9/20/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C hit client A in
the head and on the left arm. No
corrective action was available for review.
-On 9/17/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client C bit client B.
Medical treatment was provided to client
B for a human bite. No corrective action
was available for review.

-On 9/11/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B pushed client
D into a corner and hit client D. The
facility reported client D was again struck
by client B "a short time later." No
corrective action was available for review.
-On 9/10/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B struck client

D in the mouth. No corrective action
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was available for review.

-On 9/8/11, the facility reported and
investigated an incident of peer to peer
aggression wherein client B knocked
client A to the ground and client B began
scratching client A's back and kicking her
in the hip. Swelling was noted in Client
A's hip area which required a follow-up
physician appointment. No corrective

action was available for review.

On 2/22/12 at 11:05am, an interview with
the Facility Director (FD) was completed.
The FD was asked why certain incidents
were investigated as peer to peer abuse,
while others were reported and
investigated as peer to peer aggression.
The FD stated "All peer to peer incidents
were reported to me and the facility had
systemically taken action in response to
these incidents by instituting case
conferences in relation to the sentinel
events." The FD indicated the individual
client case conferences were not started
until after December, 2011. The FD
indicated no corrective action was
available for review. The FD indicated
revisions were made to clients A, B, C,
and D's Behavior Support Plan (BSPs) in
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response to incidents. The FD stated that
he had "trend analysis reports identifying
the frequency of aggression caused by
each of the clients." When it was pointed
out to the FD that the review of
allegations and incidents involving peer
aggression had continued and had
increased in rate, the FD stated "The
behavior management intervention
techniques employed were able to reduce
the seriousness of injuries and most
incidents were of a brief duration.” No

corrective action was available for review.

On 2/22/12 at 11:05am, the Behavior
Specialist (BS) presented the monthly
Behavior Summary reports for client A as
additional evidence to demonstrate how
the facility was reviewing and modifying
the behavior plan for client A. It was
revealed for client A the following
recommendations had been made starting
in September, 2011, "1. Continue to
follow the current behavior support
program until IDT consensus indicates
otherwise. 2. [Client A] should continue
to receive routine and PRN blood work to
monitor her medication levels, and overall
health. 3. Continue to document all
incidents of inappropriate behavior in
daily notes, as well as behavioral data
tracking forms. 4. Continue to refer
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[Client A] for follow-up psychiatric
consultation for medication review and
further recommendations. "

When the October, November, December
0of 2011 and January 2012 behavior
summary reports were reviewed and
compared, it was noted that all of the
recommendations for Client A were
exactly the same for five consecutive
months starting with the September, 2011
report.

The Behavior Specialist presented the
monthly Behavior Summary reports for
clients B, C, and D indicated how the
facility was reviewing and modifying the
behavior plans for clients B, C, and D.
The BS and client B, C, and D's records
indicated the same recommendations had
been made starting in September, 2011, "
1.Continue to follow the current behavior
support program until IDT consensus
indicates otherwise. 2. [Client] should
continue to receive routine and PRN
blood work to monitor her Depakote
level, and overall health. 3. Continue to
document all incidents of inappropriate
behavior in daily notes, as well as
behavioral data tracking forms. 4. [Client]
should receive continued follow-up
psychiatric consultation for medication
review, and further recommendations
when indicated. "
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When the October, November, December
of 2011 and January 2012 behavior
summary reports were reviewed and
compared, the recommendations for
clients B, C, and D were exactly the same
for five consecutive months starting with
the September, 2011 report.
This federal tag relates to complaint
#IN00104098.
9-3-2(a)
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WO0159 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.
WO0159 03/30/2012
Based on observation, interview and record review W159
the facility’' lified Mental Retardati . .
¢ aCI.] y's Qualifie .en ane ar. aton . QMREP failed to integrate and
Professional (QMRP) failed to provide oversight coordinate active treatment
to integrate, coordinate, and monitor the program for new admissions.
development of the following: clients A, B, C, and
D's individual program plans within 30 days of
client admissions, assessments, and . .
. . Corrective action for
comprehensive functional assessments were .
) resident(s) found to have been
completed; The QMRP failed to ensure that affected
implementation of restrictive practices were
implementation after clients, their representatives, The group home’s original QMRP
and the facility's HRC (Human Rights Committee) implemented basic ISPs prior to
had given consent; The QMRP failed to develop a client .admISS|on,. but d'.d not
ority of cach cach clients traini d&: and coordinate ongoing active
priority of each each clients' training need; an treatment sufficiently with the
failed to ensure training objectives were individuals’ IDTs. Due to
implemented for 2 of 2 sample clients (clients A performance issues such as
and B) and for two additional clients (clients C these, that QVIRP no longer
and D). works for the agency. A highly
experienced QMRP now works in
o the home, coordinates ongoing
Findings include: IDT activity across individuals,
and has revised all ISP goals in
Please refer to W196. The facility failed to ensure coordination with the IDTs.
that each client received a continuous active
treatment program which included aggressive,
consistent implementation of a program of
o prementat 1 prog! , How facility will identify other
specialized training and related services. Major residents potentially affected &
elements of the active treatment process not what measures taken
present included assessment, restrictive practices,
the development of priority needs, development of All residents potentially affected,
and corrective measures address
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: TEG6711 Facility ID: 012563 If continuation sheet Page 89 of 177




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

PRINTED: 03/29/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
15G797 L WING 02/29/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
9029 S AMERICA RD
AWS LA FONTAINE, IN 46940
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX CREACH CORRECTIVE ACTIONSHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
formal training objectives, personal skill training, the needs of all clients.
program implementation, development of the ISP
(Individual Support Plan) document and program
monitoring for 2 of 2 sample clients (clients A and .
Measures or systemic changes
B) and 2 additional clients (clients C and D). facility put in place to ensure
no recurrence
Please refer to W206. The facility failed to have
an ISP (Individual Support Plan) completed by the A ne.v.v QMRP wzjzs hired who has
interdisciplinary team for 2 of 2 sample clients _slgnlflcant _EXpenence
. . . . implementing ISPs and
(clients A and B) and one additional client (client coordinating IDT activity. New
D). ISPs have been implemented
across clients based on IDT
Please refer to W210. The facility failed to consensus. The QMPR will
perform a comprehensive functional assessment ?nTu(:e that all n_e;:/v adm|SS|onSt
C . .. include appropriate assessments
(CFA) which 1flcl.uded audio and \./1s10n o and that IDT activity and ISP
assessments within 30 days of their admission for goals are developed within the
2 of 2 sample clients (clients A and B) who were required 30-day timeframe.
new admissions to the facility. Program plan implementation will
include documentation of the
Please refer to W225. The facility failed to neec! a.n d ap.provall for any .
) ) restrictions, including guardian
perform a comprehensive functional assessment consent and IDT as well as HRC
(CFA) which included client A and B's vocational approval.
assessments for 2 of 2 sample clients (clients A
and B).
How corrective actions will be
Please refer to W226. The facility failed to .
o o monitored to ensure no
develop an ISP (Individual Support Plan) within recurrence
30 days of admission to the facility for 2 of 2
sample clients (clients A and B) and for one The QMRP coordinates the
additional client (client D). activity of the IDT, which is
responsible for development of
. ) ISPs. For all new admissions, the
Please refer to W249. The facility failed to ensure QMPR is responsible to ensure
a choking management plan was implemented that the 30-day requirement is
(client A), to use formal and informal met for all appropriate
opportunities to teach and implement ISP assessments and for the
development of the ISP. Other
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(Individual Support Plan) objectives and skill management staff, including the
acquisition when opportunities existed for coping Nurse, the Behavior Clinician,
skills and medication administration for 2 of 2 and the QrOUp Home Manager’
. ) take part in the process and will
sample clients (clients A and B) and for two assist with appropriate
additional clients (C and D). appointments, assessments, and
staff training as needed. The
Please refer to W263. The facility's specially Director supervises the
constituted committee (HRC) failed to ensure the man.age!'nent staff ar'1d will
BSPs were consented to by client B and her monitor |mplementatlon of all
plans during regularly scheduled
legally sanctioned representatives for 1 of 2 meetings or more often, as
sample clients (client B) with restrictive practices necessary. A checklist will be
in her Behavior Support Plan (BSP). used by the Director to monitor
the status and appropriate
Please refer to W264. The facility's HRC (Human scheduling of all required
) ) ) . assessments for all new
Rights Committee) failed to approve facility admissions.
practices for blanket restrictions of money, knives,
forks, cleaning supplies, food, clothing, or nail
polish for 2 of 2 sample clients (clients A and B)
and for two additional clients (clients C and D).
On 2/29/12 at 2pm, an interview with the Facility
Director (FD) was completed. The FD indicated
goals/objectives should be implemented daily
during formal and informal opportunities. The FD
indicated the QMRP should have completed the
monthly summaries from 5/2011 through 2/2012.
The FD indicated he was aware the QMRP did not
complete reviews of clients A, B, C, and D's active
treatment objectives from 5/2011 through 9/2011.
The FD indicated the QMRP should have
completed CFAs and ISPs for clients A, B, and D
within 30 days after admission. The FD stated the
facility owned day service site was a "place for
clients to go" during the day and clients were to
work on goals/objectives and community
integration. The FD stated clients A, B, C, and D
had the skills to work and no documented
evidence was available for review that clients A,
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B, C, or D had been referred for assessment for a
community job or for shelter work. The FD stated
he was "aware the files are a mess and missing"
assessments, ISPs, and consents. The FD stated
"It's getting better, we'll fix it."
This federal tag relates to complaint
#IN00104098.
9-3-3(a)
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WO0195 483.440
ACTIVE TREATMENT SERVICES
The facility must ensure that specific active
treatment services requirements are met.
WO0195 03/30/2012
Based on observation, record review, and W195
interview, for 4 of 4 clients (clients A, B, C, and N )
D), the facility failed to meet the Condition of Condition of Active Treatment
Participation: Active Treatment Services by
failing to ensure that each client received a
continuous active treatment program which Corrective action for
included aggressive, consistent implementation of resident(s) found to have been
a program of specialized training and related affected
services. Major elements of the active treatment
! el The group home’s original QMRP
process not present included assessment, implemented basic ISPs prior to
restrictive practices, the development of priority client admission that were based
needs, development of formal training objectives, on pre-admission IDT meetings
personal skill training, program implementation, that went undocumented. The
development of the ISP (Individual Support Plan) QMRF’ did nc?t suff|c.|en.t|.y
d ¢ and tori coordinate with the individuals’
ocument and program monitoring. IDTs to update and implement
plans based on assessment
Findings include: within 30 days. Due to
performance issues such as
Please refer to W196. The facility failed to ensure these, that QMRP no Iong(.ar
. . . . works for the agency. A highly
that each client received a continuous active . .
o ) experienced QVMIRP now works in
treatment program which included aggressive, the home, coordinates and
consistent implementation of a program of documents ongoing IDT activity
specialized training and related services. Major across individuals, and has
elements of the active treatment process not revised all ISP goals in
. - . coordination with the IDTs. As
present included assessment, restrictive practices, ) ,
o detailed throughout the agency’s
the development of priority needs, development of Plan of Correction (W196, W206,
formal training objectives, personal skill training, W210, W225, W226, W249,
program implementation, development of the ISP W263, W264), new assessments
(Individual Support Plan) document and program have_been conducted, .re.StriCtive
monitoring for 2 of 2 sample clients (clients A and practices have been eliminated
B) and 2 additional clients (clients C and D except where needed, and staff
) and 2 additional clients (clients C and D). members have been trained on
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proper implementation of
Please see W159. The facility's Qualified Mental treatment.
Retardation Professional (QMRP) failed to
provide oversight to integrate, coordinate, and
monitor the development of the following: clients How facility will identify other
A, B, C, and D's individual program plans within residents potentially affected &
30 days of client admissions, assessments, and what measures taken
comprehensive functional assessments were . .
completed; The QMRP failed to ensure that Al reS|dent§ potentially affected,
ol ation of i i and corrective measures address
implementation of restrictive practices were the needs of all clients.
implementation after clients, their representatives,
and the facility's HRC (Human Rights Committee)
had given consent; The QMRP failed to develop a
priority of each each clients' training need; and Me_a_sures o_r systemic changes
failed to ensure training objectives were facility put in place to ensure
i i ) no recurrence
implemented for 2 of 2 sample clients (clients A
and B) and for two additional clients (clients C A new QMRP was hired who has
and D). significant experience
implementing ISPs and
Please refer to W206. The facility failed to have fg;rd;]natmg IDT.aCt:Vlty' Tedw
.. S have been Implemente
ISP (1 1 Pl 1 h .
an ISP ( .nd1v1dua Support Plan) comp ete.d by the across clients based on IDT
interdisciplinary team for 2 of 2 sample clients consensus. The QMRP will
(clients A and B) and one additional client (client ensure that all new admissions
D). include appropriate assessments
and that IDT activity and ISP
Please refer to W210. The facility failed to goal§ are developed within the
) ) required 30-day timeframe.
perform a comprehensive functional assessment Program plan implementation will
(CFA) which included audio and vision include documentation of the
assessments within 30 days of their admission for need and approval for any
2 of 2 sample clients (clients A and B) who were restrictions, including guardian
o o consent and IDT as well as HRC
new admissions to the facility.
approval.
Please refer to W225. The facility failed to
perform a comprehensive functional assessment
(CFA) which included client A and B's vocational How corrective actions will be
monitored to ensure no
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assessments for 2 of 2 sample clients (clients A recurrence
and B).
The QMRP coordinates the
activity of the IDT, which is
Please refer to W226. The facility failed to y . ’
responsible for development of
develop an ISP (Individual Support Plan) within ISPs. For all new admissions. the
30 days of admission to the facility for 2 of 2 QMPR is responsible to ensure
sample clients (clients A and B) and for one that the 30-day requirement is
additional client (client D). met for all appropriate
assessments and for the
o development of the ISP. Other
Please refer to W249. The facility failed to ensure management staff, including the
a choking management plan was implemented Nurse, the Behavior Clinician,
(client A), to use formal and informal and the Group Home Manager,
opportunities to teach and implement ISP tak(? par.t in the process and will
(Individual Support Plan) objectives and skill aSSIS.t with appropriate
L .. . . appointments, assessments, and
acquisition when opportunities existed for coping staff training as needed. The
skills and medication administration for 2 of 2 Director supervises the
sample clients (clients A and B) and for two management staff and will
additional clients (C and D). monitor implementation of all
plans during regularly scheduled
meetings or more often, as
Please refer to W263. The facility's specially 9 . .
necessary. A checklist will be
constituted committee (HRC) failed to ensure the used by the Director to monitor
BSP was consented to by client B and her legally the status and appropriate
sanctioned representatives for 1 of 2 sample scheduling of all required
clients (client B) with restrictive practices in her azselssrnents for all new
Behavior Support Plan (BSP). admissions.
Please refer to W264. The facility's HRC (Human
Rights Committee) failed to ensure approval for
blanket restrictions for money, knives, forks,
cleaning supplies, food, clothing, or nail polish for
2 of 2 sample clients (clients A and B) and for two
additional clients (clients C and D).
This federal tag relates to complaint
#IN00104098.
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WO0196 483.440(a)(1)
ACTIVE TREATMENT
Each client must receive a continuous active
treatment program, which includes
aggressive, consistent implementation of a
program of specialized and generic training,
treatment, health services and related
services described in this subpart, that is
directed toward:
(i) The acquisition of the behaviors
necessary for the client to function with as
much self determination and independence
as possible; and
(ii) The prevention or deceleration of
regression or loss of current optimal
functional status.
WO0196 03/30/2012
Based on observation, record review, and W196
interview, for 2 of 2 sample clients (clients A and )
B) and 2 additional clients (clients C and D), the Active Treatment
facility failed to ensure each client received a
continuous active treatment program which
included aggressive, consistent implementation of Corrective action for
a program of specialized training and related resident(s) found to have been
services. Major elements of the active treatment affected
proc%ess. not pres.ent included assessment, - The group home’s original QMRP
restrictive practices, the development of priority implemented basic ISPs prior to
needs, development of formal training objectives, client admission, but did not
personal skill training, program implementation, coordinate ongoing active
development of the ISP (Individual Support Plan) .tre?tll’nent sufficiently with the
document and program monitoring. individuals’ IDTS' Dus to
performance issues such as
o these, that QMRP no longer
Findings include: works for the agency. A highly
experienced QMRP now works in
1. For client A: the home, coordinates ongoing
On 2/20/12 from 6am until 8:37am, observation IDT activity across individuals,
and interview were completed at the group home. and hf’:IS rgviseq all ISP goals in
At 6:12am, GHT (Group Home Trainer) #6 went Coor.dlnatlon with the IDTs. As
detailed throughout the agency’s
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to the medication area inside the laundry room to Plan of Correction, new
complete medication administration. At 6:12am, assessments ha.ve. been .
GHT #6 retrieved her keys from her pocket, conducted, re.St_nCtlve practices
locked a1 binet. and d wet wi have been eliminated except
unlocked a lower cabinet, and removed wet wipes where needed, and staff have
to wipe off the medication cart. Inside the locked been trained on proper
lower cabinet were the laundry detergent, hand implementation of treatment.
soap, Pine-Sol cleaner, toilet bowl cleaner, and
bleach. GHT #6 stated the cabinet was "kept
locked" and "only" staff had to the keys. - - .
ocked and oty statl facaccess fo the keys How facility will identify other
At 6:12am, GHT #6 showed a locked upper residents potentially affected &
cabinet that held nail polish belonging to clients A, what measures taken
B, C, and D. At 6:12am, GHT #6 stated the items
were kept "locked" because of client behaviors. All residents potentially affected,
and corrective measures address
h f all cli .
On 2/20/12 from 6am until 8:37am, observation the needs of all clients
and interviews were completed at the group home.
At 7:10 AM, client A entered the kitchen to make
breakfast. Client A bent over, her pants fell down, Measures or systemic changes
and client A's bottom was exposed. From 6am facility put in place to ensure
until 8:37am, Group Home Trainer (GHT) #2 and no recurrence
GHT #6 assisted client A ?Nl‘[h breakfast and client A new QMRP was hired who has
A was not prompted to adjust her pants. At significant experience
7:15am, client A was observed to expose her implementing ISPs and
bottom three (3) additional times. At 7:15am, coordinating IDT activity. New
client A raised her arms to retrieve items from a ISPs have been implemented
. . . across clients based on IDT
kitchen cabinet and her bottom was exposed again.
. W Xp. & consensus. The QMRP will
GHT #2 and GHT #6 did not redirect client A for ensure that all new admissions
her personal privacy. include appropriate assessments
and that IDT activity and ISP
On 2/20/12 at 6:30 AM facility Group Home 903|.S are developed within the
Trainer (GHT) #6 retrieved a knife from inside a required 30_da.y tlmeframe: .
locked kitch bi dindicated kni Program plan implementation will
oc e‘ '1tc en cabinet an m' 1cz.1te nives were include documentation of the
kept inside secured. GHT #6 indicated and need and approval for any
showed the locked cabinet held knives, butter restrictions, including guardian
knives, and forks and indicated the cabinet was consent and IDT as well as HRC
approval.
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: TEG6711 Facility ID: 012563 If continuation sheet Page 98 of 177




