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W 0000

Bldg. 00
This visit was for the investigation of
complaints #IN00175282 and
#IN00185516. This visit resulted in an
IMMEDIATE JEOPARDY.

Complaint #IN00175282: Substantiated.
Federal and state deficiencies related to
the allegation(s) are cited at W102,
W104, W122, W149, W153, W154,
W157 and W159.

Complaint #IN00185516: Substantiated.
Federal and state deficiencies related to
the allegation(s) are cited at W102,
W104, W122, W149, W153, W154,
W157, W159, W192, W318 and W331.

Unrelated deficiencies are cited.

Dates of Survey: October 26, 27, 28, 29,
30, November 2, 4, 5, 6, and 9, 2015.

Facility number: 000869
Provider number: 15G353
AIM number: 100244230

The following federal deficiencies also
reflect state findings under 460 IAC 9.
Quality Review of this report completed
by #15068 on 11/17/15.

W 0000

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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W 0102 483.410
GOVERNING BODY AND MANAGEMENT
Bldg. 00 | The facility must ensure that specific
governing body and management
requirements are met.
Based on record review, observation and W 0102 W 102 Governing Body 12/09/2015
interview, the Governing Body failed to The facility must ensure that specific
... L governing body and management
meet the Condition of Participation: .
) ) requirements are met.
Governing Body. The Governing Body
failed to provide oversight and direction 1. What corrective action will
to implement its policy and procedures be accomplished?
which prohibited abuse, neglect and The Progra_m Coordinator will
) ) do home observations weekly to
mistreatment for 4 of 4 sampled clients . .
) ensure staff are implementing the
(clients A, B, C and D) and for 2 plans of clients and the client’s needs
additional clients (clients E and F). The are being met.
governing body failed to document falls The Program Director will do
and report them to the administrator and home Observatw_ns bl'weel_dy to
ensure staff are implementing the
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to BDDS (Bureau of Developmental plans of clients and the client’s needs
Disabilities Services) and to investigate are be“f met. eted with th
. c . .. raining completed with the
falls resulting in injury, hospital visits . "? i
o staff regarding:
and requiring the use of emergency 0 How to measure wounds
medical personnel to assist client C after 0 How to document skin/wound
falling. The governing body failed to findings
develop and implement effective 0 Abuse, .neglect and exploitation-
. . . what constitutes abuse, report
corrective action to protect client C from expectations and investigation
falls after a history of falls was identified. expectations (competency test
The governing body failed to ensure staff provided)
were trained to competency to protect 0 How to document falls
client B from his wheelchair falling over g “g_lentto contact the Program
. . oordainator
durlng transp.ort asa resu.lt of 1mp.roper o How to properly secure a
securing of his wheelchair, and failed to wheelchair in the bus using the
train staff competently on the health wheelchair tie downs for Client B
needs of 3 of 4 sampled clients (clients B, O Training regarding the risk plans
C and D). The governing body failed to and health needs for Clients B, C and
e o D.
ensure .st.aff 1mplementeq identified . 6 How to monitor and document
supervision needs for client A and failed intake and elimination
to develop and implement effective 0 How to properly cath Client D
corrective action to address staff's unsafe O Review the supervision needs for
driving habits after they had been Client A :
dentified i . R Th o Staff duty sheets and cleaning
1dent1 1'e In an 1nYest1gat10n. e expectations
governing body failed to thoroughly o0 Client’s A-H diets
investigate an incident involving client A o Following the menus
being left alone and staff's unsafe driving. 0 Use of the food substitution logs
The governing body failed to thoroughly © Active treatment expectations
. tioat lleoati fab d (competency test provided)
inves 1gf1 e an'a ega% ion of abuse an o Behavior plans and/or
neglect involving clients C, E and F. documentation expectations for
Clients A-H
Findings include: 0 Staff approach
0 Vehicle use and safe driving
. . . training
1. The governing body failed to provide The Program Coordinator and
oversight and direction to implement its Program Director will be retrained
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policy and procedures which prohibited on the appointment process
abuse, neglect and mistreatment for 4 of eXpeCtanozs’ ,fOHOngg physician
. . recommendations an
4 sampled clients (clients A, B, C and D) o . .
. . ] communication expectations with the
and for 4 additional clients (clients E, F, nurse.
G and H). The governing body failed to The Program Coordinator will
document falls and report them to the be trained on when to contact the
administrator and to BDDS (Bureau of Program Director. .
e erel. . The Program Coordinator and
Developmental Disabilities Services) and p . . .
i ) R rogram Director will be trained on
to investigate falls resulting in injury, reportable incidents and notifying the
hospital visits and requiring the use of administrator.
emergency medical personnel to assist The Program Coordinator and
client C after falling. The governing body Pm,gram Dlre?tor will be, retrau,led
. . . on implementing corrective actions
failed to develop and implement effective
) ] ) to address staff performance
corrective action to protect client C from concerns and regarding
falls after a history of falls was identified. recommendations made from
ry
The governing body failed to ensure staff investigations.
were trained to competency to protect The,PrOgram. Coordmat,or and
. . . . Program Director will be retrained
client B from his wheelchair falling over . .
] ) on completing environmental
during transport as a result of improper inspections, notifying maintenance of
securing of his wheelchair, and failed to the maintenance needs of the home
train staff competently on the health and cleaning expectations of the
needs of 3 of 4 sampled clients (clients B, home. ) )
C and D). Th ino body failed The Program Coordinator will
and D). .e governing ) 0 y' ailed to be trained on how to follow dietary
ensure staff implemented identified guidelines for the residents, menus
supervision needs for client A and failed for the group home, shopping
to develop and implement effective according to the menus, using the
corrective action to address staff's unsafe food substitution logs, and ensuring
Vine habi f hev had b there is enough food in the home.
driving habits after they had been The Program Director will be
identified in an investigation. The retrained on investigation
governing body failed to thoroughly expectations and completing
investigate an incident involving client A thorough investigations. .
being left alone and staff's unsafe driving. ) The Program Director Wlll_ be
) ] retrained on the role and expectations
The governing body failed to thoroughly of the QIDP.
investigate an allegation of abuse and The Program Director will be
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neglect involving clients C, E and F. The retrained on the IDT process.
governing body failed to provide The Program Coordinator and
. . . Program Director will be retrained
oversight and direction to ensure the . .
o ) . on the expectations for the medical
home was maintained in good condition charts.
and had adequate food for 4 of 4 sampled The new nurse will be at the
clients (clients A, B, C and D) and 4 site weekly to help oversee the
additional clients (clients E, F, G and H). medical needs of the residents and
Pl W104 complete assessments as needed.
case see ’ The medical charts for the site
have been reviewed by the nurse.
2. The governing body failed to meet the The IDT is currently meeting
Condition of Participation: Client weekly to address Client C’s health
Protections. The governing body failed to care needs. The IDT will continue to
impl . li d d monitor his needs and may change
implement 1ts policy and p roc-:e ures to the need to meet weekly as his health
prevent abuse, neglect and mistreatment care needs improve and/or stabilize.
for 4 of 4 sampled clients (clients A, B, C Client C has been
and D) and for 2 additional clients participating in Physical Therapy
(clients E and F). The governing body services “,mhm the home.
failed to d fall d h Client C now has a walker,
atled to (_)Cl.lment alls and report them patient lift, gait belt, mat for his
to the administrator and to BDDS floor, audible monitor, motion alarm,
(Bureau of Developmental Disabilities bed rails and a wheelchair to assist in
Services) and to investigate falls preventing falls.
requiring the use of emergency medical ,C,hem ¢ ha_‘s h,ad one on one
1 st cli fer falli supervision to assist in fall
personnel to assist client C after falling. prevention. The IDT continues to
The governing body failed to develop and monitor the need for this level of
implement effective corrective action to supervision to continue. The IDT
protect client C from falls after a history will make secommendations for this
of falls was identified. The governing supervision to change as his he".ﬂ.th
. . care needs improve and/or stabilize.
body failed to ensure stat.“f were tralneq to Client C will participate in
Competency to pI'OteCt Cllent B fI‘Ol’n hlS programming to he]p him understand
wheelchair falling over during transport the need to use his adaptive
as a result of improper securing of his equipment and to complete his
wheelchair. The governing body failed to physical t,herap Y GXCLCISES.
. . ; Client C now has a C-pap
ensure staff implemented identified machine in place.
supervision needs for client A and failed Client C is participating in 15
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to develop and implement effective minute checks throughout the night
corrective action to address staff's unsafe to m;l’.mtor the use of his C-pap
.. . macnine.
.dr1V1r'1g ha‘plts af"ter théy h.ad been Client C was seen by his
identified in an investigation. The psychiatrist on 10-29-15 to monitor
governing body failed to ensure a his psych needs. He will see the
thorough investigation of an incident psychiatrist again in January or
involving client A being left alone and sooner if needed. _
.. Client C continues to see his
staff's unsafe driving. Please see W122. )
counselor to help address his mental
health needs.
3. The governing body failed to meet the The IDT has implemented
Condition of Participation: Health Care monthly staffings to ensure that the
Services. The governing body failed to team dlscysses the nee,d s of the
d ioht and direction t residents in the following areas:
provi ? .over51g and direc 19n 0 ensure home, behavior, IDT’s needed.
the facility's health care services family involvement, medical,
developed and implemented a system to workshop/day services, financial and
document, monitor, and develop adaptive equipment.
corrective action after a series of falls ~ Daily nursing oversight for
. Ivi 1 C line in imi Client C was completed through
nvo .Vmg .c .1ent resu .tllng In 1njury, 11-24-15.
hospital visits and requiring the use of Currently the nurse is
emergency medical personnel to assist assessing Client C three times a
client C after falling. The governing body week. The IDT will contime to
failed to provide oversight to ensure monitor ,the need f(?r this level of
. . . d o supervision to continue. The IDT
nursing services monitored to ensure sta will make recommendations for this
accurately documented implementation supervision to change as his health
of clients B and D risk plans to address care needs improve and/or stabilize.
pressure ulcers (client B) and urinary ~ Client B, C and D’s risk plans
tract infections (client D) resulting in will ,bfa‘ reVIe,WEd b,y the nurse.
h talizati 1 Revisions will be implemented as
ospitalization. Please see W318. necessary.
Program
This federal tag relates to complaints Coordinator/QIDP/nurse oversight of
#IN00175282 and #IN00185516. the MAR’s, intake/elimination and
skin/wound documentation (daily
9-3-1(a) basis Program Coordinator) and
when in the home (QIDP and nurse)
to ensure it is completed and holes
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are addressed appropriately.

A new nurse is currently
going through training. The
importance of documenting her
assessments accurately and ongoing
will be addressed.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.

Client D has a scheduled
urology appointment on 12-21-15.

Formal programming to be
implemented for Client D on
reporting symptoms of a UTL.

Competency training with the
nurse was completed with staff on
10-28 and 10-29-15 which included
one person transfers, two person
transfers, use of a gait belt,
wheelchair safety, and one person
assist.

Training was completed by
the nurse on 10-29-15 included body
mechanics/safe transfers, updated fall
risk plan for Client C, adaptive
equipment and change in health
status reporting.

The nurse will monitor staff
documentation at a minimum of
weekly and communicate with the
necessary team members as needed.

The nurse will conduct
quarterly staff observations to ensure
continued competency over adaptive
equipment, body mechanics/safe
transfers.

Client Specific training for
new staff will include body
mechanics/safe transfers and the use
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of a gait belt.

The Program Coordinator will
check adaptive equipment weekly to
ensure compliance.

The living room floor rug has
been removed.

The living room carpet has
been cleaned.

The hole in the wall next to
the medication room was repaired.

The hole in the closet door for
Client’s B and H will be repaired.

Client C’s ISP will be updated
to reflect his current needs.

The IDT will monitor trends
and patterns in client reportable
incidents. The IDT will convene as
necessary to discuss an increase in
reportable incidents such as falls.

In the event that Client B has
a pressure sore, the nurse will
monitor and/or assess Client B on at
least a weekly basis until the sore has
resolved.

Client B currently does not
have a pressure sore.

2.  How will we identify other
residents having the potential to be
affected by the same deficient
practice and what corrective
action will be taken?

All residents have the
potential to be affected by the same
deficient practice.

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
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home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:
0 How to measure wounds
o0 How to document skin/wound
findings
O Abuse, neglect and exploitation-
what constitutes abuse, report
expectations and investigation
expectations (competency test
provided)
0 How to document falls
0 When to contact the Program
Coordinator
0 How to properly secure a
wheelchair in the bus using the
wheelchair tie downs for Client B
0 Training regarding the risk plans
and health needs for Clients B, C and
D.
0 How to monitor and document
intake and elimination
o How to properly cath Client D
0 Review the supervision needs for
Client A
0 Staff duty sheets and cleaning
expectations
0 Client’s A-H diets
o Following the menus
0 Use of the food substitution logs
0 Active treatment expectations
(competency test provided)
0 Behavior plans and/or
documentation expectations for
Clients A-H
o Staff approach
0 Vehicle use and safe driving
training

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

VDTY11 Facility ID: 000869 If continuation sheet

Page 9 of 240




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

PRINTED: 12/29/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G353

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

1

1/09/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1012 PARKWAY DR
ANDERSON, IN 46012

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

The Program Coordinator and
Program Director will be retrained
on the appointment process
expectations, following physician
recommendations and
communication expectations with the
nurse.

The Program Coordinator will
be trained on when to contact the
Program Director.

The Program Coordinator and
Program Director will be trained on
reportable incidents and notifying the
administrator.

The Program Coordinator and
Program Director will be retrained
on implementing corrective actions
to address staff performance
concerns and regarding
recommendations made from
investigations.

The Program Coordinator and
Program Director will be retrained
on completing environmental
inspections, notifying maintenance of
the maintenance needs of the home
and cleaning expectations of the
home.

The Program Coordinator will
be trained on how to follow dietary
guidelines for the residents, menus
for the group home, shopping
according to the menus, using the
food substitution logs, and ensuring
there is enough food in the home.

The Program Director will be
retrained on investigation
expectations and completing
thorough investigations.

The Program Director will be
retrained on the role and expectations
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of the QIDP.

The Program Director will be
retrained on the IDT process.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts.

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

The medical charts for the site
have been reviewed by the nurse.

The IDT will continue to
monitor the needs of all of the
clients. The IDT will convene to
address and monitor the health care
needs of the residents until they
improve and/or stabilize.

The need for adaptive
equipment for the residents will be
reviewed. In the event that additional
adaptive equipment is needed the
IDT will obtain it per physician
recommendations.

The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis or more frequently as the
needs arise.

The Program Director/QIDP
will ensure that there is formal
programming in place for all
residents that address identified
needs.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
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workshop/day services, financial and
adaptive equipment.

All resident risk plans will be
reviewed by the nurse. Revisions will
be implemented as necessary.

Program
Coordinator/QIDP/nurse oversight of
the MAR’s, intake/elimination and
skin/wound documentation (daily
basis Program Coordinator) and
when in the home (QIDP and nurse)
to ensure it is completed and holes
are addressed appropriately.

A new nurse is currently
going through training. The
importance of documenting her
assessments accurately and ongoing
will be addressed.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.

Competency training with the
nurse was completed with staff on
10-28 and 10-29-15 which included
one person transfers, two person
transfers, use of a gait belt,
wheelchair safety, and one person
assist.

Training was completed by
the nurse on 10-29-15 included body
mechanics/safe transfers, updated fall
risk plan for Client C, adaptive
equipment and change in health
status reporting.

The nurse will monitor staff
documentation at a minimum of
weekly and communicate with the
necessary team members as needed.