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

PRINTED: 03/29/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
15G797 L WING 02/29/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
9029 S AMERICA RD
AWS LA FONTAINE, IN 46940
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
kept locked. Inside the cabinet at that time showed
there was a money lock box and a three holed
paper punch kept with the sharp objects inside the H ¢ t b
ow corrective actions will be
locked cabinet. GHT #6 stated client A's bedroom .
. monitored to ensure no
closets were "also kept locked because of the -
client histories of harming themselves with their
clothing." The QMRP coordinates the
activity of the IDT, which is
On 2/20/12 at 6:30am, two of two closets inside responsible for developm?nt of
the facilitv Livi locked and GHT #6 ISPs. For all new admissions, the
¢ facility living room were locked an QMPR is responsible to ensure
indicated client A did not have access to the that the 30-day requirement is
locked cabinet in the kitchen or the two living met for all appropriate
room closets. GHT #6 indicated the emergency assessments and for the
food supply was in one locked living room closet development of the.ISP. cher
. management staff, including the
and she was unsure of what was in the other closet. . _
Nurse, the Behavior Clinician,
and the Group Home Manager,
On 2/20/12 at 7AM, client A was observed take part in the process and will
preparing breakfast. Client A made oatmeal and assist with appropriate
toast. Client A independently prepared her appointments, assessments, and
. staff training as needed. The
oatmeal by pouring the oat contents from a ) .
T ] ] Director supervises the
container into a bowl, placing water in a bowl and management staff and will
then placing the bowl in a microwave. Client A monitor implementation of all
also placed two pieces of bread in a toaster and plans during regularly scheduled
when completed, client A used a tablespoon to meetings or more oftfen, as
spread butter on the toast. Client A ate the necessary. A,CheCk“St will k.)e
L with th bl ) d used by the Director to monitor
oatmeal with the same tablespoon she used to the status and appropriate
spread butter on her toast and client A consumed scheduling of all required
the whole pieces of toast by biting off small pieces assessments for all new
with her teeth. No youth spoon was observed used admissions.
or encouraged.
On 2/20/12 at 7:25 AM, client A was observed
making toast for breakfast. Client A used a spoon
to spread butter on her toast and no knife was
offered or encouraged. From 7:25am until 8am,
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client A was observed to make toast and spread
the butter with a spoon. No knife was offered or
the use of a knife taught for client A by the facility
staff.

On 2/20/12 at 7:45am, client A's bedroom closet
in her room was noted to be locked. At 8am, GHT
#2 opened client A's bedroom closet with a key
she carried on a ring. In the locked closet were
client A's clothing, stuffed animals, a fire truck, a
belt, and a dresser. GHT #2 stated client A's
closet was kept locked and "only" staff had keys
because she could hurt herself with her clothing.
Client A was not offered her belt for her pants to
prevent her pants falling down and her bottom

exposed.

In an interview with the Team Leader (TL) on
2/20/12 at 8:00 AM, the TL indicated client A had
a belt. The TL stated the belt "was locked in
[client A's] closet." At 8:10am, client A and GHT
#2 were inside client A's bedroom. GHT #2
retrieved her keys from her pocket, unlocked
client A's closet, and stated "Yes, there is a belt."
GHT #2 pointed to a black belt inside client A's
closet and relocked the closet door. Client A was
not prompted or offered the opportunity to wear
her belt.

On 2/20/12 at 8:28 AM, clients A's approached a
Group Home Trainer (GHT) #1 and wanted to
know how much money she had. The GHT client
A to "wait until we get the key." On 2/20/12 at
8:37 AM, client A stated to another GHT #1, "I

want my money." GHT #1 responded, "As soon
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as meds pass is done, so I can get the key."

On 2/20/12 at 4:55 PM, two second shift GHTs #7
and #8 were asked to identify what was kept inside
the two locked living room closets. GHT #7
stated "it was extra food." GHT #7 was asked to
open the doors. GHT #7 and GHT #8 tried to open
the doors with a key, but was unsuccessful. GHT
#7 attempted to open the doors but was not able
to. GHT #2 suggested another key be tried, but
even with another key that attempt to open the

door was also unsuccessful.

On 2/20/12 from 10:30am until 1:30pm, client A
arrived at the facility owned day program. During
observations client A sat at a table and client A
was asked to participate in a money concepts
activity using cardboard money. Client A ate lunch
at the day program and departed from the facility
at 1:30 PM, three hours from entering the facility
and no other activity was observed.

On 2/20/12 at 10:54 AM, at the facility owned day
service site client A was observed with two other
female clients and two male clients in the large
room. Client A's bottom fold was exposed when
she sat in a chair. No staff intervention was
provided to get Client A to adjust her clothing and

client A's pants were still not fastened with a belt.

On 2/20/12 at 4:55 PM, two second shift GHTs #7
and #8) were asked to identify what was kept
behind the locked doors in the family room. GHT
#7 stated it was extra food. To ascertain the

contents, the GHTs were asked to open the doors.
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GHT #8 tried to open the doors with a key, but
was unsuccessful. GHT #7 also attempted to open
the doors but was not able to do so. A third GHT
#2 suggested another key be tried, but even with
another key that attempt to open the door was also
unsuccessful. GHT #2, #7, and #8 indicated
facility food was kept in one locked living room
closet and they were unsure of the contents of the

second locked closet.

On 2/20/12 at 5:00 PM, the HM (House Manager)
was interviewed and indicated a lock box for
money was used primarily for safeguarding petty
cash, but did acknowledge receipts from client
transactions were also secured in the lock box for
accounting purposes. The HM also stated
"keeping client money secure" was important as
there had been incidents in the past where clients

had stolen each other's money.

On 2/21/12 at 10:30am, client A's record was
reviewed. Client A's record indicated she was
discharged from a state hospital to the AWS
facility on 5/9/11 and indicated the following:
-Client A's record indicated a 4/1/11 Individual
Support Plan completed 38 days prior to client A's
admission on 5/9/11. Three money management
objectives were suggested: "[client A] will identify
coins at day services weekly; [client A] will
purchase an item with petty cash independently
once per week; [client A] will turn in receipts to
staff in order to prepare a budget once per week.
The plan was absent of information related to
client A's capabilities to hold and handle her own

money or whether there was a need to restrict
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access. A risk assessment plan also dated 4/1/11
and completed prior to client A's admission did
not address client A's capabilities or limitations

with respect to money management.

-Client A's 5/25/11 "Group Home Individual
Support Plan Assessment" indicated "Section 2 -
Money Usage and Management" the following for
client A were rated as independent: "Knows
purpose of money; Carries own money; Exchanges
money for a purchase; Knows value of money."
Client A was rated as needing verbal prompts for
"Makes purchases based on need/resources" and
was rated as needing help on "Budgets money for

week."

-Client A's record had no documentation that
client A or her legally sanctioned representatives
had been informed of restrictions regarding
limited access to: a butter knife; fork; her money;
household supplies for cleaning; finger nail polish
since client A's admission on 5/9/11.

-Client A's 6/8/11 "Choking Management Plan"
indicated instructions for staff encouraging them
to use a "youth sized spoon, to cut food into small
bite sized pieces," and staff to encourage client A
to "take smaller bites." None of those three
strategies were implemented at the breakfast meal
observed on 2/20/12.

-Client A's 7/12/11 Individual Support Plan (ISP)
indicated it was completed 64 days after client A's
admission had seven training objectives identified.

Other than the projected training objective
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documentation, the ISP template was blank. It
was also determined by documents in the master
record the facility completed or updated three
assessments within 30 days of admission:
Nutritional on 5/9/11; Choking Risk Assessment
on 5/10/11; Vision exam on 5/24/11.

-Client A's record did not indicate documentation
that a comprehensive assessment (CFA) had been
completed to identify client A's functional
abilities. Client A's CFA did not have documents
available for review in the following areas:
psychology; sensorimotor development; affective
development; speech and language development;
auditory functioning; vocational skills. No

references to previous assessments could be found

-Client A's 7/12/11 ISP did not include training
objectives related to vocational aspirations or

employment goals.

-Client A's record had no documentation evident
that client A or her legally sanctioned
representatives had ever been informed of any
restrictions regarding limited access to: a butter
knife; fork; her money; household supplies for
cleaning; finger nail polish since client A's
admission on 5/9/11.

On 2/21/12 at 12:10pm, the Home Manager (HM)
was asked if an ISP had been completed within
thirty days of client A's admission, the HM
indicated she would look into the matter. The HM
returned with a copy of client A's 9/22/11 ISP.
Though this document had all the template
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information completed, it was dated 135 days after
client A's admission. The HM indicated that ISP
was the most current ISP.

An interview with the Facility Director (FD) was
completed on 2/22/12 at 12:30 PM about the
facility's interdisciplinary process with respect to
conducting assessments within 30 days of
admission and how the ISP was formulated. The
FD stated "Everything stems from a medical
assessment" which "generates referrals."
Subsequent review of client A's physical indicated
it did not address whether there was any need for
occupational therapy, physical therapy, a speech
and language evaluation, or a vocational
assessment. The facility provided two other ISPs
for review. The 9/22/11 ISP was identified by the
Home Manager (HM) as being the current ISP that
was being used. The 4/1/11 ISP was e-mailed for
subsequent review. That ISP which occurred 39
days before client A's admission to the facility had
the same training objectives listed in the ISP that
was dated 7/11/11. No information was available
for review for documentation identifying the
participants in attendance at the pre-admission

planning meeting.

On 2/21/12 at 12:10pm, an interview with the
Home Manager (HM) presented a copy of the
AWS client A's 5/25/11 "Group Home Individual
Support Plan Assessment" for review. The
document did not address client A's work interests,
work skills, work attitudes, work related behaviors

and present and future employment options.
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On 2/21/12 at 12:30pm, an interview with the
Qualified Mental Retardation Professional
(QMRP) was completed. The QMRP was asked if
the facility had a policy identifying the blanket
restrictions used at the facility and if the clients
and their legally sanctioned representatives had
been informed of the facility practices. The QMRP
indicated there was no policy regarding
restrictions, but client A required restrictions

related to sharps.

On 2/21/12 at 12:10pm, an interview with the
Qualified Mental Retardation Professional was
completed. The QMRP was asked what types of
programming client A was to expected to receive
at the AWS day program. The QMRP indicated
the current emphasis was on attendance and even
though there had been some discussion about
making referrals to established workshops in
nearby cities, client A and the other clients were
getting used to going to a program. When asked
to describe the program structure, the QMRP
indicated the emphasis was on community
involvement and the QMRP indicated there was
no contractual or paid work available at the AWS
program at that time. The QMRP was asked if a
vocational assessment had ever been completed
for client A since admission, the QMRP stated she

‘was unsure.

2. For client B:

On 2/20/12 from 6am until 8:57am, client B was
observed. From 6am until 8:57am, client B had
four (4) white hampers inside her bedroom
connecting bathroom which held client A, B, C,
and D's clothing in each of the white hampers. At
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7:36am, clients A, B, and C began to scream,
cussed, and made derogatory hand gestures to one
another. At 7:36am, GHT (Group Home Trainer)
#1 redirected all three clients to each of their
rooms. GHT #1 followed client B to her
bedroom. At 7:36am, client B had a pair of boots
on the floor beside her bed. At 7:45am, client B
appeared at the doorway in her connecting
bathroom next to the clothes hampers, cussed and
screamed at the agency LPN (Licensed Practical
Nurse) and GHT #1. Client B threw her cell
phone at the nurse and then struck the nurse on the
arm. At 8am, client B was inside her bedroom
with GHT #1. Client B's boots and a pair of shoes
were observed on the floor beside her bed, and
client B's closet was padlocked. At 8:10am, client
B and GHT #1 indicated client B had behaviors of
throwing objects and was not to have access to
shoes or boots. Both indicated client B's boots
and shoes should be locked inside her closet. At
8:10am, GHT #1 indicated client B was restricted
access to clothing as well because of threats to
harm herself with clothing. GHT #1 indicated the
four (4) hampers in client B's bathroom belonged
to clients A, C, and D. When asked if client B
made threats to harm herself with other clients'
clothing, GHT #1 did not respond.

On 2/20/12 from 6am until 8:57am, and on
2/20/12 from 3:35pm until 6:35pm, observation
was completed at the group home, client B read a
magazine, read her medication labels, and client B
was not observed to wear her prescribed eye

glasses.

On 2/20/12 at 6:12am, GHT (Group Home
Trainer) #6 went to the medication area inside the
laundry room to complete medication
administration. At 6:12am, GHT #6 retrieved her
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keys from her pocket, unlocked a lower cabinet,
and removed wet wipes to wipe off the medication
cart. Inside the locked lower cabinet was the
laundry detergent, hand soap, Pine-Sol cleaner,
toilet bowl cleaner, and bleach. GHT #6 stated
the cabinet was "kept locked" and "only" staff had
access to the keys. At 6:12am, GHT #6 showed a
locked upper cabinet that held nail polish
belonging to client B. At 6:12am, GHT #6 stated
the items were kept "locked" because of client
behaviors.

On 2/20/12 at 6:30 AM facility Group Home
Trainer (GHT) #6 retrieved a knife from inside a
locked kitchen cabinet and indicated knives were
kept inside locked. GHT #6 indicated and showed
the locked cabinet held knives, butter knives, and
forks and indicated the cabinet was kept locked.
Inspection inside the cabinet at that time revealed
there was a money lock box and a three holed
paper punch kept with the sharp objects inside the
locked cabinet. GHT #6 stated client B's bedroom
closets was "also kept locked because of the client
histories of harming [herself] with their clothing."

On 2/20/12 from 7:25am until 8am, client B was
observed to make toast and spread the butter with
a spoon. No knife was offered or the use of a
knife taught for client B by the facility staff.

On 2/20/12 at 8am, client B completed medication
administration with GHT #1 inside the medication
room. GHT #1 selected, named, read the
directions, and administered client B's medication.
GHT #1 asked client B to take her medications.
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On 2/20/12 at 8:10am, client B's bedroom closet
was locked with a pad lock. Client B indicated the
facility staff had the keys to her locked closet. At
8:10am, client B and GHT #1 indicated client B's
clothing, clothes hangers, and her shoes were kept

inside the secured closet.

On 2/20/12 at 6:30am, two of two closets inside
the facility living room were locked and GHT #6
indicated client B did not have access to the
locked cabinet in the kitchen or the two living
room closets. GHT #6 indicated the emergency
food supply was in one locked living room closet

and she was unsure of what was in the other closet.

On 2/20/12 at 4:55 PM, two second shift GHTs #7
and #8 were asked to identify what was kept inside
the two locked living room closets. GHT #7
stated "it was extra food." GHT #7 was asked to
open the doors. GHT #7 and GHT #8 tried to open
the doors with a key, but was unsuccessful. GHT
#7 attempted to open the doors but was not able
to. GHT #2 suggested another key be tried, but
even with another key that attempt to open the

door was also unsuccessful.

On 2/20/12 from 10:30am until 1:30pm, client B

did not attend the agency owned workshop.

On 2/21/12 at 11:30am, client B's record was
reviewed. Client B was admitted to the facility
5/18/11 and indicated the following:

-Client B had a 5/7/11 ISP, seventeen (17) days
before her admission to the facility.

-Client B's record indicated her mother was her
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guardian.

-Client B's 8/13/2010 "Consent of Current BSP
(Behavior Support Plan) and "Restrictions" which
included Sharps, Footwear, Acrylic nails, belts,
and a padlock on the basement door for safety.
Client B and her legally sanctioned representative
did not sign the form on 8/13/2010 and no update
was available for review after admission to the
new facility.

-On 2/21/12 at 11:30am, client B's record was
reviewed. Client B was admitted to the facility
5/18/11. Client B's record indicated her mother
was her guardian. Client B's 8/13/2010 and
updated 10/12/11 indicated "BSP (Behavior
Support Plan) and Restrictions" which included
Sharps, Footwear, Acrylic nails, belts, and a
padlock on the basement door for safety.

-Client B's 7/11/11 ISP and updated on 9/22/11
indicated goals/objectives to to make a purchase
while in the community of an item of her choice
and to turn in a receipt from her purchase. Client
B's "Residential Monthly Report" hand written
reports for 5/11 and 6/11 indicated client B did not
have money to complete the objectives.

-Client B's 7/11/11 ISP updated 9/22/11 indicated
goals/objectives to brush her teeth twice daily, to
communicate with her family once a week, to eat
food prior to medication administration, to assist
staff to clean her room, to wash her laundry, to
assist in setting the table for meals, to shower
daily, to punch out the packet of ortho cyclin
medication, to make a purchase while in the
community, to attend day services at least 3 times
a week, and to participate in group activity while
at day services.

-Client B's 5/25/11 "Group Home Individual
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Support Plan Assessment" indicated client B had
the skill to carry her own money, knows the
purpose of money, exchanges money for a
purchase, makes purchases based on need, budgets
her own money for the week, and "regularly"
understands individual values of coins and
currency.

-Client B's record indicated a 7/11/11 ISP which
indicated a self-administration of medication
training objective to "name her medications."

-Client B's record was reviewed on 2/21/12 at
11:30am. Client B had a 9/26/11 Vision
evaluation which indicated client B had prescribed
eye glasses.

In a phone interview with the Qualified Mental
Retardation Professional (QMRP) on 2/21/12 at
12:20 PM, the QMRP indicated the facility had no
documentation that client B or her legally
sanctioned representatives had been informed of
the facility practices to restrict access. The QMRP
stated there was no policy regarding restrictions
and stated client B and "all required restrictions"
related to sharps.

On 2/22/12 at 12:10 PM, an interview with the
facility's Behavior Specialist (BS) was completed.
The BS indicated client B's plan did not include
restrictions related to money, clothing, food,
cleaning supplies or finger nail polish. The BS
indicated client B's record indicated an 8/13/10
verbal consent for locked items and client B was
admitted on 5/18/11. The BS indicated no
updated record of notification for the restrictions

were available for review.
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On 2/21/12 at 12:10pm, an interview with the
Qualified Mental Retardation Professional was
completed. The QMRP was asked what types of
programming client B was to expected to receive
at the AWS day program. The QMRP indicated
the current emphasis was on attendance and even
though there had been some discussion about
making referrals to established workshops in
nearby cities, client B and the other clients were
getting used to going to a program. When asked
to describe the program structure, the QMRP
indicated the emphasis was on community
involvement. The QMRP indicated there was no
contractual or paid work available at the AWS
program at that time. The QMRP was asked if a
vocational assessment had ever been completed
for client B since admission, the QMRP stated she

‘was unsure.

On 2/23/12 at 9:30am, the HM indicated she did

not know client B wore eye glasses.

3. For client C:

On 2/20/12 at 6:12am, client C completed
medication administration with GHT #6 inside the
medication room. GHT #6 selected, named, read
the directions, and administered client C's
medication. GHT #6 asked client C to "take" the
medication.

On 2/20/12 at 8:30am, client C completed her
medication administration with GHT #2 inside the
medication room. GHT #2 selected, named, read
the directions, and administered client C's
medication. GHT #2 asked client C to take her
medications. Client C responded "I don't want the
blue medicine."
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On 2/20/12 at 6:12am, GHT (Group Home
Trainer) #6 went to the medication area inside the
laundry room to complete medication
administration. At 6:12am, GHT #6 retrieved her
keys from her pocket, unlocked a lower cabinet,
and removed wet wipes to wipe off the medication
cart. Inside the locked lower cabinet were the
laundry detergent, hand soap, Pine-Sol cleaner,
toilet bowl cleaner, and bleach. GHT #6 stated
the cabinet was "kept locked" and "only" staff had
access to the keys. At 6:12am, GHT #6 showed a
locked upper cabinet that held nail polish
belonging to client C. At 6:12am, GHT #6 stated
the items were kept "locked" because of client

behaviors.

On 2/20/12 at 6:30 AM facility Group Home
Trainer (GHT) #6 retrieved a knife from inside a
locked kitchen cabinet and indicated knives were
kept inside locked. GHT #6 indicated and showed
the locked cabinet held knives, butter knives, and
forks and indicated the cabinet was kept locked.
Inside the cabinet showed a money lock box and a
three holed paper punch kept with the sharp

objects inside the locked cabinet.

On 2/20/12 at 6:30am, two of two closets inside
the facility living room were locked and GHT #6
indicated client C did not have access to the
locked cabinet in the kitchen or the two living
room closets. GHT #6 indicated the emergency
food supply was in one locked living room closet

and she was unsure of what was in the other closet.
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On 2/20/12 at 4:55 PM, two second shift GHTs #7
and #8 were asked to identify what was kept inside
the two locked living room closets. GHT #7
stated "it was extra food." GHT #7 was asked to
open the doors. GHT #7 and GHT #8 tried to open
the doors with a key, but was unsuccessful. GHT
#7 attempted to open the doors but was not able
to. GHT #2 suggested another key be tried, but
even with another key that attempt to open the

door was also unsuccessful.

Client C's record was reviewed on 2/21/12 at
9:30am. Client C was admitted to the facility on
6/21/11.

-Client C's record indicated a 9/22/11 ISP which
indicated a self-administration of medication
training objective to "identify all of her AM
(morning medications) with no more than 2 verbal
prompts."

-Client C's record indicated a 9/22/11 ISP which
indicated a self-administration of medication
training objective to "identify all of her AM
(morning medications) with no more than 2 verbal
prompts."

In an interview with the Licensed Practical Nurse
(LPN) on 2/21/12 at 12:20 PM, she was asked if
the training objectives should have been
conducted at the medication administration time
on 2/20/12. The LPN stated, "A lot of new
programs have been developed." The LPN
indicated each clients objectives should be
implemented at each opportunity.

4. For client D:
On 2/20/12 from 6am until 8:57am, and on
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2/20/12 from 3:35pm until 6:35pm, client D did
not wear eye glasses. At 7:40am, Client D was
observed in the kitchen trying to make toast.
Client D hovered over the toaster, bent at the waist
to lean her body over the toaster, looking
downward closely into the toaster slots trying to
insert bread. Throughout additional morning
observations from 6am until 9:15 AM, client D

was not observed wearing eye glasses.

On 2/20/12 at 7:05am, client D completed
medication administration with GHT #2 inside the
medication room. GHT #2 selected, named, read
the directions, and administered client D's
medication. GHT #2 asked client D to hold her
inhaler to her mouth.

On 2/20/12 at 6:12am, GHT (Group Home
Trainer) #6 went to the medication area inside the
laundry room to complete medication
administration. At 6:12am, GHT #6 retrieved her
keys from her pocket, unlocked a lower cabinet,
and removed wet wipes to wipe off the medication
cart. Inside the locked lower cabinet were the
laundry detergent, hand soap, Pine-Sol cleaner,
toilet bowl cleaner, and bleach. GHT #6 stated
the cabinet was "kept locked" and "only" staff had
access to the keys. At 6:12am, GHT #6 showed a
locked upper cabinet that held nail polish
belonging to client D. At 6:12am, GHT #6 stated
the items were kept "locked" because of client
behaviors.

On 2/20/12 at 6:30 AM facility Group Home
Trainer (GHT) #6 retrieved a knife from inside a
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locked kitchen cabinet and indicated knives were
kept locked. GHT #6 indicated and showed the
locked cabinet held knives, butter knives, and
forks and indicated the cabinet was kept locked.
Inside the cabinet showed a money lock box and a
three holed paper punch kept with the sharp

objects inside the locked cabinet.

On 2/20/12 from 7:25am until 8am, client D was
observed to make toast and spread the butter with
a spoon. No knife was offered or the use of a
knife taught for client D by the facility staff. No

youth spoon was taught or encouraged.

On 2/20/12 at 6:30am, two of two closets inside
the facility living room were locked and GHT #6
indicated client D did not have access to the
locked cabinet in the kitchen or the two living
room closets. GHT #6 indicated the emergency
food supply was in one locked living room closet

and she was unsure of what was in the other closet.

On 2/20/12 at 4:55 PM, two second shift GHTs #7
and #8 were asked to identify what was kept inside
the two locked living room closets. GHT #7
stated "it was extra food." GHT #7 was asked to
open the doors. GHT #7 and GHT #8 tried to open
the doors with a key, but was unsuccessful. GHT
#7 attempted to open the doors but was not able
to. GHT #2 suggested another key be tried, but
even with another key that attempt to open the

door was also unsuccessful.

Client D's record was reviewed on 2/23/12 at
9:30am and indicated the following:
-Client D was admitted to the facility on 5/18/11.
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Additional record review indicated an Individual
Support Plan (ISP) in client D's record dated
7/11/11, completed 54 days after client D's
admission. When the Home Manager (HM) was
asked if an ISP had been completed within thirty
days of client D's admission, the HM indicated she
would look into the matter. The HM returned with
a copy of another ISP dated 9/22/11. Though this
document had updated information, it was dated
127 days after client D's admission. The HM
indicated that ISP was the most current ISP.

-Client D's 9/22/12 ISP indicated a self-
administration of medication training objective to
"will identify her Cymbalta capsules card daily at
AM medication time with no more than 2 verbal
cues at 75% success for 3 consecutive months."

-Client D's record indicated she was admitted to
the facility on 5/18/11. An Individual Support Plan
(ISP) was in the record dated 7/11/11. The ISP
indicated in addition to it having been completed
54 days after client D's admission to the facility,
the template for the ISP was blank except for
seven training objectives that had been

recommended.