The nurse will conduct
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quarterly staff observations to ensure
continued competency over adaptive
equipment, body mechanics/safe
transfers.
Client Specific training for
new staff will include body
mechanics/safe transfers and the use
of a gait belt.
The Program Coordinator will
check adaptive equipment weekly to
ensure compliance.
The Program Coordinator will
monitor the cleanliness of the
environment daily when they are in
the home.
The Program Coordinator will
monitor the maintenance needs of the
environment daily when they
W 0104 483.410(a)(1)
GOVERNING BODY
Bldg. 00 The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on record review, observation and W 0104 W 104 Governing Body 12/09/2015
interview, the Governing Body failed to The facility must exercise general
. . . . policy, budget, and operating
provide oversight and direction to direction over the facility.
implement its policy and procedures
which prohibited abuse, neglect and 1. What corrective action will
mistreatment for 4 of 4 sampled clients be accomplished?
(clients A, B, C and D) and for 4 The Progra‘m Coordinator will
additional clients (clients E, F, G and H). do home Observfcmons weekly 0
ensure staff are implementing the
The governing body failed to document plans of clients and the client’s needs
falls and report them to the administrator are being met.
and to BDDS (Bureau of Developmental The Program Director will do
Disabilities Services) and to investigate home Observatl(fns bl'weel,dy to
e . . . ensure staff are implementing the
falls resulting in injury, hospital visits plans of clients and the client’s needs
and requiring the use of emergency are being met.
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medical personnel to assist client C after Training completed with the
falling. The governing body failed to Staflf{regardmg: ‘
. . 0 How to measure wounds
develoP and 1@plement effeCt.lve 0 How to document skin/wound
corrective action to protect client C from findings
falls after a history of falls was identified. 0 Abuse, neglect and exploitation-
The governing body failed to ensure staff what constitutes abuse, report
were trained to competency to protect eXpectasonS ?nd mvfsngattlortl
. . . . cxXpectations (competency tes
client B from his wheelchair falling over pr(l)) vided) peieney
during transport as a result of improper 0 How to document falls
securing of his wheelchair, and failed to 0 When to contact the Program
train staff competently on the health Coordinator
needs of 3 of 4 sampled clients (clients B, OthZ o P“;Eer:)y seeure Etlh
. . wheelchair 1 the bus using the
Cand D). T}_le governing t.)Ody .falled to wheelchair tie downs for Client B
ensure staff implemented identified 0 Training regarding the risk plans
supervision needs for client A and failed and health needs for Clients B, C and
to develop and implement effective D. .
corrective action to address staff's unsafe ° . II;IOW tdo Ton,ltoi and document
.. . ntake and €limination
firlvnjlg ha?lts aI.Cter the.:y h'ad been 0 How to properly cath Client D
identified in an investigation. The 0 Review the supervision needs for
governing body failed to thoroughly Client A
investigate an incident involving client A O Staff duty sheets and cleaning
being left alone and staff's unsafe driving. ZXP Z?anto,nsA H diet
. . ient’s A- 1CtS
The governing body failed to thoroughly o Following the menus
investigate an allegation of abuse and 0 Use of the food substitution logs
neglect involving clients C, E and F. The 0 Active treatment expectations
governing body failed to provide (competency test provided)
oversight and direction to ensure the ° Behavw,r plans and/(,)r
. . . . documentation expectations for
home was maintained in good condition Clients A-H
and had adequate food for 4 of 4 sampled o Staff approach
clients (clients A, B, C and D) and 4 0 Vehicle use and safe driving
additional clients (clients E, F, G and H). training
The Program Coordinator and
.. . . Program Director will be retrained
Findings include: on the appointment process
expectations, following physician
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1. Observations were completed at the recommendations and
group home on 10/26/15 from 5:55 PM communication expectations with the
. . nurse.
u.n'fll 7:06 PM. The rug on the floo.r 1n'the The Program Coordinator will
living room had 28 stains ranging in size be trained on when to contact the
from 1 " (inch) in diameter to 4 and 1/2 Program Director.
inches by 6 inches by 2 inches (irregular The Program Coordinator and
shaped). There was a hole in the wall 3 ngrar&D}re?;(’r will Ze tra.lfn?d OIL
. . reportable incidents and notifying the
and 1/2 inches by 3 inches next to the a dlin inistrator yine
medication room used by clients A, B, C, The Program Coordinator and
D, E, F, G and H. There was a hole in the Program Director will be trained on
closet door of clients Band H's reporting incidents to the
bedroom closet. administrator timely. .
The Program Coordinator and
) ) Program Director will be retrained
Staff #3 was interviewed on 10/26/15 at on implementing corrective actions
6:15 PM and stated the hole in the wall to address staff performance
had been made by client G who had hit concerns and regarding
the wall " about 6 weeks ago. " ,recom,mel,ldanons made from
mvestigations.
) The Program Coordinator and
The PC (Program Coordinator) was Program Director will be retrained
interviewed on 10/26/15 at 6:10 PM and on completing environmental
indicated he had just started working at inspections, notifying maintenance of
the home last week and he was uncertain the maintenance need.s of the home
. and cleaning expectations of the
of the status of the repairs, or of the status home
of plans to address the condition of the The Program Coordinator will
rug. be trained on how to follow dietary
guidelines for the residents, menus
2. Observations at the group home were for the £roup home, shopp g
leted 10/27/15 f 10 AM according to the menus, using the
COIl:lp eted on '7 5 from 7" food substitution logs, and ensuring
until 8:38 AM. Client C ate a cinnamon there is enough food in the home.
roll and beverage. No other food items The Program Director will be
were offered for the breakfast meal. An retrained on investigation
uneaten partial pan of rolls was on the xp ectatlo'ns am,i comp leting
. thorough investigations.
kitchen counter. The Program Director will be
retrained on the role and expectations
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The menu for the week dated week 3 of the QIDP.
fall/winter menu was reviewed on . Tdhe Pr}?g;")n% Director will be
. . retrained on the TOCCSS.
10/27/15 at 8:00 AM and indicated 3/4 proces
e ) The Program Coordinator and
cup of apple juice, 3/4 cup of whole grain Program Director will be retrained
cereal or 1/2 cup of cereal of choice, 2 on the expectations for the medical
slices of whole wheat toast, 1 tsp charts.
(teaspoon) of margarine, 1 boiled egg, 1 _ Thenewnurse will be at the
fwat ffeolt desired and 1 site weekly to help oversee the
cup o W?'.l er, C_O ce/tea as e.sn‘e an medical needs of the residents and
cup of skim milk or 1/2 % milk. complete assessments as needed.
The medical charts for the site
Staff #4 was interviewed on 10/27/15 at have been reviewed by the nurse.
8:05 AM and indicated there was no food The IDT is currently meeting
i the h listed h weekly to address Client C’s health
in the house listed on the menu except care needs. The IDT will continue to
"
cereal and stated, "They had that monitor his needs and may change
yesterday." She indicated clients A, B, the need to meet weekly as his health
D, E, F, G and H had already eaten their care needs improve and/or stabilize.
breakfast of cinnamon rolls.  Client C has been
participating in Physical Therapy
) services within the home.
The contents of the refrigerator, freezer Client C now has a walker,
and pantry shelves were observed on patient lift, gait belt, mat for his
10/27/15 at 8:05 AM and indicated there floor, audible monitor, motion alarm,
. . . bed rails and a wheelchair to assist in
were 8 eggs, 2 containers of biscuits, 1 ;
inch s .. 1 £ milk. 2 preventing falls.
nc r.emalnmg ma gffl on. 0 I'nl > Client C has had one on one
containers of buttermilk biscuits, 3 cans supervision to assist in fall
of frozen fruit punch, 3 plastic containers prevention. The IDT continues to
of cereal, 7 potatoes, 3 onions, and 1 zip HONIOEIE ES or this IGVEl ot
closed 1 pound plastic container of sliced supervision to continue. The IDT -
6 hick will make recommendations for this
rozen chicken meat. supervision to change as his health
care needs improve and/or stabilize.
The Program Director was interviewed Client C will participate in
on 10/29/15 at 7:30 AM. When asked programming to help him understand
about adequate food in the home, he the ?eed to use his adaptive ,
L. equipment and to complete his
indicated there should be adequate food physical therapy exercises.
and he Supplied the Staff Wlth fundS to Client C now has a C_pap
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purchase enough food. machine in place.
Client C is participating in 15
. . . minute checks throughout the night
3. The Governing Body failed to provide to monitor the use o ? his C-pap £
oversight and direction to implement its machine.
policy and procedures which prohibited Client C was seen by his
abuse, neglect and mistreatment for 4 of psychiatrist on 10-29-15 to monitor
4 sampled clients (clients A, B, C and D) his pﬁ?"ih.nteedsj He ‘;’IH see the
.. . . Sycniatrist again in January or
and 2 additional clients (clients E and F). ls) oZner i neefe d v
The governing body failed to document Client C continues to see his
falls and report them to the administrator counselor to help address his mental
and to BDDS (Bureau of Developmental health needs.
Disabilities Services) and to investigate The IDT has implemented
e . . . monthly staffings to ensure that the
falls resulting in injury, hospital visits team discusses the needs of the
and requiring the use of emergency residents in the following areas:
medical personnel to assist client C after home, behavior, IDT’s needed,
falling. The governing body failed to family involvement, medical,
develop and implement effective “:iorkts,h()p/ da,y Sewices’ financial and
. . . adaptive equipment.
corrective action to protect client C from P Dagy Eursing oversight for
falls after a history of falls was identified. Client C was completed through
The governing body failed to ensure staff 11-24-15.
were trained to competency to protect Currently the nurse is
client B from his wheelchair falling over assessing Client C three Flmes a
duri It of i week. The IDT will continue to
urm_g transp.ort asa resu. t ot improper monitor the need for this level of
securing of his wheelchair. The supervision to continue. The IDT
governing body failed to ensure staff will make recommendations for this
implemented identified supervision needs supervision to change as his health
for client A and failed to develop and care neec(i,s mtl%r Oée alclld]/)o,r St_azlhlze'
i X . . ient B, C an s risk plans
implement effective cor.ref:tlve ac'tlon to will be reviewed by the nurse.
address staff's unsafe driving habits after Revisions will be implemented as
they had been identified in an necessary.
investigation. The governing body failed 'ngram .
to thoroughly investigate an incident Coordmamr/,QIDP/m%rS? OV_erSIght of
. . : ; the MAR’s, intake/elimination and
involving chent.A. being left alone? and skin/wound documentation (daily
staff's unsafe driving. The governing basis Program Coordinator) and
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body failed to thoroughly investigate an when in the home (QIDP and nurse)
allegation of abuse and neglect involving to enzzrre it 1(51 completed T‘d holes
. are addressed appropriately.
clients C, E and F. Please see W149. PPTop Y
A new nurse is currently
going through training. The
4. The governing body failed for 2 of 4 importance of documenting her
sampled clients (clients B and C), to assessments accurately and ongoing
document falls and report them to the will be ;Edressed’ 1 be trained
.. € nurse wi ¢ traincd on
administrator and to BDDS (Bureau of how to follow up with physician
Developmental Disabilities Services) in recommendations to ensure they are
accordance to state law. Please see implemented and/or addressed by the
W153. IDT.
Client D has a scheduled
. . urology appointment on 12-21-15.
5. The governing body failed for 2 of 2 gyFoI;rFr,lal programming to be
sampled clients (clients B and C) to implemented for Client D on
thoroughly investigate falls involving reporting symptoms of a UTL
clients B and C. The governing body Competency training with the
failed to thoroughly investigate an nurse was completed Wl_th S,taff on
L . . . . 10-28 and 10-29-15 which included
incident involving client A being left
o one person transfers, two person
alone and staff's unsafe driving. The transfers, use of a gait belt,
governing body failed to thoroughly wheelchair safety, and one person
investigate an allegation of abuse and assist. o
neglect involving clients C, E and F. Training was Co,mpleted by
Pl W154 the nurse on 10-29-15 included body
casc sce : mechanics/safe transfers, updated fall
risk plan for Client C, adaptive
6. The governing body failed for 2 of 4 equipment and change in health
sampled clients (clients B and C) to status reporting. '
develop and implement effective The nurse will monitor staff
. . . documentation at a minimum of
corrective acthlon to protect cl1er'1t C f.rom weekly and communicate with the
falls after a history of falls was identified. necessary team members as needed.
The governing body failed to protect The nurse will conduct
client B from his wheelchair falling over quarterly staff observations to ensure
. . continued competency over adaptive
during transport as a result of improper . ,
; £ his wheelchai d failed equipment, body mechanics/safe
securing of his wheelchair, and failed to transfers.
provide supervision and protect client A Client Specific training for
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDTY11 Facility ID: 000869 If continuation sheet Page 18 of 240