-Client D's record indicated no comprehensive
assessments identifying the functional abilities of
client D in the following areas: psychology;
sensorimotor development; affective development;
speech and language development; auditory
functioning; vocational skills. No references to
previous assessments could be found.

-Client D's record indicated a physician's order
dated 11/29/11 which indicated client D should
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have glasses with an additional notation to "clean
glasses every morning."

On 2/22/12 at 12:30pm, an interview with the
Facility Director (FD) was completed about the
facility's interdisciplinary process with respect to
conducting assessments within 30 days of
admission and how the ISP was formulated. The
FD stated "Everything stems from a medical
assessment" which "generates referrals." Review
of client D's physical indicated it did not address
whether there was any need for occupational
therapy, physical therapy, a speech and language

evaluation, or a vocational assessment.

On 2/22/12 at 12:30pm, the HM presented two
other ISPs for review. The first ISP dated 9/22/11
was identified by the Home Manager (HM) as
being the current ISP that was being used. An
undated ISP was e-mailed for subsequent review.
That ISP recommended six training objectives.
There was no other information entered into that
document, nor was there any documentation
identifying the participants in attendance at client

D's initial pre-admission ISP planning meeting.

In an interview with the Licensed Practical Nurse
(LPN) on 2/21/12 at 12:20 PM, she was asked if
the training objectives should have been
conducted at the medication administration time
on 2/20/12. The LPN stated, "A lot of new
programs have been developed." The LPN
indicated each clients' objectives should be
implemented at each opportunity.

On 2/21/12 at 12:20pm, an interview with the
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Qualified Mental Retardation Professional
(QMRP) was completed. The QMRP indicated
the facility had no documentation that client D or
her legally sanctioned representatives had been
informed of the facility practices to restrict access.
The QMRP stated there was no policy regarding
restrictions and stated client D "required

restrictions" related to sharps.

On 2/22/12 at 12:10 PM, an interview with the
facility's Behavior Specialist (BS) was completed.
The BS indicated restrictions were identified as a
separate addendum to the Behavior Support Plan
(BSP). The BS indicated client D's addendum was
not available for review for restrictions related to
money, clothing, food, cleaning supplies or finger
nail polish.

On 2/29/12 at 2pm, an interview with the Facility
Director (FD) was completed. The FD indicated
goals/objectives should be implemented daily
during fo
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W0206 483.440(c)(1)
INDIVIDUAL PROGRAM PLAN
Each client must have an individual program
plan developed by an interdisciplinary team
that represents the professions, disciplines or
service areas that are relevant to:
(i) Identifying the client's needs, as
described by the comprehensive functional
assessments required in paragraph (c)(3) of
this section; and
(i) Designing programs that meet the
client's needs.
WO0206 03/30/2012
Based on interview and record review, for W206
2 of2 sampl'e.chents .(chent? A and B) ISP implemented within 30 days
and one additional client (client D), the
facility failed to have an ISP (Individual
Support Plan) completed by the
interdisciplinary team. Corrective action for
resident(s) found to have been
o ) affected
Findings include:
The group home’s original QMRP
1. On 2/21/12 at 10:30am, client A's implemented basic ISPs prior to
. ) ' client admission that were based
record was reviewed. Client A's record on pre-admission IDT meetings
indicated client A was admitted to the that went undocumented. The
i . QMRP did not coordinate
'
AWS facility on 5/9/11. Client A's sufficiently with the individuals’
7/11/11 Individual Support Plan (ISP) IDTs to update and implement
. . . lans based on assessment
indicated it was completed sixty-four (64 P
) P o y (64) within 30 days. Due to
days after client A's admission to the performance issues such as
facility, the template for the ISP was these, that QMRP no Ionggr
. L works for the agency. A highly
blank except for seven training objectives experienced QMRP now works in
that had been recommended. the home, coordinates ongoing
IDT activity across individuals,
and has revised all ISP goals in
On 2/22/12 at 12:30pm, an interview with coordination with the IDTs. As
detailed throughout the agency’s
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the Facility Director (FD) was completed. Plan of Correction, new
. e assessments have been
The FD indicated the facility's conducted, on-going plans have
interdisciplinary process with respect to been part of the IDT process, and
conducting assessments within 30 days of gtaff have bgen trained on
implementation of treatment.
admission and how the ISP was
formulated. The FD stated "Everything
stems from a medical assessment" which How facility will identify other
"generates referrals." The facility residents potentially affected &
presented two other ISPs for review. The Wwhat measures taken
first ISP dated 9/22/11 was identified by All residents potentially affected,
the Home Manager (HM) as being the and corrective measures address
. the needs of all clients.
current ISP that was being used. An ISP
dated 4/1/11 was e-mailed for subsequent
review. That ISP which occurred 39 days Measures or systemic changes
before client A's admission to the facility facility put in place to ensure
had the same training objectives listed in no recurrence
the 7/11/11 ISP. No information was A new QMRP was hired who has
available for review to determine the significant experience
.. . implementing ISPs and
participants in attendance at the coordinating IDT activity. New
pre-admission planning meeting. ISPs have been implemented
across clients based on IDT
consensus. The QMRP will
2. Client B's record was reviewed on ensure that all new admissions
2/21/12 at 11:30am. Client B was include approprigt.e assessments
) . ) and that IDT activity and ISP
admitted to the facility on 5/18/11. Client goals are developed within the
B's 7/11/11 ISP indicated the ISP was required 30-day timeframe. A
. new checklist has been
completed fifty-four (54) days after client developed for this purpose.
B's admission to the facility, client B's
template for the ISP was blank except for
seven training objectives that had been How corrective actions will be
monitored to ensure no
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recommended. Client B's record had no recurrence
references to previous assessments. The QMRP coordinates the
activity of the IDT, which is
On 2/22/12 at 12:30pm, an interview with responsible for developmgnt of
- ) ISPs. For all new admissions, the
the Facility Director (FD) was completed. QMPR is responsible to ensure
The FD stated "Everything stems from a that the 30-day requirement is
. " met for all appropriate
medical assessment" for the 30 day assessments and for the
planning meeting which "generates development of the ISP. Other
" g . management staff, including the
referrals." The FD indicated client B had Nurse, the Behavior Clinician,
been a client at another group home and the Group Home Manager,
operated by AWS agency. Additionally, takg part in the process and wil
o assist with appropriate
the facﬂlty presented two other ISPs for appointments, assessments, and
review. The first ISP dated 9/22/11 was staff training as needed. The
. . Director supervises the
identified by the Home Manager (HM) as management staff and will
being the current ISP that was being used. monitor implementation of all
. plans during regularly scheduled
An 5/1/11 ISP was e-mailed for meetings or more often, as
subsequent review. That ISP necessary. A checklist will be
recommended six training objectives and used by the Director to monitor
the status and appropriate
was completed seventeen (17) days before scheduling of all required
the client was admitted to the facility. assessments for all new
. . admissions.
There was no other information entered
into that document, nor was there any
documentation identifying the participants
in attendance at client B's initial
pre-admission ISP planning meeting.
3. Client D's record was reviewed on
2/22/12 at 9:30 AM. Client D was
admitted to the facility on 5/18/11. Client
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D's 7/11/11 ISP indicated the ISP was
completed fifty-four (54) days after client
D's admission to the facility, client D's
template for the ISP was blank except for
seven training objectives that had been
recommended. Client D's record had no

references to previous assessments.

On 2/22/12 at 12:30pm, an interview with
the Facility Director (FD) was completed.
The FD stated "Everything stems from a
medical assessment" for the 30 day
planning meeting which "generates
referrals." Additionally, the facility
presented two other ISPs for review. The
first ISP dated 9/22/11 was identified by
the Home Manager (HM) as being the
current ISP that was being used. An
undated ISP was e-mailed for subsequent
review. That ISP recommended six
training objectives. There was no other
information entered into that document,
nor was there any documentation
identifying the participants in attendance
at client D's initial pre-admission ISP

planning meeting.

This federal tag relates to complaint
#IN00104098.
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w0210 483.440(c)(3)
INDIVIDUAL PROGRAM PLAN
Within 30 days after admission, the
interdisciplinary team must perform accurate
assessments or reassessments as needed to
supplement the preliminary evaluation
conducted prior to admission.
w0210 03/30/2012
Based on record review and interview, for w210
2 of 2 sample chent§ (?1lents A and B) Assessments of Hearing and
who were new admissions to the facility, Vision in CEA
the facility failed to perform a
comprehensive functional assessment
(CFA) which included audio and vision . .
thin 30 d £ thei Corrective action for
asseésn.lents within ays ot their resident(s) found to have been
admission. affected
Findings include: The group home’s original QMRP
did not ensure that the
i ' ) comprehensive functional
1 Client A's record was reviewed on assessments due within 30 days
2/21/12 at 10:30am. Client A's record of admission included vision and
L. . . hearing testing. Due to
indicated client A was admitted to the performance issues such as
AWS facility on 5/9/11. Client A had the these, that QVIRP no longer
. - works for the agency. A highly
following assessments completed within experienced QMRP now works in
30 days of admission: Nutritional on the home, coordinates ongoing
5/9/11; Choking Risk Assessment on IDT activity across individuals,
o and is responsible for ensuring
Client A's record indicated no needed. The QVIRP and Nurse
. . . have made vision and hearing
comprehensive assessments identifying appointments for all clients who
the functional abilities of client A had need them.
been completed in the following areas:
psychology; sensorimotor development;
affective development; speech and How facility will identify other
residents potentially affected &
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language development; auditory what measures taken
functioning; or vocational skills. Client All residents potentially affected,
A's record did not indicate the previous and corrective measures address
assessments were valid. the needs of all clients.
On 2/22/12 at 12:30pm, an interview with
h i . leted Measures or systemic changes
the Facility Director (FD) was completed. facility put in place to ensure
The FD stated the facility's no recurrence
interdisciplinary process to completin
P ryp P ) g Vision and Hearing assessments
assessments within 30 days of admission have been scheduled. A highly
was "Everything stems from a medical qualified QMRP was hired who
" ] will ensure that all new
assessment" which generates referrals. admissions include appropriate
Client A's physical did not address assessments, including hearing
hether th d f and vision, are completed within
whether there was any need for the required 30-day timeframe for
occupational therapy, physical therapy, a all future admissions. A new
. hecklist of needed assessments
speech and language evaluation, or a c
P ) guag ’ has been developed for this
vocational assessment. purpose.
2. Client B's record was reviewed on
2/21/12 at 11:30am. Client B's record How corrective actions will be
indicated client B was admitted to the monitored to ensure no
recurrence
facility on 5/18/11. Client B had the
following assessments completed within For all new admissions, the
.. . QMPR is responsible to ensure
30 days of admission: Nutritional on that the 30-day requirement is
5/18/11; Dysphasia Plan on 5/4/11, and a met for all appropriate
. . assessments, including hearin
physical on 5/31/11. Client B's record and vision. Other mangagemen%
indicated no comprehensive assessments staff, including the Nurse, the
. - . qeg Behavior Clinician, and the Group
identifying the functional abilities of ' .
ymng u Home Manager, take part in the
client B had been completed in the process and will assist with
appropriate appointments,
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following areas: psychology; assessments, and staff training
imotor devel t- affecti as needed. The Director
sensorimotor development; atiective supervises the management staff
development; speech and language and will monitor implementation
. L f all plans during regularly
development; auditory functioning; or 0
P ’ Y & scheduled meetings or more
vocational skills. Client B's Vision often, as necessary. A checklist
assessment was completed on 9/26/11, will be used by the Director to
monitor the status and
and a dental assessment on 9/8/11. appropriate scheduling of all
required assessments for all new
. . . admissions.
On 2/22/12 at 12:30pm, an interview with
the Facility Director (FD) was completed.
The FD stated the facility's
interdisciplinary process to completing
assessments within 30 days of admission
was "Everything stems from a medical
assessment" which generates referrals.
The FD indicated client B's physical did
not address whether there was any need
for occupational therapy, physical
therapy, a speech and language
evaluation, or a vocational assessment.
The FD indicated client B's CFA, vision,
and hearing were not completed within 30
days of admission.
This federal tag relates to complaint
#IN00104098.
9-3-4(a)
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W0225 483.440(c)(3)(v)
INDIVIDUAL PROGRAM PLAN
The comprehensive functional assessment
must include, as applicable, vocational skills.
W0225 03/30/2012
Based on record review and interview, for w225
2 of2 s'a.mple' clients (clients A and B), Vocational Assessment in CFA
the facility failed to perform a
comprehensive functional assessment
(CFA) which included client A and B's
vocational assessments. Corrective action for
resident(s) found to have been
o ) affected
Findings include:
The group home’s original QMRP
1. On 2/20/12 at 10:30am, client A did not ensure that the
. . comprehensive functional
arrived at the facility owned day program. assessments due within 30 days
During observations, client A was asked of admission included a
" rticipate i " tivit vocational assessment. Due to
0 participate in a money concepts activity performance issues such as
using cardboard money. Client A ate these, that QMRP no longer
ks for the agency. A highly
lunch at the day program and departed wor
) .y prog P experienced QMRP now works in
from the facility at 1:30 PM, three hours the home, coordinates ongoing
from entering the facility. No other IDT activity across individuals,
o and is responsible for ensuring
activity was observed. assessments are completed as
needed. The QMRP has
. , . scheduled with Vocational
Client A's record was reviewed on Rehabilitation to perform
2/21/12 at 10:30am. Client A's record assessments for all four clients.
indicated client A was admitted to the
AWS facility on 5/9/11. Client A's
7/12/11 Individual Support Plan (ISP) How facility will identify other
L d traini biecti had b residents potentially affected &
indicated training objectives had been what measures taken
recommended, but none were related to
. T All residents potentially affected,
any vocational aspirations or employment ,
and corrective measures address
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goals. Additional record review indicated the needs of all clients.
there was no vocational assessment in the
record.
Measures or systemic changes
) facility put in place to ensure
2. On 2/21/12 from 10:30am until no recurrence
1:30pm, client B did not attend day
. Vocational assessments have
Services. been scheduled. A highly
qualified QMRP was hired who
Client B's record was reviewed on will ensure t_hat all new )
admissions include appropriate
2/21/12 at 11:30am. Client B's record assessments, including
indicated client B was admitted to the vocational, are completed within
L . the required 30-day timeframe for
facility on 5/18/11. Client B's 7/11/11 all future admissions. A new
Individual Support Plan (ISP) indicated checklist of needed assessments
.. biecti had b has been developed for this
traming objectives had been purpose.
recommended, but none were related to
any vocational aspirations or employment
goals. Additional record review indicated How corrective actions will be
there was no vocational assessment in the monitored to ensure no
recurrence
record.
For all new admissions, the
In a teleconference interview with the QMPR s responmblg to ensure
that the 30-day requirement is
Qualified Mental Retardation met for all appropriate
Professional (QMRP) on 2/21/12 at 12:10 assessments, including
) vocational. Other management
PM, the QMRP was asked What Cllel’lts A Staﬂ', including the Nurse, the
and B received at the AWS day program. Behavior Clinician, and the Group
Yy Home Manager, take part in the
The QMRP indicated the current process and will assist with
emphasis was on attendance and even appropriate appointments,
though there had been some discussion assessments, and -staff training
as needed. The Director
about making referrals to established supervises the management staff
and will monitor implementation
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workshops in nearby cities. The QMRP of all plans during regularly
.. . . scheduled meetings or more
indicated client A, B, and the other clients often, as necessary. A checklist
were just getting used to going to a will be used by the Director to
program. When asked to describe the momtorlthe status ar\d
o appropriate scheduling of all
program structure, the QMRP indicated required assessments for all new
there was emphasis on community admissions.
involvement. The QMRP indicated there
was no contractual or paid work available
at the AWS program at that time. The
QMRP was asked if a vocational
assessment had ever been completed for
clients A and B since admission, the
QMRP indicated she was unsure.
On 2/21/12 at 12:10pm, an interview was
completed and the Home Manager (HM)
provided a copy client A's of the AWS
"Group Home Individual Support Plan
Assessment" dated 5/25/11 for review.
That document did not address any of
client A's work interests, work skills,
work attitudes, work related behaviors
and present and future employment
options. The HM indicated client B's
"Group Home Individual Support Plan
Assessment." did not address any of client
B's work interests, work skills, work
attitudes, work related behaviors and
present and future employment options.
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This federal tag relates to complaint
#IN00104098.
9-3-4(a)
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W0226 483.440(c)(4)
INDIVIDUAL PROGRAM PLAN
Within 30 days after admission, the
interdisciplinary team must prepare, for each
client, an individual program plan.
w0226 03/30/2012
Based on interview and record review, for w226
2 of 2 sample 01.16.:nts (ch.ents A -and B) ISP implemented within 30 days
and for one additional client (client D) the
facility failed to develop an ISP
(Individual Support Plan) within 30 days _ _
of admission to the facility. Cor:rectlve action for
resident(s) found to have been
o ) affected
Findings include:
The group home’s original QMRP
1. Client A's record was reviewed on implemented basic ISPs prior to
. . client admission that were based
2/21/12 at 10:30 AM. Client A's record on pre-admission IDT meetings
indicated she was discharged from a state that went undocumented. The
. i . QMRP did not coordinate
hospital to the facility on 5/9/11. Client sufficiently with the individuals’
A's 7/12/11 ISP indicated it was IDTs to update and implement
p . lans based on assessment
completed sixty-four (64) days after client P
P xty-four (64) day within 30 days. Due to
A's admission to the facility and had five performance issues such as
training objectives identified. Other than these, that QMRP no longer
] o . works for the agency. A highly
the projected training objective experienced QVIRP now works in
documentation, the ISP template was the home, coordinates ongoing
IDT activity across individuals,
blank. At 10:30am, the Home Manager and has revised all ISP goals in
(HM) was asked if an ISP had been coordination with the IDTs. As
completed within thirty days of client A's detailed throughout the agency's
Plan of Correction, new
admission and the HM indicated she assessments have been
would look into the matter. The HM conducted, on-going plans have
. been part of the IDT process, and
returned with a copy of another ISP dated staff have been trained on
9/22/11. Though this document had all implementation of treatment.
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the template information completed, it
1 1
was dated 135 days after client A's How facility will identify other
admission. The HM indicated the 9/22/11 residents potentially affected &
ISP was the most current ISP. what measures taken
All residents potentially affected,
2. Client B's record was reviewed on and corrective measures address
. the needs of all clients.
2/21/12 at 11:30am. Client B was
admitted to the facility on 5/18/11. Client
B's 7/11/11 ISP indicated the ISP was .
) Measures or systemic changes
completed fifty-four (54) days after client facility put in place to ensure
B's admission to the facility, and client no recurrence
1
B's template for the ISP was blank except A new QMRP was hired who has
for seven training objectives that had significant experience
been recommended. On 2/21/11 at 'mpler.nen.tmg ISPs ?”."
coordinating IDT activity. New
12:30pm, the HM presented two other ISPs have been implemented
ISPs for review. The first ISP dated across clients based on IDT
) . consensus. The QMRP will
9/22/11 was identified by the HM as ensure that all new admissions
being the current ISP that was being used. include appropriate assessments
and that IDT activity and ISP
goals are developed within the
3. Client D's record review was reviewed required 30-day timeframe. A
on 2/23/12 at 9:30 AM. Client D was new checklist has been
developed for this purpose.
admitted to the facility on 5/18/11.
Additional record review indicated an
Individual Support Plan (ISP) in Client How corrective actions will be
D's record dated 7/11/11 was completed monitored to ensure no
54 days after client D's admission. The recurrence
HM indicated she would look into the The QMRP coordinates the
matter of client D's ISP was dated 7/11/11 activity c_)f the IDT, which is
) ] responsible for development of
al’ld Chent D was admltted on 5/18/1 1 At ISPs. For all new admissions1 the
QMPR is responsible to ensure
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10am, the HM returned with a copy of that the 30-day requirement is
. met for all appropriate
another ISP dated 9/22/11. Though this assessments and for the
document had updated information, it was development of the ISP. Other
dated 127 days after client D's admission. management Staf.f’ |ncllur:1|r.19 the
Nurse, the Behavior Clinician,
The HM indicated client D's 9/22/11 ISP and the Group Home Manager,
was the most current. take part in the process and will
. ) assist with appropriate
This federal tag relates to complaint appointments, assessments, and
#IN00104098. staff training as needed. The
Director supervises the
9-3-4(a) management staff and will
monitor implementation of all
plans during regularly scheduled
meetings or more often, as
necessary. A checklist will be
used by the Director to monitor
the status and appropriate
scheduling of all required
assessments for all new
admissions.
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W0249 483.440(d)(1)
PROGRAM IMPLEMENTATION
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.
w0249 03/30/2012
Based on observation, interview, and w249
record review, for 2 of 2 sample clients . .
] o Program implementation
(clients A and B) and for two additional
clients (C and D), the facility failed to
ensure a choking management plan was
implemented (client A), and to use formal Con:rectlve action for
. .. resident(s) found to have been
and informal opportunities to teach and affected
implement ISP (Individual Support Plan)
objectives and skill acquisition when Staff members have been trained
opportunities existed for coping skills and on the essential aspect of proper
medication administration implementation of all ISP goals
) and Physician Orders. The
Dysphasia Plan and Dining Plan
Findings include: for Client A were revised and
trained to the staff members,
1. On 2/20/12 from 6am until 8:57am, including the use of the proper
. sized spoon. All clients in the
client B was observed at the group home home are having regular “house
and her bedroom closet was locked. meetings” with the Group Home
From 6am until 8:57am, client B had four Manager and Beha\llior CIi.nri]cian
(4) white hampers inside her bedroom to discuss ge“'f‘g along wit one
) . ) another and using coping skills
connecting bathroom which held client A, rather than resorting to
B, C, and D's clothing in each of the white interpersonal conflict.
hampers. At 7:36am, clients A, B, and C Unapproved restrictions were
b eliminated, but per IDT
egan to scream, cussed, and made -
consensus, the sharps restriction
derogatory hand gestures to one another. remains in place for all four
At 7:36am, GHT (Group Home Trainer) residents. This was trained to
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#1 redirected all three ladies to each of
their rooms. GHT #1 followed client B to
her bedroom. At 7:36am, client B had a
pair of boots on the floor beside her bed.
At 7:45am, client B appeared at the
doorway in her connecting bathroom next
to the clothes hampers, cussed and
screamed at the agency LPN (Licensed
Practical Nurse) and GHT #1. Client B
threw her cell phone at the nurse and then
struck the nurse on the arm. At 8am,
client B was inside her bedroom with
GHT #1, client B's boots and a pair of
shoes were observed on the floor beside
her bed, and client B's closet was
padlocked. At 8:10am, client B and GHT
#1 indicated client B had behaviors of
throwing objects and was not to have
access to shoes or boots. Both indicated
client B's boots and shoes should be
locked inside her closet. At 8:10am,
GHT #1 indicated client B was restricted
access to clothing as well because of
threats to harm herself with clothing.
GHT #1 indicated the four (4) hampers in
client B's bathroom belonged to clients A,
C, and D. When asked if client B made
threats to harm herself with other clients'
clothing, GHT #1 did not respond.

On 2/21/12 at 11:30am, client B's record
was reviewed. Client B was admitted to
the facility 5/18/11. Client B's 8/13/2010
and updated 10/12/11 indicated "BSP

staff, including how access is
provided to sharps under
supervision during certain times,
including meals. New reminders
will be added to the MAR to
ensure that (a) medication
administration goals, such as
naming medications, and (b)
prompting the use and cleaning of
eye glasses are implemented.

How facility will identify other
residents potentially affected &
what measures taken

All residents potentially affected,
and corrective measures address
the needs of all clients.

Measures or systemic changes
facility put in place to ensure
no recurrence

New dysphasia and dining plans;
house meetings; unapproved
restrictions eliminated; reminders
added to the MAR; and staff
trained across domains of
implementation.

How corrective actions will be
monitored to ensure no
recurrence

The QMRP monitors program
development and
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(Behavior Support Plan) and Restrictions"
which included Sharps, Footwear, Acrylic
nails, belts, and a padlock on the
basement door for safety. No
goal/objective was available for review to
teach her about personal space, physical
aggression, clothing, or footwear.

2. On 2/20/12 at AM, client A was
observed preparing breakfast. Client A
made oatmeal and toast. Client A
independently prepared her oatmeal by
pouring the oat contents from a container
into a bowl, placing water in a bowl and
then placing the bowl in a microwave.
Client A also placed two pieces of bread
in a toaster and when completed, Client A
used a tablespoon to spread butter on the
toast. Client A ate the oatmeal with the
same tablespoon she used to spread butter
on her toast and client A consumed the
whole pieces of toast by biting off small
pieces with her teeth.

Client A's record review was conducted
on 2/21/12 at 10:30 AM. Client A's
6/8/11 "Choking Management Plan"
indicated outlined instructions for staff to
encourage the use of a "youth sized
spoon, to cut food into small bite sized
pieces," and staff were to encourage client
A to "take smaller bites."

In an interview with the Licensed

implementation. Management
staff complete home visit forms
and will assist in monitoring
program implementation. The
Director supervises management
staff and reviews home visit
forms at regular staff meetings.
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Practical Nurse (LPN) on 2/21/12 at

12:20 PM, she was asked if client A was a
choking risk. The LPN indicated client A
was a choking risk and needed to take
small bites. The LPN indicated she was
unaware of the youth spoon plan for client
A.

3. On 2/20/12 at 6:12am, client C
completed medication administration with
GHT #6 inside the medication room.
GHT #6 selected, named, read the
directions, and administered client C's
medication. GHT #6 asked client C to
"take" the medication.

Client C's record was reviewed on
2/23/12 at 9:30am, and indicated a
9/22/11 ISP which indicated a
self-administration of medication training
objective to "identify all of her AM
(morning medications) with no more than
2 verbal prompts."

4. On 2/20/12 at 7:05am, client D
completed medication administration with
GHT #2 inside the medication room.
GHT #2 selected, named, read the
directions, and administered client D's
medication. GHT #2 asked client D to
hold her inhaler to her mouth.

Client D's record was reviewed on
2/22/12 at 9:30am and indicated a 9/22/12
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ISP which indicated a self- administration
of medication training objective to "will
identify her Cymbalta capsules card daily
at AM medication time with no more than
2 verbal cues at 75% success for 3
consecutive months."

5. On 2/20/12 at 8am, client B completed
medication administration with GHT #1
inside the medication room. GHT #1
selected, named, read the directions, and
administered client B's medication. GHT
#1 asked client B to take her medications.

Client B's record was reviewed on
2/21/12 at 11:30am, and indicated a
7/11/11 ISP which indicated a
self-administration of medication training
objective to "name her medications."

6. On 2/20/12 at 8:30am, client C
completed her medication administration
with GHT #2 inside the medication room.
GHT #2 selected, named, read the
directions, and administered client C's
medication. GHT #2 asked client C to
take her medications. Client C responded
"I don't want the blue medicine."

Client C's record was reviewed on
2/23/12 at 9:30am, and indicated a
9/22/11 ISP which indicated a
self-administration of medication training
objective to "identify all of her AM
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(morning medications) with no more than
2 verbal prompts."

In an interview with the Licensed
Practical Nurse (LPN) on 2/21/12 at
12:20 PM, she was asked if the training
objectives should have been conducted at
the medication administration time on
2/20/12. The LPN stated, "A lot of new
programs have been developed." The
LPN indicated each clients' objectives
should be implemented at each
opportunity.

This federal tag relates to complaint
#IN00104098.