PRINTED:  12/29/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G353 B. WING 11/09/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1012 PARKWAY DR
REM OCCAZIO LLC ANDERSON, IN 46012
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
from impaired/unsafe driving by the same new staff will include body
staff who failed to secure the wheelchair mfeChaIPf/ lsafe transfers and the use
. . of a gait belt.
Pr()perly' The gOYemmg b0§y falle.d to The Program Coordinator will
implement effective corrective action to check adaptive equipment weekly to
address the staff's unsafe driving habits ensure compliance.
after they had been identified in an The living room floor rug has
investigation. Please see W157. been removed.
The living room carpet has
) . ) been cleaned.
7. The governing body failed to train staff The hole in the wall next to
competently on the behavioral needs of 1 the medication room was repaired.
additional client (client F). Please see The hole in the closet door for
W191 Client’s B and H will be repaired.
' Client C’s ISP will be updated
) ) ) to reflect his current needs.
8. The governing body failed to train staff The IDT will monitor trends
competently on the health needs of 3 of 4 and patterns in client reportable
Sampled Clients (clients B’ C and D). incidents. The IDT will convene as
Please see W192 necessary to discuss an increase in
' reportable incidents such as falls.
) ) ] In the event that Client B has
9. The governing body failed to provide a pressure sore, the nurse will
oversight to ensure the facility's health monitor and/or assess Client B on at
care services developed and implemented least a weekly basis until the sore has
. resolved.
a system to document, monitor, and .
dd li C's chaneine health Client B currently does not
address client s c anglng. ealt 'care have a pressure sore.
needs after a series of falls involving Staff 4 was trained by the
client C resulting in injury, hospital visits Behavior Clinician on 11-4-15 on
and requiring the use of emergency Client F’s behavior plan.
medical personnel to assist client C after . L
falli Th ine body failed 2.  How will we identify other
alling. 1he g(.)\']emmg 0 y 1at e to residents having the potential to be
ensure the facility's nursing services affected by the same deficient
provided monitoring to ensure staff practice and what corrective
accurately documented implementation action will be taken?
. . All residents have th
of clients B and D risk plans to address A Tesidents have The
. ) potential to be affected by the same
pressure ulcers (client B) and urinary deficient practice.
tract infections (client D) resulting in The Program Coordinator will
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hospitalization. Please see W331.

This federal tag relates to complaints
#IN00175282 and #IN00185516.

9-3-1(a)

do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

0 How to measure wounds

0 How to document skin/wound
findings

O Abuse, neglect and exploitation-
what constitutes abuse, report
expectations and investigation
expectations (competency test
provided)

0 How to document falls

0 When to contact the Program
Coordinator

0 How to properly secure a
wheelchair in the bus using the
wheelchair tie downs for Client B

0 Training regarding the risk plans
and health needs for Clients B, C and
D.

0 How to monitor and document
intake and elimination

o0 How to properly cath Client D

0 Review the supervision needs for
Client A

0 Staff duty sheets and cleaning
expectations

0 Client’s A-H diets

o Following the menus

0 Use of the food substitution logs
O Active treatment expectations
(competency test provided)

0 Behavior plans and/or

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

VDTY11 Facility ID: 000869 If continuation sheet

Page 20 of 240




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

PRINTED: 12/29/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G353

B. WING 1

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
A. BUILDING 00 COMPLETED

1/09/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

1012 PARKWAY DR
ANDERSON, IN 46012

(X4) ID
PREFIX
TAG

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

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

(X5)
COMPLETION
DATE

documentation expectations for
Clients A-H

o Staff approach

0 Vehicle use and safe driving
training

The Program Coordinator and
Program Director will be retrained
on the appointment process
expectations, following physician
recommendations and
communication expectations with the
nurse.

The Program Coordinator will
be trained on when to contact the
Program Director.

The Program Coordinator and
Program Director will be trained on
reporting incidents to the
administrator timely.

The Program Coordinator and
Program Director will be trained on
reportable incidents and notifying the
administrator.

The Program Coordinator and
Program Director will be retrained
on implementing corrective actions
to address staff performance
concerns and regarding
recommendations made from
investigations.

The Program Coordinator and
Program Director will be retrained
on completing environmental
inspections, notifying maintenance of
the maintenance needs of the home
and cleaning expectations of the
home.

The Program Coordinator will
be trained on how to follow dietary
guidelines for the residents, menus
for the group home, shopping
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according to the menus, using the
food substitution logs, and ensuring
there is enough food in the home.