9-3-4(a)
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W0263 483.440(f)(3)(ii)
PROGRAM MONITORING & CHANGE
The committee should insure that these
programs are conducted only with the written
informed consent of the client, parents (if the
client is a minor) or legal guardian.
W0263 03/30/2012
Based on record review and interview, for 1 of 2 W263
sample clients (client B) with restrictive practices
in her Behavior Support Plan (BSP), the facility's Written Consent for all BSPs and
specially constituted committee (HRC) failed to Restrictive Measures
ensure the BSP was consented to by client B and
her legally sanctioned representatives.
Findings include: Corrective action for
resident(s) found to have been
On 2/21/12 at 11:30am, client B's record was affected
reviewed. Client B's record indicated her mother
was her guardian. Client B's 8/13/2010 "Consent Only Ver'f’al consent was obtained
of Current BSP (Behavior Support Plan) and from a Cl!ent,s guard'a'? f?l’ BSP
"Restrictions" which included Sharps, Footwear, lnt(?rventlons and reStr'Ctlon,S'
Acrylic nails, belts, and a padlock on the basement Written consent will be obtained.
door for safety. Client B's 8/16/2010 BSP was
updated 10/12/11 included the targeted behaviors
ofphysi.cal a.ggression., verbal aggressign, property How facility will identify other
destruction, inappropriate sexual behavior, . .
suicidal gestures, and elopement. Client B's BSP residents potentially affected &
included a physical restraint hold when client B what measures taken
was physically aggressive "If [client B] is not able All residents potentially affected,
to calm...staff should follow facility policy and and corrective measures address
procedures as necessary to protect her and others the needs of all clients.
from harm. These are part of the AWS trained
Mandt (physical holds staff apply to hold the
client) interventions. Acceptable Mandt
interventions include the following blocks, holds Measures or systemic changes
or restraints with a priority placed on using least facility put in place to ensure
restrictive intervention that can provide No recurrence
safety...Hold her arms when she drops to the
floor...hold her feet when she drops to the floor...." Written consent will be obtained
Client B's legally sanctioned representative gave for all clients’ BSPs and
verbal consent for the plan on 8/13/2010 and no
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update was available for review after admission to restrictions. Additionally, HRC
the new facility. An e-mail from HRC members procedures have changed and
agreeing to the plan was reviewed before the client now require guardian approval
was admitted to the facility. with signature prior to
consideration.
In a phone interview with the Qualified Mental
Retardation Professional (QMRP) on 2/21/12 at
12:20 PM, the QMRP indicated the facility had no
documentation that client B or her legally How corrective actions will be
sanctioned representatives had been informed of monitored to ensure no
client B's plans after admission. The QMRP recurrence
stated there was no policy regarding restrictions ) o )
and stated client B "all required restrictions" Behavior CI'n'C'an. 'S. responsible
related to sharps. for all BSES, restrlctlons, and
HRC applications. Any new
On 2/22/12 at 12:10 PM, an interview with the ::‘t;ge”t'on o ref]t_”ﬁt"’” requires
facility's Behavior Specialist (BS) was completed. . appFO\{? ’ Vtv ¢ f"O_W d
The BS indicated restrictions were identified as a requires Ve.\n ication o. Slgn.e
. consent prior to consideration.
separate addendum to the Behavior Support Plan " L
. . . Additionally, at a minimum, BSPs
(BSP). The BS indicated client B's record L -
i dicated an 8/13/10 verbal ¢ for locked (which include the restrictions)
mdicate da?' B gjfg/?oc];g;enThorBosc ¢ are renewed on an annual basis
?ten.ls an C,lem s . - ne and submitted for HRC approval.
indicated client B was admitted on 5/18/11. The
BS indicated no updated record of notification or
approvals for the restrictions were available for
review.
9-3-4(a)
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W0264 483.440(f)(3)(iii)
PROGRAM MONITORING & CHANGE
The committee should review, monitor and
make suggestions to the facility about its
practices and programs as they relate to drug
usage, physical restraints, time-out rooms,
application of painful or noxious stimuli,
control of inappropriate behavior, protection
of client rights and funds, and any other areas
that the committee believes need to be
addressed.
W0264 W264 03/30/2012
Based on observation, interview, and
. . Blanket Restrictions — money,
record review for 2 of 2 sample clients . .
] o sharps, cleaning supplies, food,
(clients A and B) and for two additional clothing, nail polish
clients (clients C and D), the facility's
HRC (Human Rights Committee) failed
to ensure facility oversight for blanket . .
.. f ki fork Corrective action for
restru.:tlons or.money, HIVGS-, orks, . resident(s) found to have been
cleaning supplies, food, clothing, or nail affected
polish.
All restrictions not approved by
.- . the IDT and HRC have been
Findings include: .
removed. Among the issues
cited, only the sharps restriction,
On 2/20/12 at 6:12am, GHT (Group which was reconsidered and
Home Trainer) #6 went to the medication approved by the Individuals’ IDTs,
. . . remains. It has provisions for
area inside the laundry room with client C . .
o o . each client to obtain access to
to complete medication administration. sharps when needed and
At 6:12am, GHT #6 retrieved her keys appropriate, such as at mealtime.
from her pocket, unlocked a lower
cabinet, and removed wet wipes to wipe
off the medication cart. Inside the locked How facility will identify other
lower cabinet were the laundry detergent, residents potentially affected &
hand soap, Pine sol cleaner, toilet bowl what measures taken
cleaner, and bleach. GHT #6 stated the All residents potentially affected
. " " " " residents potentially affected,
cabinet was "kept locked" and "only" staff and corrective measures address
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had access to the keys. At 6:12am, GHT
#6 showed a locked upper cabinet that
held nail polish belonging to clients A, B,
C, and D. At 6:12am, GHT #6 stated the
items were kept "locked" because of
client behaviors.

On 2/20/12 at 6:30 AM facility Group
Home Trainer (GHT) #6 retrieved a knife
from inside a locked kitchen cabinet and
indicated knives were kept inside to
secure knives. GHT #6 indicated and
showed the locked cabinet held knives,
butter knives, and forks and indicated the
cabinet was kept locked. Observation
inside the cabinet at that time showed
there was a money lock box and a three
holed paper punch kept with the sharp
objects inside the locked cabinet. GHT #6
stated client A and B's bedroom closets
were "also kept locked because of the
client histories of harming themselves
with their clothing."

On 2/20/12 at 7:25 AM, client A was
observed making toast for breakfast.
Client A used a spoon to spread butter on
her toast and no knife was offered or
encouraged. From 7:25am until 8am,
clients A, B, C, and D were observed to
make toast and spread the butter with a
spoon. No knife was offered or the use of
a knife taught for clients A, B, C, and D
by the facility staff.

the needs of all clients.
Additionally, HRC procedures
have changed and now require
guardian approval with signature
prior to consideration.

Measures or systemic changes
facility put in place to ensure
no recurrence

Most restrictions removed, and
staff will be trained on restrictions
in place. This training will include
not restricting things unless
specifically listed in the BSP.

How corrective actions will be
monitored to ensure no
recurrence

The Behavior Clinician monitors
restrictions and reports to the
IDT. The IDT determines the
need for restrictions. A new
section will be added to the BC
monthly report that is distributed
to the team that monitors
restrictions in place.
Management staff complete
home visit forms and will assist in
monitoring restrictions, including
sharps and whether clients have
appropriate access during meal
times. The Director supervises
staff and reviews home review
forms at regular staff meetings.
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On 2/20/12 at 7:45am, client A's bedroom
closet in her room was noted to be locked.
At 8am, GHT #2 opened client A's
bedroom closet with a key she carried on
aring. In the locked closet were client
A's clothing, stuffed animals, a fire truck,
a belt, and a dresser. GHT #2 stated
client A's closet was kept locked and
"only" staff had keys because she could
hurt herself with her clothing.

On 2/20/12 at 8:10am, client B's bedroom
closet was locked with a pad lock. Client
B indicated the facility staff had the keys
to her locked closet. At 8:10am, client B
and GHT #1 indicated client B's clothing,
clothes hangers, and her shoes were kept
inside the secured closet.

On 2/20/12 at 6:30am, two of two closets
inside the facility living room were locked
and GHT #6 indicated clients A, B, C,
and D did not have access to the locked
cabinet in the kitchen or the two living
room closets. GHT #6 indicated the
emergency food supply was in one locked
living room closet and she was unsure of
what was in the other closet.

On 2/20/12 at 8:28 AM, Clients A and D
approached a Group Home Trainer (GHT)
and wanted to know how much money
they had. The GHT told the clients they
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had to "wait until we get the key." On
2/20/12 at 8:37 AM, client A stated to
another GHT #1, "I want my money."
GHT #1 responded, "As soon as meds
pass is done, so I can get the key." In an
interview with the GHT #1 on 2/20/12 at
8:55 AM, GHT #1 stated the clients
"didn't carry money" and stated the main
reasons was "either [clients] lost or threw
out" their money.

On 2/20/12 at 4:55 PM, GHTs #7 and #8
were asked to identify what was kept
inside the two locked living room closets.
GHT #7 stated "It was extra food." GHT
#7 was asked to open the doors. GHT #7
and GHT #8 tried to open the doors with
a key, but were unsuccessful. GHT #7
attempted to open the doors but was not
able to. GHT #2 suggested another key be
tried, but even with another key that
attempt to open the door was also
unsuccessful.

On 2/21/12 at 10:30am, client A's record
was reviewed. No documentation was
available for review that the HRC
reviewed the blanket restriction regarding
limited access to: a butter knife; fork; her
money; her clothing; household supplies
for cleaning; finger nail polish since client
A's admission on 5/9/11.

On 2/21/12 at 11:30am, client B's record
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was reviewed. Client B was admitted to
the facility 5/11/11. Client B's 8/13/2010
"Consent of Current BSP (Behavior
Support Plan) and "Restrictions" which
included Sharps, Footwear, Acrylic nails,
belts, and a padlock on the basement door
for safety.

On 2/20/12 at 10:25 AM, the Home
Manager (HM) provided the facility's
Human Rights Committee meeting
minutes for review. No meeting minutes
were available for review to ascertain if
the facility's specially constituted
committee had reviewed any of the
restrictive practices.

In a phone interview with the Qualified
Mental Retardation Professional (QMRP)
completed on 2/21/12 at 12:20 PM, the
QMRP stated the facility had "no" policy
identifying "all blanket restrictions" used
at the facility. The QMRP stated there
was no policy regarding restrictions and
clients A, B, and D "all required
restrictions" related to sharps. The QMRP
indicated client C had no documented
information available for review for sharp
objects and indicated the lack of
information regarding the sharps
restrictions was an oversight.

On 2/22/12 at 12:10pm, an interview with
the Facility Director (FD) was completed.
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The FD indicated no HRC meeting
minutes were available for review. The
FD stated "several" of Human Rights
Committee (HRC) approvals for
restrictive practices and Behavior Support
Plans (BSPs) had been obtained initially
through e-mail correspondence. The FD
indicated meetings including
teleconferences were now in place. The
FD stated medications in the same class
or dosage changes did not require HRC
review, but consents for "all" techniques
used were obtained and reviewed by the
committee.

On 2/22/12 at 12:10 PM, an interview
with the Behavior Specialist (BS) was
completed. The BS indicated restrictions
were identified as separate addendums to
the Behavior Support Plans (BSP). The
BS presented an addendum dated 4/8/11,
31 days before Client A's admission. The
addendum indicated "Due to her history
of SIB, physical and physical aggression
sharps such as knives, forks scissors, etc.
will be kept locked. [Client A] will have
supervised access when needed for food
preparation or engaging in craft
activities." On 2/20/12 during the
morning observations the facility GHTs
did not offer a butter knife under
supervision to client A at breakfast and
there was no mention in the addendum
documentation of any restrictions related
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to money, clothing, food, cleaning
supplies or finger nail polish.
9-3-4(a)
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W0304 483.450(d)(5)
PHYSICAL RESTRAINTS
Restraints must be designed and used so as
not to cause physical injury to the client.
w0304 03/30/2012
Based on record review and interview, for 1 of 2 W304
sample clients (client B) and one additional client
(client C), the facility failed to ensure clients B Injury during physical restraints
and C were not injured during physical restraints
applied by the facility staff.
Findings include: Corrective action for
resident(s) found to have been
On 2/20/12 at 11am, the facility's BDDS (Bureau affected
of Developmental Disability Services) reports was
completed and indicated the following injuries A certified trainer is providing
during restraint: specific training to staff on how to
For client B: §qfe!y proyide restr.airjt without
-A 1/16/12 BDDS report for an incident on injuring clients. This includes
1/16/12 no time, indicated client B bit herself, proper hand placement to prevent
threw tables, and was hitting and spitting at staff. bruising.
Staff used a "Mandt (a physical hold staff apply to
a client) restraint to ensure safety," after client B
was .calm, client B c9mPlained 9f her thumb How facility will identify other
hurting. The report indicated client B's thumb was . .
. . . . residents potentially affected &
scratched, "swelling and discoloration (sic)."
. what measures taken
Client B was sent to the emergency room and
given antibiotics. L All residents potentially affected,
-A BDDS report (.)n 1.1/1 1/11 .for an incident o.n and corrective measures address
11/10/11 at 4pm, indicated client B had behaviors, the needs of all clients.
facility staff applied a "mandt" physical restraint,
and after release client B complained of neck and
shoulder pain. The report indicated client B was
seen by her physician. Measures or systemic changes
facility put in place to ensure
For client C: no recurrence
-A BDDS report on 11/2/11 for an incident on
11/2/11 no time, indicated client C was scratched Staff training will take place.
by GHT (Group Home Trainer) #9 during a
physical restraint applied by the facility staff.
-A BDDS report on 11/15/11 for an incident on
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11/15/11 at 3:30pm, indicated staff used "Mandt
physical restraint" because of client C's behaviors How corrective actions will be
and client C sustained a bruise to her right pinkie. monitored to ensure no
recurrence
On 2/22/12 at 11:05am, an interview with the
Facility Director (FD) was completed. The FD All staff are supervised by the
indicated the facility investigated injuries in Group Home Manager who is
restraint. The FD indicated there was no specific responsible to ensure that staff
documentation to determine if the facility receive proper training. The
investigated if the restraints applied to clients B Manager is supervised by the
and C caused their injuries. The FD indicated the Director. Training needs are
facility had taken systemic action in response to reviewed during regular
these incidents by; instituting case conferences in management team meetings.
relation to the sentinel events; revising Behavior
Support Plan (BSPs) in response to incidents; and
trending the frequency of aggression caused by
each of the clients. The FD indicated behaviors
were continuing and increasing in rate. The FD
indicated the behavior management intervention
techniques employed were able to reduce the
seriousness of injuries and most incidents were of
a brief duration. The FD stated facility staff were
trained on the use of "Mandt" techniques to apply
the least restrictive measure. The FD indicated no
documented evidence was available for review to
determine if facility staff were monitored or
retrained after the use of a restrictive technique
which caused client injuries. The FD indicated no
documented evidence was available for review to
determine if the restraints applied caused the client
injuries.
9-3-5(a)
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HEALTH CARE SERVICES
The facility must ensure that specific health
care services requirements are met.
WO0318 W318 Condition of Health Care 03/30/2012
Based on observation, record review, and Ser.\:;ces Cforret;titvehactiotr; for
interview, the Condition of Participation: resident(s) found to have been
i affected A number of measures
Health Care Services, was not met as the have been put into place to
facility failed to provide health care address cited deficiencies related
monitoring and oversight of nursing to Health Care Services, which
. . . are detailed throughout the
services for 2 of 2 sample clients (clients ) )
. . agency'’s Plan of Correction
A and B) and for two additional clients (including W322, W323, W327,
(clients C and D). W336, W351, W369, and
W382). The group home’s
Findings include: original Nurse and QMRP did not
) adequately coordinate treatment
for clients, which was especially
Please refer to W322. The facility failed problematic for new admissions
to ensure clients A and B received routine because of the many required
. assessments. Neither of those
health screfanlng fo.r pap smears for 2 of 2 idividuals still work for the
sampled clients (clients A and B). agency. The nurse who took over
healthcare coordination
Please refer to W323. The facility failed responsibilities spends significant
to ensure clients A and B's hearing had time in thg homes a”‘?' works
closely with clients, direct support
béen asses'sed annually for 2 of 2 sampled staff members, and community
clients (clients A and B). providers. To correct cited
deficiencies, the nurse
Please refer to W327. The facility failed coor%natid Wt')tth _healthcgreth ¢
. providers to obtain records tha
to complete. and to (.10.cument tuberculosis were missing and to schedule
control testing in millimeter duration for 1 those assessments that were not
of 2 sampled client (client B) and for one completed on time. How
additional client (client D). facility will identify other
residents potentially affected &
.- . what measures taken All
Please refer to W336. The facility failed residents potentially affected, and
to complete nursing quarterlies for 2 of 2 corrective measures address the
needs of all clients. Measures
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sampled clients (clients A and B) and one or systemic changes facility
additional client (client D). put in place to ensure no
recurrence Nurse has
L ) coordinated with community
Please refer to W351. The facility failed healthcare providers to obtain
to obtain a dental assessment which missing records and schedule
included a complete extraoral and needed appointments. For future
. . admissions, a new checklist of
intraoral dental examination for 1 of 2
] . needed assessments was
sampled clients reviewed who were new developed to ensure compliance
admits to the facility (client B) within 30 with the 30-day requirement as
days of their admission. well as on-going appointment
needs (e.g., Dental every six
. . months). The nurse also is
Please refer to W369. The facility failed revising and improving the
to assure medications were administered home’s record keeping to
without error according to physician's improve record retention and to
orders for 3 of 20 medications provide easy access for review:
o k How corrective actions will be
administered (clients B and C). monitored to ensure no
recurrence The Group Home
Please refer to W382. The facility failed Nurse coordinates healthcare and
to maintain proper medication security for 1S responlflbrI]e tcl)tr\lNork with g
. . community health care providers
4 of 4 clients (clients A, B, C, and D), to ensure appropriate on-going
healthcare needs. The QMRP
9-3-6(a) coordinates new admissions and
monitors assessment needs.
The Director supervises all
management staff and will utilize
a checklist of needed
assessments during new
admissions to ensure compliance
with the 30-day requirement.
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2 of 2 sampled clients (clients A and B),
the facility failed to ensure clients A and
B received routine health screening
including a pap smear.