The Program Director will be
retrained on investigation
expectations and completing
thorough investigations.

The Program Director will be
retrained on the role and expectations
of the QIDP.

The Program Director will be
retrained on the IDT process.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts.

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

The medical charts for the site
have been reviewed by the nurse.

The IDT will continue to
monitor the needs of all of the
clients. The IDT will convene to
address and monitor the health care
needs of the residents until they
improve and/or stabilize.

The need for adaptive
equipment for the residents will be
reviewed. In the event that additional
adaptive equipment is needed the
IDT will obtain it per physician
recommendations.

The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis or more frequently as the
needs arise.

The Program Director/QIDP
will ensure that there is formal
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programming in place for all
residents that address identified
needs.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

All resident risk plans will be
reviewed by the nurse. Revisions will
be implemented as necessary.

Program
Coordinator/QIDP/nurse oversight of
the MAR’s, intake/elimination and
skin/wound documentation (daily
basis Program Coordinator) and
when in the home (QIDP and nurse)
to ensure it is completed and holes
are addressed appropriately.

A new nurse is currently
going through training. The
importance of documenting her
assessments accurately and ongoing
will be addressed.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.

Competency training with the
nurse was completed with staff on
10-28 and 10-29-15 which included
one person transfers, two person
transfers, use of a gait belt,
wheelchair safety, and one person
assist.

Training was completed by
the nurse on 10-29-15 included body
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mechanics/safe transfers, updated fall
risk plan for Client C, adaptive
equipment and change in health
status reporting.
The nurse will monitor staff
documentation at a minimum of
weekly and communicate with the
necessary team members as needed.
The nurse will conduct
quarterly staff observations to ensure
continued competency over adaptive
equipment, body mechanics/safe
transfers.
Client Specific training for
new staff will include body
mechanics/safe transfers and the use
of a gait belt.
W 0122 483.420
CLIENT PROTECTIONS
Bldg. 00 | The facility must ensure that specific client
protections requirements are met.
Based upon observation, record review, and W 0122 W 122 Client Protections 12/09/2015
interview, the facility failed to meet the The facility must ensure that specific
Condition of Participation: Client ¢ letm protections requirements are
. g . me .
Protections. The facility failed to
implement its policy and procedures to 1. What corrective action will
prevent abuse, neglect and mistreatment be accomplished?
for 4 of 4 sampled clients (clients A, B, C . ThebPr"gram Coord‘?ator will
. . h ti kly t
and D) and for 2 additional clients © OMe ODSEIVATIONS Weekty 1o
] o ) ensure staff are implementing the
(clients E and F). The facility failed to plans of clients and the client’s needs
document falls for client C, report them are being met.
to the administrator and to BDDS The Program Director will do
(Bureau of Developmental Disabilities home Observat“’_“s b"weel_‘ly to
. . . ensure staff are implementing the
Services) and to investigate falls . .
o . plans of clients and the client’s needs
requiring the use of emergency medical are being met.
personnel to assist client C after falling. Training completed with the
The facility failed to develop and staff regarding:
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implement effective corrective action to 0 Abuse, neglect and exploitation-
protect client C from falls after a history what constifutes abuse, report
£ fall as identified expectations and investigation
0 § was identitied. expectations (competency test
provided)
This noncompliance resulted in an 0 How to document falls
IMMEDIATE JEOPARDY. The 0 When to contact the Program
IMMEDIATE JEOPARDY began on Coc;rldlnator |
) 0 How to properly secure a
10/7/15. The Immediate Jeopardy was © Propet’y sect
. . wheelchair in the bus using the
identified on 10/28/15 at 12:55 PM. The wheelchair tie downs for Client B
Area Director, Regional Director, 0 Training regarding the risk plans
Program Director, Behavioral Services and health needs for Clients B, C and
Clinician, Program Coordinator and D. Behavior ol 4
. . [0} c¢havior plans and/or
Registered Nurse were notified of the P .
] documentation expectations for
Immediate Jeopardy on 10/28/15 at 4:55 Clients A-H
PM. o Staff approach
0 Vehicle use and safe driving
A plan of action from the facility to trammgT he P Coordinator and
. . . € rrogram Coordimator an
remove the lmmed.late jeopardy, dated Program Director will be retrained
10/29/15 was received on 10/29/15 at on the appointment process
6:20 PM. The plan indicated the expectations, following physician
following steps would be immediately recommendations and
implemented: communication expectations with the
. nurse.
) ) ) The Program Coordinator will
"The following actions and protective be trained on when to contact the
measures are in place or are in process to Program Director.
. . . . The Program Coordinator and
abate the immediate jeopardy in regards Program Director will be trained on
to the noted failure to identify, develop reportable incidents and notifying the
and implement effective corrective action administrator. .
The Program Coordinator and
to prevent falls at Parkway. Program Director will be trained on
10.28.15 reporting incidents to the
. . administrator timely.
-[Nurse], LPN (licensed practical nurse) The Program Coordinator and
provided body mechanics training to Program Director will be retrained
on implementing corrective actions
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current on-duty staff. These staff to address staff performance
.. . . concerns and regarding
successfully participated in repeat skills recommendations made from
demonstration with this nurse which investigations.
included one person transfer, two person The Program Coordinator and
. . Program Director will be retrained
transfer, use of gait belt, wheel chair on completing environmental
safety, and one person assist. inspections, notifying maintenance of
_1:1 one to one staff support was the malntc.enance need§ of the home
) ) ) and cleaning expectations of the
implemented to reduce the risk of this home.
client falling. The Program Director will be
. retrained on investigation
-[Nurse #1], LPN completed a nursing . gation
expectations and completing
assessment on this client during the thorough investigations.
evening of 10.28.15 in his home. _ The Program Director will be
) retrained on the role and expectations
-[Nurse #2], LPN completed a nursing of the QIDP.
assessment on this client during the The Program Director will be
. C . trained on the IDT .
morning of 10.28.15 in his home. retraimec on The FUT prosess
The new nurse will be at the
-Communication was attempted (2 calls site weekly to help oversee the
and 1 fax) with [Doctor] (PCP) (Primary medical needs of the residents and
. complete assessments as needed.
Care Physician) by [Name of RN], RN The IDT is currently meeting
(registered nurse). weekly to address Client C’s health
~Human Rights approval was obtained care needs. The IDT will continue to
] o monitor his needs and may change
for the following restrictions: the need to meet weekly as his health
-Bell to signal staff for his request to care needs improve and/or stabilize.
Client C has been
ambulate and/or transfer participating in Physical Therapy
-Audible Personal monitor placed services within the home.
next to his bed to ensure safety _ Client C now has a walker,
. . patient lift, gait belt, mat for his
-Personal weight sensitive alarm used floor. audible monitor. motion alarm
in his bed or chair to signal staff should bed rails and a wheelchair to assist in
he attempt ambulation without preventing falls.
) p ) Client C has had one on one
assistance from either place. supervision to assist in fall
prevention. The IDT continues to
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDTY11 Facility ID: 000869 If continuation sheet Page 26 of 240




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

PRINTED: 12/29/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G353 B. WING 11/09/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1012 PARKWAY DR
REM OCCAZIO LLC ANDERSON, IN 46012
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
-Mat on the floor next to his bed for monitor the need for this level of
fot supervision to continue. The IDT
salety will make recommendations for this
-Physician order for mechanical lift to supervision to change as his health
assist with safe transfers as needed care needs improve and/or stabilize.
. . Client C will participate in
-Half bed rail to reduce the risk of programming to help him understand
this client falling from his bed and to the need to use his adaptive
assist  with independent repositioning equipment and to comp lete his
o physical therapy exercises.
while in his bed Client C now has a C-pap
-Gait belt to ensure safe ambulation machine in place.
. Client C is participating in 15
to decrease the risk of falls minute checks throughout the night
-Use of the wheelchair at all times to to monitor the use of his C-pap
ensure safe ambulation machine. .
. L . Client C was seen by his
-IDT (interdisciplinary team meeting) psychiatrist on 10-29-15 to monitor
was held to discuss the needs of this his psych needs. He will see the
. . hiatrist again in J;
client  with regards to recent falls and pSychudlist againt i Januaty ot
sooner if needed.
subsequent requests for lift assistance Client C continues to see his
from the local fire department. counselor to help address his mental
10.29.1 health needs.
0.29.15 The IDT has implemented
-[Nurse #1], LPN provided body monthly staffings to ensure that the
mechanics training to an oncoming staff tea@ dlscysses the neefis of the
) residents in the following areas:
the morning of 10.29.15. These staff home, behavior, IDT’s needed,
successfully participated in repeat skills family involvement, medical,
. . . . workshop/day services, financial and
demonstration with this nurse which Snoprcay
adaptive equipment.
included one person transfer, two person Daily nursing oversight for
transfer, use of gait belt, wheel chair Client C was completed through
) 11-24-15.
safety, and one person assist. Currently the nurse is
-[Nurse #2], LPN provided a nursing assessing Client C three times a
assessment of this client while in his Weelf' The IDT will continue to
monitor the need for this level of
home. supervision to continue. The IDT
will make recommendations for this
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-[Nurse #1], LPN observed this client supervision to change as his health
in his home durine a visit this mornin care needs improve and/or stabilize.
urng a v & Client B, C and D’s risk plans
-[Name of RN], RN provided staff will be reviewed by the nurse.
training for the group home staff. Revisions will be implemented as
. . . necessary.
Training included the following Program
topics: body mechanics/safe transfers, Coordinator/QIDP/nurse oversight of
gait belt use, mechanical lift use, the, MAR’s, mtake/ehml,nanon _and
) ) skin/wound documentation (daily
updated fall risk plan, adaptive basis Program Coordinator) and
equlpment’ and change in health when in the home (QIDP and nurse)
tat " to ensure it is completed and holes
status reporting. are addressed appropriately.
-The home staff successfully The nurse will be trained on
participated in repeat skills how to follow up with physician
) ) ) recommendations to ensure they are
demonstration with the nurses which implemented and/or addressed by the
included one person transfer, two person IDT.
. . C t traini ith th
transfer, use of gait belt, wheel chair ormpetency waing with the
nurse was completed with staff on
safety, one person assist, use of a 10-28 and 10-29-15 which included
mechanical lift and use of slide board. one person transfers, two person
A hanical Lif del; d transfers, use of a gait belt,
-A new mechanical litt was delivere wheelchair safety, and one person
to the home. assist.
-The non-skid mat was placed beside Training was comp leted by
) the nurse on 10-29-15 included body
his bed. mechanics/safe transfers, updated fall
-The half bed rail was installed on his risk plan for Client C, adaptive
bed equipment and change in health
’ status reporting.
-The personal alarm was provided to The nurse will monitor staff
him. He chose to maintain possession. documentation af a minimum of
. . weekly and communicate with the
-A bell was secured to his wheelchair. necessary team members as needed.
-An IDT was held with this client to The nurse will conduct
discuss his current safety needs as related quar_terly staff observations to cnsure
continued competency over adaptive
to  recent falls and supports equipment, body mechanics/safe
transfers.
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implemented to ensure his general safety. Client Specific training for
Formal training was implemented new staff will include body
gw P mechanics/safe transfers and the use
with this client to increase his of a gait belt.
independence  with general safety. The Program Coordinator will
. . check adaptive equipment weekly to
-[Name], RN received (sic) return call ensure compliance.
from [PCP name] office regarding the The IDT will monitor trends
needs of this client. The doctor is ?“4 patterns in client rep ortable
] incidents. The IDT will convene as
currently out of the office on this day but necessary to discuss an increase in
the nurse reported she would reportable incidents such as falls.
icat ts to hi d Staff 4 was trained by the
communicate any requests to iim an Behavior Clinician on 11-4-15 on
respond accordingly. Client F’s behavior plan.
-[Name], RN had phone
L . . 2.  How will we identify other
communication with [hospital home residents having the potential to be
health PT (physical therapy) to follow affected by the same deficient
up on their assessment completed on practice and what corrective
P P action will be taken?
10.28.15. All residents have the
-This client attended his psychiatric potential to be affected by the same
. . deficient practice.
appointment as scheduled on this day. No The Program Coordinator will
changes noted. do home observations weekly to
_The Behavioral Support Plan has ensure staf.f are 1mplemen.t1ng the
i o plans of clients and the client’s needs
been revised to reflect the restrictions as are being met.
noted above. The Program Director will do
. . . home observations bi-weekly to
The following actions, protective . .
ensure staff are implementing the
measures and monitoring will be plans of clients and the client’s needs
implemented moving forward. are being met. .
. . . . Training completed with the
-Facility nurse will provide daily staff regarding:
observations of this client and 0 Abuse, neglect and exploitation-
. . what constitutes abuse, report
communicate with necessary team . . o
expectations and investigation
members as needed. expectations (competency test
provided)
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-Facility nurse will monitor staff 0 How to document falls
. .. 0 When to contact the Program
documentation at minimum weekly and . &
Coordinator
communicate with necessary team 0 How to properly secure a
members as needed wheelchair in the bus using the
L . . wheelchair tie downs for Client B
-Staff training will be provided on 0 Training regarding the risk plans
procedures for reporting of incidents on and health needs for Clients B, C and
D.
Monday 11.2.15. .
o ) 0 Behavior plans and/or
-Facility nurse will conduct quarterly documentation expectations for
staff observations to ensure continued Clients A-H
" danti . ¢ o Staff approach
competency over adaptive equipment, 0 Vehicle use and safe driving
body mechanics/safe transfers. training
-Continue with Physical Therapy The Program Coordinator and
) Program Director will be retrained
recommendations. on the appointment process
-Follow up with recent sleep study expectations, following physician
recommendations and
results and any subsequent o . .
communication expectations with the
recommendations. nurse.
-The IDT will convene to discuss any The Program Coordinator will
. . be trained on when to contact the
identified health related needs as needed. Program Director.
-Client specific training for new staff The Program Coordinator and
will include body mechanics training/safe Progr?m 1.)1r(?ct0r will be trained on
. reporting incidents to the
transfers and the use of a gait belt. administrator timely.
-The Program Coordinator will check The Program Coordinator and
. . Program Director will be trained on
adaptive equipment weekly to ensure o e
reportable incidents and notifying the
compliance." administrator.
The Program Coordinator and
. Program Director will be retrained
On 10/29/15 from 6:30 AM until 8:30 on implementing corrective actions
AM, upon arrival at the group home, to address staff performance
client C was asleep in his bed. When concerns and regarding
client C needed to use the restroom, nurse recommendations made from
. . . investigations.
#1 demonstrated how to assist client C in g . .
The Program Director will be
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDTY11 Facility ID: 000869 If continuation sheet Page 30 of 240