Findings include:

1. On 2/21/12 at 10:30am, client A's
record was reviewed. Client A was a 25
year old female who was admitted to the
facility on 5/9/11. The initial physical
exam in the record for Client A was
signed by a physician and dated 5/26/11.
The exam was blank with a notation to
"see attached notes." No notes were
attached.

In an interview with the facility's
Licensed Practical Nurse (LPN) on
2/22/12 at 12:20 PM to ascertain when a
complete physical exam had been
completed for Client A, the LPN searched
the record and found an mammogram
exam that had been completed. Review of
that exam did not identify whether a pap
smear had ever been completed for Client
A.

2. On 2/21/12 at 11:30am, client B's

w322

Routine physician care, including
pap smear

Corrective action for
resident(s) found to have been
affected

One client had a pap smear in
June of 2011, and another had
one in July of 2011. The other
two will have pap smears
conducted by March 30, 2012,
unless otherwise indicated by the
community primary health care
provider.

How facility will identify other
residents potentially affected &
what measures taken

All residents potentially affected,
and corrective measures address
the needs of all clients.

Measures or systemic changes
facility put in place to ensure
no recurrence

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
\. BUILDING
15G797 L WING 02/29/2012
———————————————————————————————————————
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
9029 S AMERICA RD
AWS LA FONTAINE, IN 46940
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
W0322 483.460(a)(3)
PHYSICIAN SERVICES
The facility must provide or obtain preventive
and general medical care.
Based on record review and interview, for W0322 03/30/2012
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record was reviewed. Client B was a 23 Pap smears will be conducted for
year old female. Client B's 5/31/2011 the clients whp need this. Due to
P . . performance issues such as not
physician's History and Physical signed coordinating new admissions
by client B's personal physician did not properly, the home’s original
include a pap smear. Client B was QMRP no longer works for the
admitted to the facility on 5/18/11. agency. A highly experienced
QMRP now works in the home
and will ensure that new
On 2/22/12 at 12:20pm, an interview with admissions have all the
the LPN (Licensed Practical Nurse) was appropriate assessments within
completed. The LPN indicated client had the 30-day requwemept, including
. . pap smears when indicated.
no current pap smear available for review.
9-3-6(a)
How corrective actions will be
monitored to ensure no
recurrence
The Group Home Nurse
coordinates healthcare and is
responsible to work with
community health care providers
to ensure appropriate on-going
healthcare needs. The QMRP
coordinates new admissions and
monitors assessment needs.
The Director supervises all
management staff and will utilize
a checklist of needed
assessments during new
admissions to ensure compliance
with the 30-day requirement.
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PHYSICIAN SERVICES
The facility must provide or obtain annual
physical examinations of each client that at a
minimum includes an evaluation of vision and
hearing.
W0323 03/30/2012
Based on record review and interview, for w323
2 of2 s'a.mple'd clients (chents. Aand B), Annual physicals did not include
the facility failed to ensure clients A and hearing evaluation
B's hearing had been assessed annually.
Findings include: . .
Corrective action for
) resident(s) found to have been
On 2/21/12 at 10:30am, client A's record affected
was reviewed. Client A's 5/26/2011
physician's History and Physical signed Two of four clients had their
by client A's personal physician did not hearing tested in June of 2011.
) y p' phy ] The other two will have their
include a hearing assessment. Client A hearing tested by March 30,
was admitted to the facility on 5/9/11. 2012.
On 2/21/12 at 11:30am, client B's record
was reviewed. Client B's 5/31/2011 How facility will identify other
physician's History and Physical signed residents potentially affected &
by client B's personal physician did not what measures taken
include hearing assessment. Client B was All residents potentially affected
. o residents potentially affected,
admitted to the facility on 5/18/11. and corrective measures address
the needs of all clients.
On 2/22/12 at 12:20pm, an interview with
the LPN (Licensed Practical Nurse) was
completed. The LPN 1nd1.cated clients A Measures or systemic changes
and B had no current hearing assessments facility put in place to ensure
available for review. no recurrence
9-3-6(a) Hearing will be tested for two
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clients who need this. Due to
performance issues such as not
coordinating new admissions
properly, the home’s original
QMRP no longer works for the
agency. A highly experienced
QMRP now works in the home
and will ensure that new
admissions have all the
appropriate assessments within
the 30-day requirement, including
hearing assessment.

How corrective actions will be
monitored to ensure no
recurrence

The Group Home Nurse
coordinates healthcare and is
responsible to work with
community health care providers
to ensure appropriate on-going
healthcare needs. The QMRP
coordinates new admissions and
monitors assessment needs.
The Director supervises all staff
and will utilize a checklist of
needed assessments during new
admissions to ensure compliance
with the 30-day requirement.
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PHYSICIAN SERVICES
The facility must provide or obtain annual
physical examinations of each client that at a
minimum includes tuberculosis control,
appropriate to the facility's population, and in
accordance with the recommendations of the
American College of Chest Physicians or the
section on diseases of the chest of the
American Academy of Pediatrics, or both.
WO0327 W327 Annual physicals did not 03/30/2012
Based on record review and interview, the inctlludefa B t_ejt t(c)°f"e°t;"te
i . action for resident(s) found to
facility failed to complete and to o have been affected Two of four
document tuberculosis control testing in clients had TB tests in May of
millimeter duration for 1 of 2 sampled 2011. The other two will have TB
client (client B) and for one additional tests completed by March 30,
client (client D). 2012. How facility will
identify other residents
o ) potentially affected & what
Findings include: measures taken All residents
potentially affected, and
On 2/21/12 at 11:30am, client B's record corrective measures address the
was reviewed. Client B's 5/31/2011 needs of a!l clients. Me.a:e.ures
i . . or systemic changes facility
physician's History and Physical signed put in place to ensure no
by client B's personal physician did not recurrence TB tests will be
include mantoux/tuberculosis control conducted for two clients who
testing. need this. Due to performance
issues such as not coordinating
new admissions properly, the
On 2/22/12 at 9:30am, client D's record home’s original QVRP no longer
was reviewed. Client D's was admitted to works for the agency. A highly
the facility on 5/18/11. An immunization experienced QMRP now works in
. . the home and will ensure that
record was present and did not include .
new admissions have all the
information identifying the current appropriate assessments within
mantoux/tuberculosis testing. the 30-day requirement, including
a TBtest. How corrective
On 2/22/12 at 12:20pm, an interview with actions will be monitored to
. . . ensure no recurrence The
the facility's Licensed Practical Nurse
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(LPN) was completed. The LPN Group Home Nurse coordinates
indicated there was a new staff member healthgare and is rgspon&ble to
ho had b filine inf o in th work with community health care
who had been filing intormation 1n the providers to ensure appropriate
client records and some records may not on-going healthcare needs. The
have yet been filed. The LPN indicated QMRP coordinates new
no current mantoux/tuberculosis control admissions and monitors )
o for cli B and D Jabl assessment needs. The Director
testing for clients B an were avatlable supervises all staff and will utilize
for review. a checklist of needed
assessments during new
On 2/22/12 at 12:20pm, an interview with a‘_’tfr?'fhsm;g ;0 ensure COmP:'a”CG
e . with the 30-day requirement.
the Facility Director (FD) was completed
and the FD indicated no further
information was available for review.
9-3-6(a)
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NURSING SERVICES
Nursing services must include, for those
clients certified as not needing a medical care
plan, a review of their health status which
must be on a quarterly or more frequent basis
depending on client need.
WO0336 W336 Nursing quarterlies 03/30/2012
Based on record review and interview, for Corrective action for
2 of 2 sampled clients (clients A and B) resident(s) fo.u nd to havg been
o . . affected Nursing quarterlies are
and for one additional client (client D), being completed at this time. The
the facility failed to complete nursing most recent quarterlies were not
quarterlies. in the chart at the time of survey.
Nursing quarterlies will be
L . presented to the IDT on a
Findings include: quarterly basis and placed in the
chart as required. How facility
On 2/21/11 at 10:30am, client A's record will identify other residents
was reviewed. Client A's record indicated potentially affected & what
she was admitted to the facility on 5/9/11. measures taken All residents
. potentially affected, and
No quarterly nursing assessments were corrective measures address the
available for review from 5/9/11 through needs of all clients. Measures
2/21/12. or systemic changes facility
put in place to ensure no
. , recurrence Nursing quarterlies
On 2/21/12 at 11:30am, client B's record will be written by the group home
was reviewed and indicated no "Nursing nurse, presented to the IDT on a
Quarterly" assessments completed. Client quarterly basis, and placed in the
B's record indicated she was admitted on appropriate chart as required.
5/18/11. No nursing quarterly assessment The nurse also is revieing and
improving the home’s record
was available for review from 5/18/11 keeping to enhance record
through 2/21/12. retention and provide easy
access for review. How
On 2/22/12 at 9:30am, client D's record com_ethe actions will be
. . . monitored to ensure no
was reviewed. Client D was admitted to recurrence The group home
the fac111ty on 5/18/11. No quarterly nurse is a member of the IDT and
nursing assessments were available for creates a quarterly report that is
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: TEG6711 Facility ID: 012563 If continuation sheet Page 160 of 177




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

PRINTED: 03/29/2012
FORM APPROVED
OMB NO. 0938-0391

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

15G797

X2) MULTIPLE CONSTRUCTION

A. BUILDING
B. WING

AWS

NAME OF PROVIDER OR SUPPLIER

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

9029 S AMERICA RD
LA FONTAINE, IN 46940

00

X3) DATE SURVEY

COMPLETED
02/29/2012

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

review from 5/18/11 through 2/22/12.

On 2/22/12 at 12:20pm, an interview with
the facility's Licensed Practical Nurse
(LPN) was completed. The LPN
indicated clients A, B, and D's nursing
quarterly assessments had been completed
and the LPN then searched the record.
The LPN indicated she could not locate
clients A, B, and D's quarterly
assessments. The LPN indicated a new
staff person at the facility had been filing
documents and it was possible the
quarterly documents had not yet been
filed in the master records.

9-3-6(a)

presented to the team. The
Director supervises the nurse.
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W0351 483.460(f)(1)
COMPREHENSIVE DENTAL DIAGNOSTIC
SERVICE
Comprehensive dental diagnostic services
include a complete extraoral and intraoral
examination, using all diagnostic aids
necessary to properly evaluate the client's
condition not later than one month after
admission to the facility (unless the
examination was completed within twelve
months before admission).
WO0351 W351 Dental exam within 30 03/30/2012
Based on record review and interview, the da:/.s offadmis's;on t(c)°f"e°t:|"te
.. . . action for resident(s) found to
facility failed t9 ob'taln a dental have been affected Two of four
assessment which included a complete clients had dental exams in May
extraoral and intraoral dental examination of 2011. Another had a dental
for 1 of 2 sampled clients reviewed who exam in June of 2011. All four
was a new admission to the facility (client individuals will have a bi-annual
o . o dental exam scheduled by March
B) within 30 days of their admission. 30,2012. How facility will
identify other residents
Findings include: potentially affected & what
measures taken All residents
. , . potentially affected, and
Client B's record was reviewed on .
. corrective measures address the
2/21/12 at 11:30am. Client B's record needs of all clients. Measures
indicated she was admitted to the facility or systemic changes facility
on 5/18/11. Client B's record indicated put in place to ensure no
she had an initial dental examination on recurrence A dental exam will be
9/8/11. Client B's record indicated the (E:)our;d; ctpeed rf?rrrr?:nfg;:scs“j:stss.uch
dental examination was not completed as not coordinating new
within 30 days of her admission to the admissions properly, the home’s
facility. original QMRP no longer works
for the agency. A highly
experienced QMRP now works in
An interview with the facility LPN the home and will ensure that
(Licensed Practical Nurse) was conducted new admissions have all the
on 2/22/12 at 12:10pm. The LPN appropriate assessments within
indicated client B's dental examination the 30-day requirement, including
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had not been completed within 30 days of a dental exam. How corrective
her admission to the facility. actions will be monitored to
ensure no recurrence The
9-3-6(a) Group Home Nurse coordinates
healthcare and is responsible to
work with community health care
providers to ensure appropriate
on-going healthcare needs. The
QMRP coordinates new
admissions and monitors
assessment needs. The Director
supervises all staff and will utilize
a checklist of needed
assessments during new
admissions to ensure compliance
with the 30-day requirement.
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W0369 483.460(k)(2)
DRUG ADMINISTRATION
The system for drug administration must
assure that all drugs, including those that are
self-administered, are administered without
error.
W0369 03/30/2012
Based on observation, record review, and W369
1nter'\/1e\')v, the facility f.aliled to ass.ure POs and med administration
medications were administered without
error according to physician's orders for 3
of 20 medications administered (clients B
and C) Corrective action for
' resident(s) found to have been
o ) affected
Findings include:
Staff members have been trained
1. On 2/20/12 at 7:36am, client B was to fo!lovlv I?hysg:lar: Orders t(IPOS)
. . r n order rr
observed eating breakfast with GHT precisely In orcer 1o cofrecty
: o administer medications. The
(Group Home Trainer) #1 at the dining training included the three
room table. At 8am, GHT #1 requested specific medications listed in the
client B to come to the medication room. SZW?Y repo: and hoc‘j"’_ to lproperly
GHT #1 selected and administered client administer those, and It also
. o \ addressed general need to follow
B's oral medications of "Omeprazole the instructions from POs.
20mg (milligrams) capsule, give 1
capsule orally once a day for GERD
(stomach upset) 1 hour before. meal, (and) How facility will identify other
Levothyroxine 25mg tablet, give 1 tablet residents potentially affected &
orally once a day for Hypothyroidism." what measures taken
Client B's Levothyroxine medication had
a pharmacy cautionary label which All residents potentially affected,
.o "o " and corrective measures address
indicated "give on an empty .stomach.. the needs of all clients.
GHT #1 handed the medications to client
B and client B took the medications.
. . Measures or systemic changes
Client B's record was reviewed on - A4 J
facility put in place to ensure
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2/21/12 at 9:30am. Client B's 12/10/11
"Physician's Order" indicated
"Omeprazole 20mg (milligrams) capsule,
give 1 capsule orally once a day for
GERD 1 hour before meal, (and)
Levothyroxine 25mg tablet, give 1 tablet
orally once a day for Hypothyroidism."

2. On 2/20/12 at 7:05am, GHT #2 asked
client D to come to the medication area.
GHT #2 selected client D's "Polyethylene
Glycol 3350 give 17 grams dissolved in
60z (ounces) fluid orally every morning
for constipation." GHT #2 unscrewed the
gray measuring cap covering the white
medication cap from the container at one
time. GHT #2 turned the combined lids
upward on the medication cart, two lines
for medication measuring could be seen
on the inside of the gray cap, and the
white medication cap could be seen inside
the gray measuring cap. GHT #2
measured client D's Polyethylene Glycol
medication inside the two (2) caps to the
first line on the gray cap. At 8am, the
agency nurse was present at the group
home and indicated client D did not have
the correct amount of medication. The
agency nurse stated as she read the
instructions on the Polyethylene Glycol
bottle "If using the one cap method the
first line on the gray cap should be used.
If using the two cap method, one lid
inside the other cap, then the second line

no recurrence

Staff were trained on specific
medications cited (Levothyroxine,
Omeprazole, and Polyethylene
Glycol) as well as a more general
instruction to precisely follow
POs. Additionally, the Group
Home Nurse will conduct an audit
of all MARSs in order to ensure
that all POs are properly
represented on them.

How corrective actions will be
monitored to ensure no
recurrence

The Group Home Nurse
coordinates healthcare and is
responsible for medication
administration training. The
Director supervises the Group
Home Nurse.
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(top line) should be used to measure 17
grams." At 7:30am, client D's 2/2012
MAR indicated "Polyethylene Glycol
3350 give 17 grams dissolved in 60z fluid
every morning."

Client D's record was reviewed on
2/21/12 at 9:30am. Client D's 12/12/11
"Physician's Order" indicated
"Polyethylene Glycol 3350 give 17 grams
dissolved in 60z fluid every morning."

On 2/21/12 at 9:30am, the agency LPN
(Licensed Practical Nurse) was
interviewed. The LPN indicated the
facility followed core A/core B guidelines
for medication administration. The LPN
indicated the staff did not follow the
physician's orders for client B's
medications to be given on an empty
stomach. The LPN indicated the facility
staff did not follow client D's physician's
order to give 17 grams of medication.
The LPN indicated the three medications
were given in error.

On 2/21/12 at 9:20am, a record review of
the facility's 5/8/2008 "Medication
Administration" policy and procedure was
completed. The policy indicated staff
were to administer medications according
to physician's order and pharmacy
cautionary labels.
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On 2/21/12 at 9:20am, a record review of
the facility's undated "Living in the
Community" Core A/Core B training for
medication administration indicated the
pharmacy cautionary labels should be
followed.
9-3-6(a)
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W0382 483.460(1)(2)
DRUG STORAGE AND RECORDKEEPING
The facility must keep all drugs and
biologicals locked except when being
prepared for administration.
W0382 W382 03/30/2012
Based on observation, record review, and o
. . . . Medications Locked
interview, for 4 of 4 clients (clients A, B,
C, and D) who lived in the group home,
the facility failed to maintain proper
medication security. Corrective action for resident(s)
found to have been affected
Findings include: Staff will be retrained in the need
to keep medications locked when
On 2/20/12 at 8am GHT (Group Home not being administered.
Trainer) #1 with client B entered the
medication room. At 8am, GHT #1
removed the medication keys from his How facility will identify other
pocket, unlocked the medication cart, and residents potentially affected &
.. . , o what measures taken
administered client B's medication from
the medication cart. At 8: 10am, client B All residents potentially affected,
sat inside the medication room, GHT #1 and corrective measures address
left the room, and left the medication cart the needs of all clients.
keys dangling from the open lock in the
lock to the medication cart. From
8:10am, until 8:13am, client B was in the Measures or systemic changes
medication room with the unlocked facility put in place to ensure no
. recurrence
medication cart and the unsecured
medications for clients A, B, C, and D. Staff training.
At 8:13am, GHT #1 returned to the
medication room and indicated he left the
keys. dar.lghng from the open lock on the How corrective actions will be
medication cart. monitored to ensure no
recurrence
On 2/21/12 at 9:30am, the agency LPN
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(Licensed Practical Nurse) indicated the The nurse trains staff in safe
facility followed Core A/Core B policy medication storage. Management
q q for administeri staff complete home visit forms
and procedures for administering and will assist in monitoring
medications. program implementation,
including the proper locking of
On 2/21/12 at 9:20am, the facility's medlca_lt_lr:)nzquntng medlcgtlon
i pass. The Director supervises
5/8/2008 policy and procedure management staff and reviews
"Medication Administration" indicated home visit forms at regular staff
medications should have been secured meetings.
except when administered.
On 2/21/12 at 9:20am, a record review of
the facility's undated "Living in the
Community" Core A/Core B training for
medication administration indicated
"Core Lesson 3: Principles of
Administering Medication" indicated
medications should be kept secured.
9-3-6(a)
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W0436 483.470(g)(2)
SPACE AND EQUIPMENT
The facility must furnish, maintain in good
repair, and teach clients to use and to make
informed choices about the use of dentures,
eyeglasses, hearing and other
communications aids, braces, and other
devices identified by the interdisciplinary team
as needed by the client.
W0436 03/30/2012
Based on observation, interview, and w436
record review, for 2 of 2 sample clients Use of devices, including a “youth
(clients A and B) and one additional client sized” spoon and eyeglasses
(client D) who used adaptive devices, the
facility failed to ensure a youth sized
spoon was used in accordance with the Corrective action for
P resident(s) found to have been
individual program plan for client A and affected
failed to teach and encourage clients B . o
. . Updated dysphasia and dining
and D to wear their prescribed eye plans to reflect that regular sized
glasses. teaspoon was to be used by
Client A. These plans were
trained to staff and also
Findings include: differentiated teaspoons from
serving spoons. Encouraging
) eyeglass wearing and cleaning
1. On 2/20/12 at 7:30am, client A was has been added to the MAR in
observed preparing breakfast. Client A order to effectively and accurately
. track their use.
made oatmeal and toast. Client A
independently prepared her oatmeal by
pouring the oat contents from a container How facility will identify other
into a bowl, placing water in a bowl, and residents potentially affected &
then placing the bowl in a microwave. what measures taken
Client A fed herself the oatmeal with a All residents potentially affected,
tablespoon. and corrective measures address
the needs of all clients.
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On 2/21/12 at 10:30am, client A's record
was reviewed. Client A's 6/8/11 Measures or systemic changes
"Choking Management Plan" outlined facility put in place to ensure
) ) no recurrence
instructions for staff to encourage the use
of a "youth sized spoon." Client A was Changes to dysphasia and dining
ded h sized plans, staff training, and changes
not provided a youth sized spoon at to the MAR were completed.
breakfast on 2/20/12 as outlined in the
plan.
How corrective actions will be
2. On 2/20/12 from 6am until 8:57am, monitored to ensure no
. recurrence
and on 2/20/12 from 3:35pm until
6:35pm, observation was completed at the The QMRP monitors program
. . development and
group home, client B read a magazine, ) .
implementation. Management
read her medication labels, and client B staff complete home visit forms
was not observed to wear her prescribed and will assist in monitoring
program implementation,
eye glasses. including the proper use of
spoons and eyeglasses. The
Client B’ d . d Director supervises management
lent B's record was reviewed on staff and reviews home visit
2/21/12 at 11:30am. Client B had a forms at regular staff meetings.
9/26/11 Vision evaluation which
indicated client B had prescribed eye
glasses.
3. On 2/20/12 at 7:40am, Client D was
observed in the kitchen trying to make
toast. Client D hovered over the toaster,
bent at the waist to lean her body over the
toaster, looking downward closely into
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the toaster slots trying to insert bread.
Throughout additional morning
observations from 6am until 9:15 AM,
client D was not observed wearing eye
glasses. On 2/20/12 at 4:00 PM, client D
was observed in the residence until 6:15

PM. and did not wear eye glasses.

Client D's record was reviewed on
2/22/12 at 9:30 AM. Client D's 11/29/11
physician orders indicated client D should
have eye glasses with an additional

notation to "clean glasses every morning."

On 2/23/12 at 9:30am, the HM indicated
she did not know clients B and D wore

eye glasses.

9-3-7(a)
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W0440 483.470(i)(1)
EVACUATION DRILLS
The facility must hold evacuation drills at
least quarterly for each shift of personnel.
W0440 03/30/2012
Based on interview and record review, for w440
4 of 4 clients (clients A, B, C, and D) Quarterly evacuation drills
living in the group home, the facility
failed to ensure evacuation drills were
conducted every ninety (90) days for each Corrective action for
. resident(s) found to have been
shift of personnel.
affected
Findings include: Evacuation drills will be
conducted for each shift.
The facility evacuation drills for clients
A, B, C, and D were reviewed on 2/21/12 How facility will identify other
at 11:00 AM and indicated the following: residents potentially affected &
-Evacuation drills for first shift personnel- what measures taken
on 5/25/11 at 1:35 PM, on 6/16/11 at 2:45 All residents potentially affected,
PM, and on 2/21/12 at 10:00 AM. No and corrective measures address
. . . the needs of all clients.
evacuation drills were available for
review from 6/16/11 until 2/21/12.
-Evacuation drills for second shift .
Measures or systemic changes
personnel- on 5/21/11 at 4:00 PM and on facility put in place to ensure
7/23/11 at 7:00 PM. No evacuation drills no recurrence
were available for review from 7/23/11 Evacuation drills will be
through 2/21/12. conducted across shifts, and a
-Evacuation drills for third shift new drill schedule will be put n
place to ensure that they continue
personnel- on 5/25/11 at 6:49 AM; on to be conducted in the future.
6/1/11 at 12:05 AM and on 6/11/11 at
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11:08 PM. No evacuation drills were
available for review from 6/1/11 through
2/21/12.

On 2/21/12 at 11am, an interview with the
Licensed Practical Nurse (LPN) at that
time who presented the drills indicated no
other evacuation drills were available for

review.

On 2/22/12 at 12pm, an interview with
the Home Manager (HM) and Facility
Director was completed. The HM
indicated the Team Leader was
responsible for conducting evacuation
drills and the drills were the HM's
responsibility. Both indicated no
additional evacuation drills were available

for review.

On 2/29/12 at 2pm, an interview with the
Facility Director (FD) was completed.
The FD indicated the first shift personnel
was 7am until 3pm, the second shift of
personnel was 3pm until 11pm, and the
third shift of personnel was 11pm until
7am. The FD indicated clients A, B, C,
and D lived in the group home.

9-3-7(a)

How corrective actions will be
monitored to ensure no
recurrence

The Group Home Manager is
responsible to ensure that drills
are conducted as required. The
Director supervises the Group
Home Manager.
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W0484 483.480(d)(3)
DINING AREAS AND SERVICE
The facility must equip areas with tables,
chairs, eating utensils, and dishes designed
to meet the developmental needs of each
client.
w0484 W484 Use of dining utensils 03/30/2012
Based on observation, interview, and Corrective action for
. . resident(s) found to have been
record review, for 1 of 2 sample clients affected The IDT met and
(client A) and for one additional client decided that all four women need
. . . .. toh h tricti i
(client D) who lived in the facility, the © have sharps resfrictions in
place. The sharps restrictions
facility failed to provide and teach the use stem from safety rather than
of dining utensils because the women do not
’ actually know how to use utensils
to eat. Therefore, training goals
Findings include: are not needed. The restrictions
allow access for appropriate use
of dining utensils during meal
1. On 2/20/12 from 6:30am until 7:30am, time. This includes knives and
client A was observed preparin forks. The sharps restrictions will
prep g be trained to staff to ensure that
breakfast. Client A made oatmeal and all clients have appropriate
toast. Client A independently prepared her access ?nd can use utens_,ll.s .
. appropriately.  How facility will
oatmeal by pouring the oat contents from identify other residents
a container into a bowl, placing water in a potentially affected & what
. . measures taken All residents
bowl, and then placing the bowl in a potentially affected, and
microwave. Client A placed two pieces of corrective measures address the
bread in a toaster, client A used a needs of all clients. ~ Measures
or systemic changes facility
tablespoon to spread butter on the toast. put in place to ensure no
Client A was not offered a butter knife to recurrence |IDT met and
spread butter on her toast as the knives dlscgs§ed the need for.sharps
restrictions. It was decided that
were locked in a kitchen cabinet. Client A they do. The sharps restrictions
fed herself the oatmeal with the will be trained to staff members,
including how and when access
tablespoon. to sharps is provided. This
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includes meal times. How
. . . i i ill
An interview with the Team Leader (TL) corre_ctlve actions will be
monitored to ensure no
was completed on 2/20/12 at 7:56 AM. recurrenceThe Behavior
The TL stated clients in the home did not Clinician monitors restrictions and
. . reports to the IDT. The IDT
have access to knives, clients "only" used determines the need for
tablespoons. restrictions. A new section will be
added to the BC monthly report
that is distributed to the team that
On 2/20/12 at 4pm, an interview with the monitors restrictions in place.
Home Manager (HM) and Group Home Managgment staff Complete -
) home visit forms and will assist in
Trainer (GHT) #7 was completed. The monitoring restrictions, including
HM and GHT #7 both indicated client A sharps and whether clients have
. . . appropriate access during meal
was prohibited from using a butter knife times. The Director supervises
at any meals, the HM indicated sharps as management staff and reviews
. .. home visit forms at regular staff
described earlier in the day by the TL meetings.
included butter knives and forks and those
were kept locked in the kitchen cabinet.
GHT #7 stated "all" clients were given a
full set of utensils at meals.
Client A's record was reviewed on
2/21/12 at 10:30 AM. Client A's 6/8/11
"Choking Management Plan" outlined
instructions for to encourage the use of a
"youth sized spoon." Client A was not
provided a youth sized spoon at breakfast
on 2/20/12 as outlined in the plan.
2. During observation on 2/20/12 at
7:40am, client D placed two slices of
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toast in the toaster. Client D was
observed to use a tablespoon to scoop
peanut butter from a jar, spread the peanut
butter on the two slices of toast, and no
butter knife was encourage or accessible

for client D to use.

Client D's record was reviewed on
2/23/12 at 9:30am. Client D's record
indicated she had the skill to use a knife.
Client D's record indicated the identified
need for safety when using a knife or

sharp objects.

In a phone interview with the Qualified
Mental Retardation Professional (QMRP)
on 2/21/12 at 12:20 PM, the QMRP
indicated client D had a documented need
for the restriction from use of sharp
objects and indicated client D could not

use knives.

9-3-8(a)
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