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

PRINTED: 12/29/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES _ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G353 B. WING 11/09/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1012 PARKWAY DR
REM OCCAZIO LLC ANDERSON, IN 46012
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
transferring from his bed to a wheelchair retrained on investigation
while staff #12 and #13 observed. The expectations and completing
d trated itioni £ thorough investigations.
nurse demonstrate p981 10n1r.1g 0 The Program Director will be
herself, the wheelchair and client C to retrained on the role and expectations
assist him to transfer and using the gait of the QIDP.
belt to assist client C including proper The Program Director will be
placement and tension of the gait belt. retrained on the IDT process.
.- . . The new nurse will be at the
Nurse #1 indicated while instructing staff .
j site weekly to help oversee the
#12 and #13 client C was to have 1:1 medical needs of the residents and
staff supervision at the present time for complete assessments as needed.
safety to prevent falls and to assist client The medical charts for the site
C as necessary to provide safety, but to have been reviewed by the nurse.
1l li Cto d has h The IDT will continue to
allow chent t.O 0 aS. muctht as he was monitor the needs of all of the
able to do for himself independently clients. The IDT will convene (o
during transfers. During the address and monitor the health care
demonstration, staff #13 indicated she needs of the residents until they
was unaware client C required assistance improve and/or stabilize. )
. The need for adaptive
to transfer and had allowed him to . . .
) ] equipment for the residents will be
transfer independently earlier on her reviewed. In the event that additional
shift. Client C was then pushed in his adaptive equipment is needed the
wheelchair to the toilet and nurse #1 IDT will obtain it per physician
indicated staff #12 and #13 would be recommendations.
. I for in th The IDT has implemented
assisting client C to transfer in the monthly staffings to ensure that the
restroom using techniques demonstrated team discusses the needs of the
by nurse #1. Staff #12 and #13 then went residents in the following areas:
with nurse #1 and client C to the home, behavior, IDT’s needed,
restroom. During the observation, client family mvowemen? medical, .
h heelchai hi half workshop/day services, financial and
C aq aw ge chair next to his bed, a ha adaptive equipment.
bedrail on his bed, a mat on the floor, an All resident risk plans will be
audible alarm that sounded when he reviewed by the nurse. Revisions will
raised his body from the bed and a bell on be implemented as necessary.
his wheelchair. The PD (Program _ngram .
. . Coordinator/QIDP/nurse oversight of
Director) #1 was present in the home as the MAR’s, intake/elimination and
staff #4 cooked breakfast, and nurse #1 skin/wound documentation (daily
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trained staff #12 and #13. basis Program Coordinator) and
when in the home (QIDP and nurse)
. . to ensure it is completed and holes
Nurse #1 was interviewed on 10/29/15 at pret
o i are addressed appropriately.
7:00 AM and indicated she had provided The nurse will be trained on
training to staff on the evening shift on how to follow up with physician
10/28/15 and would continue training recommendations to ensure they are
that day with staff on body mechanics of E;ll;lemented and/or addressed by the
assisting client C to transfer and using the ' - .
) i i Competency training with the
gait belt to assist client C. nurse was completed with staff on
10-28 and 10-29-15 which included
Observations were completed at the one person transfers, two person
group home on 10/29/15 from 7:01 PM tra}‘lnSflerhs’ use ;’fta gal;belt’
. . whneelchalr sarety, and onc person
until 8:00 PM. PC (Program Coordinator) assist Y P
#2 and PD #2 were present in the home at Training was completed by
the beginning of the observation. PD #2 the nurse on 10-29-15 included body
and PC #2 both stated they were in the mechanics/safe transfers, updated fall
home to provide "extra support." Staff #3 nSk,p lan ftor (cilhel?t G a‘,dafl) m;fh
. . . equipment and change in hea
and #14 a.s51sted client C to his status reporting.
wheelchair to use the restroom and back The nurse will monitor staff
into bed using transfer techniques documentation at a minimum of
demonstrated by nurse #1. The alarm weekly and communicate with the
next to client C's bed sounded as he necessary team members as needed.
. . The nurse will conduct
ra.lsed from the' bed, 1 st[aff stayed with quarterly staff observations to ensure
client C at all times during the continued competency over adaptive
observation, client C's wheelchair had a equipment, body mechanics/safe
bell attached to the side of his arm rests, transfers. ' o
and a floor mat was next to his bed. A Cher,lt S,peCIﬁC training for
h lif hanical lif L new staff will include body
O.y'er ift (mec ar'llca 11t to assist lfl mechanics/safe transfers and the use
raising and lowering a person) was in the of a gait belt.
common office of the group home. Staff The Program Coordinator will
#10 was in the home assisting other check adaptive equipment weekly to
clients ensure compliance.
’ The IDT will monitor trends
and patterns in client reportable
PC #2 was interviewed on 10/29/15 at incidents. The IDT will convene as
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7:35 PM and indicated there would now necessary to discuss an increase in
be 3 staff in the home to ensure client C reportable incidents such as falls.
'}'1ad 1:1 staff coverage. PC #2 stated he 3. What measures will be put
came by (the group home) to make sure into place or what systemic
everything is going OK." changes will be made to ensure
that the deficient practice does not
Staff #14 was interviewed on 10/29/15 at recur: The P Coondinator will
. . € rrogram Coordimator wi
7:01 PM and indicated she had been &
] . ) do home observations weekly to
trained on client C's risk plan, safe ensure staff are implementing the
transfers, using the hoyer lift, slide board plans of clients and the client’s needs
and gait belt to assist client C. are being met.
The Program Director will do
. . home observations bi-weekly to
Staff #3 was 1-nte.rV16wed on 10/29/.15 at ensure staff are implementing the
7:06 PM and ll’ldlcated he had rCCCIVed p]ans Of Clients and the client’s needs
training on client C's risk plan, safe are being met.
transfers, using the hoyer lift, slide board Training completed with the
and gait belt to assist client C. staff regarding: o
O Abuse, neglect and exploitation-
what constitutes abuse, report
Staff#l() was interviewed on 10/29/1 5 at expectaﬁons and investigation
7:40 PM and indicated she had been expectations (competency test
trained on client C's risk plan, safe provided)
transfers, using the hoyer lift, slide board © How to document falls
. . . 0 When to contact the Program
and gait belt to assist client C. Coordinator
0 How to properly secure a
T-Log notes by group home nurse #1, #2 wheelchair in the bus using the
and the RN were reviewed on 10/30/15 at wheelchair tie downs for Client B
.. . 0 Training regarding the risk plans
1:26 PM and indicated the following:
d indicated the follow g and health needs for Clients B, C and
D.
A note dated 10/28/15 at 2:51 PM written 0 Behavior plans and/or
by nurse #2 indicated client C was documentation expectations for
sleeping upon arrival of the nurse. Staff Chesmsf?‘H .
. . . o St
#12 was at client C's side during the ar approac .
. ) | 0 Vehicle use and safe driving
nursing assessment. Client C "was training
independent in undressing and The Program Coordinator and
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transferring to his we (wheelchair)...was Program Director will be retrained
alert and answered all of my questions. on the al?pomtfmﬁm Procezs o
. . . . expectations, followin siclan
Bilateral discoloration noted in both legs. P . &P
o ] recommendations and
Per staff member, this is nothing new and communication expectations with the
has improved. Staff also commented that nurse.
[client C] was more alert and mobile than The Program Coordinator will
he has been recently. No apparent Ee trame‘;?n when to contact the
. . s rogram Director.
medical concerns noted during my visit. The Program Coordinator and
Program Director will be trained on
A note dated 10/28/15 at 3:08 PM written reporting incidents to the
by the RN indicated the RN had left a administrator timely.
voice mail message for client C's PCP The Program Coordinator and
ti int t for client C Program Director will be trained on
reques H_’lg an appointment for chien reportable incidents and notifying the
and to discuss the results of a sleep administrator.
study-need for order for CPAP The Program Coordinator and
(continuous positive airway pressure) or Program Director will be retrained
referral to [Dr.]...." The nurse indicated on implementing corrective actions
. . to address staff performance
she had faxed client C's PCP's office with perie
concerns and regarding
1 1
a copy of client C's sleep study and a recommendations made from
request for the CPAP machine and an investigations.
appointment. "I did advise [PCP] in the The Program Director will be
fax that [client C] would receive home retramed, on 1nvest1gat10n'
PT 1 and . d expectations and completing
eval and treat starting to e'ly’ ) thorough investigations.
requested order for wheelchair and gait The Program Director will be
belt as well due to unsteady gait and retrained on the role and expectations
increase in falls. I have directed at this of the QIDP. ' .
point to utilize wheelchair and gait belt . The Program Director will be
f " " retrained on the IDT process.
or safety purposes... The new nurse will be at the
site weekly to help oversee the
A note dated 10/28/15 at 10:30 PM medical needs of the residents and
written by nurse #1 indicated client C complete assessments as needed.
was "in a 200 d mood color slightly The medical charts for the site
- . have been reviewed by the nurse.
pale...I trained staff on the use of a gait The IDT will continue to
belt and one man assist transfer from monitor the needs of all of the
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wheelchair to chair and than (sic) a two clients. The IDT will convene to
man assist (sic) we also did this in the address and monitor the health care
. . needs of the residents until they
bathroom from wheelchair to toilet one . S
o . improve and/or stabilize.
and two man. By this time [client C] was The need for adaptive
getting tired so we did a one man assist to equipment for the residents will be
bed. All staff did hands on training with reviewed. In the event that additional
[client C] and transfers. I than trained on ?g‘frpmfﬁ e‘élt“?mim 18 n;edf““.i the
. . W1ll obtain 1t per siclan
one man and two man assist walking ey
) recommendations.
using other staff members." The IDT has implemented
monthly staffings to ensure that the
A note dated 10/29/15 at 4:32 PM and team discusses the needs of the
reported on at 6:30 AM written by nurse ;eSIdengs }11n the fcl)g(_’rv,vmg acrleZS:
. . . ome, behavior, S neeacd,
#1 indicated "Went to see [client C] familv i .
) o amily involvement, medical,
today at his home and he was still in bed, workshop/day services, financial and
I woke him up and asked him how he adaptive equipment.
was and he said that he was okay and ~ Allresident risk plans will be
wanted a shower. I told him he was going reviewed by the nurse. Revisions will
. be implemented as necessary.
to get a shower and that we were going to Program
train a couple of the staff with him Coordinator/QIDP/nurse oversight of
through his shower and he said okay. the MAR’s, intake/elimination and
Trained on transfers one and two man skin/wound documentation (daily
from bed to chair than chair to toilet than basis I,’mgram Coordinator) and
1 h hair than back when in the home (QIDP and nurse)
torlet to S' ower chair t alil ack to to ensure it is completed and holes
wheelchair. I thanked [client C] and told are addressed appropriately.
him that he did a great job and that i (sic) The nurse will be trained on
was glad he was doing so well." how to follow up with physician
recommendations to ensure they are
. implemented and/or addressed by the
A note dated 10/29/15 at 3:57 PM written IDT
by nurse #2 indicated "In [client C's] Competency training with the
home today at 9:20 a.m. When I arrived nurse was completed with staff on
[client C] was lying in bed asleep. He had 10-28 and 10-29-15 which included
been assisted with a shower and dressed onie person tranSfers’,two petson
. transfers, use of a gait belt,
for the day. 1:1 staff present. [Client C] wheelchair safety, and one person
was sleeping comfortably...." The nurse assist.
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completed an assessment of client C's Training was completed by
vital signs and indicated in the note, the nurse on 10-29-15 included body
. mechanics/safe transfers, updated fall
"After my assessment [client C] stated risk plan for Client C, adaptive
that he needed to use the RR (restroom). equipment and change in health
He was assisted to his wc with gait belt in status reporting.
place. [Client C] cooperated well with The nurse will monitor staff
transfer. Assisted with transfer. He was jvc:e:lf;lertzlﬁ;):rr?rtnirI:iﬂcr:t:t?hotfhe
then assisted to the RR. Shortly after he necess};lry team members as needed.
left the home to attend an appointment."” The nurse will conduct
quarterly staff observations to ensure
A note dated 10/30/15 at 9:54 AM continued competency over adaptive
written by the RN indicated client C was cquipment, body mechanics/safe
. transfers.
asleep upon her arrival, but the staff Client Specific training for
informed her client C had been up and new staff will include body
had just fallen back to sleep. "I was able mechanics/safe transfers and the us
to easily arouse [client C] to determine
his oriented at baseline...I did discussed
(sic) with [client C] concern regarding his
safety and why nurses are monitoring him
closely. Later [client C] was up while |
was at the home, he transferred without
difficult (sic) with assist of one staff, gait
belt on, he has eyes closed often but
clearly is aware of the conversation as he
responds appropriately and interactively.
I also did discuss his recent sleep study
results and explained his sleep apnea and
need for CPAP." The note indicated
client C left for an appointment with his
psychiatric care provider and later
returned to the group home and went to
his room. "I was training staff in the
home and heard [client C] yelling 'l want
my porn,' I ask (sic) [client C] if he
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discussed with his psych today and he
reports that 'She said I have to talk to
[AD].' I responded and advised, 'ok
[client C], I will talk to [AD] and see
about scheduling a meeting with the team
to discuss as fast as we can.' Initially
[client C] responded 'ok' but then
approximately 2 minutes later he again
began yelling. I requested staff get [AD]
who was present in the home as well and
she came into the room to talk to [client
C]. [Client C] was insistent that he have
his porn. [AD] tried to discuss scheduling
a meeting and [client C] continued to
escalate. He stood up out of chair
grabbed audible monitor and unplugged
(sic) from the wall stating 'l don't want
this s***, both [AD] and I tell (sic) him
we are worried about him falling and
would like him to sit down and we can
talk. [Client C] then took his gait belt off
and threw to (sic) floor and remained
standing." Client C threw a small item off
his dresser, pounded his fists and then
said, "I'm out of here" and ambulated
down hall out door of home and down
the road. [AD] followed [client C] to
ensure safety. Other staff were near but
not close due to [client C's] agitation.
[Client C] eventually calmed down at end
of road and allowed us to bring him a
wheelchair so he could sit down and
return to the home. [Client C] returned to
his room, I observed him continually-he
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reports being tired and winded-I again
discuss (sic) concerns about his safety
and do not want him to fall." Client C
then agreed to the use of the monitor, use
the gait belt, wheelchair and other
equipment for safety. The note indicated
the home health PT assessment indicated
client C "does have some weakness"and
her goal was to offer strengthening
exercises and would see him "most
likely" 2 times per week. The note
indicated the RN had discussed with
client C's PCP nurse the need for the
adaptive equipment for client C, the need
for CPAP and "expressed with Sleep
Study results I was very concerned of
some relation of the falls with his severe
hypoxic episodes/sleep apnea and wanted
that CPAP urgently." The note indicated
client C was going to be assessed by a
nurse on a daily basis.

Observations on 11/2/15 from 3:30 PM
to 3:50 PM were completed at the group
home. Client C sat on the driveway in a
wheelchair with staff #15 upon arrival by
the surveyor. Client C then left at 3:40
PM with the PD to purchase a hobby item
after the PD lowered a lift on the van,
fastened his wheelchair once on the lift
and secured the wheelchair in the van.
The group home nurse was present in the
home completing staff training
documents. Staff #3 and #4 were present
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in the home with clients E, G and F.

Staff #15 was interviewed on 11/2/15 at
3:35 PM and indicated she had been
trained on client C's adaptive equipment
use of the gait belt, wheelchair, 1:1
status, and on his ISP and BSP (Behavior
Support Plan).

Nurse #1 was interviewed on 11/2/15 at
3:40 PM and indicated she had trained 60
staff on the use of adaptive equipment
and body mechanics and indicated client
C had continued to increase strength and
she did not anticipate client C would
need the full time use of the wheelchair
for much longer.

Client C's note from the home health
agency (undated) was reviewed on
10/30/15 at 2:05 PM and indicated client
C "was initially assessed on 10/28/15. He
was very cooperative during assessment.
Objective findings included lower
extremity weakness, difficulty and
decreased safety with ambulation, as well
as balance deficits. Plan for PT to
continue to focus on these areas of
deficit. Today's intervention included
initiation of seated home exercise
programs with written instructions given.
Gait training also performed with rollator
walker, minimum assistance, and
wheelchair following. Plan to continue to
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focus on improving gait, transfers, and
strength for increased safety and reduced
fall risk." The assessment included
pictures of exercises for client C to
perform for strengthening.

An electronic message sent to all staff
working with client C on 10/30/15 at
4:12 PM indicated the following:

"Staff, In the event that [client C] is to
get upset and take off without the use of
the adaptive equipment and refuses your
one on one staff assistance please ensure
the following:

1. Follow [client C] immediately

2. Take all appropriate adaptive
equipment with you. At a minimumn
(sic) the gait belt and the wheelchair.

3. Staff remaining at the home should
contact the PC on call immediately.

4. Attempt to redirect [client C] to allow
you to assist him with the adaptive
equipment. Remind [client C] that you
are concerned about his safety and do not
want him to fall.

5. If [client C] complies to your request,
assist him in returning back to the home
with the use of the wheelchair.

If you have any questions please contact
[PC] immediately.
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Thanks!
[AD] n

A Clinician Report for client C's
Behavior Support Plan (BSP) date range
10/30/15-11/2/15 indicated during a
behavioral incident between 9:26 PM
until 10:10 PM, client C required the use
of prn medication after he threatened to
hurt another roommate and to go AWOL
(away without leave). Client C calmed
after the prn medication was
administered.

The AD was interviewed on 11/2/15 at
4:13 PM and indicated client C had
required the use of prn medication in the
past to control his behavior and the
behavior he exhibited on 10/30/15 and on
11/1/15 was not unusual. She indicated
more staff training had been completed
that day, and client C had not had any
falls. Client C had seen his PCP on
11/2/15 and had provided a physician's
order for the use of client C's use of
adaptive equipment.

Staff training records were reviewed on
10/30/15 at 1:00 PM and indicated all
staff listed as employees assigned to the
group home with the exception of staff
#8 (who was suspended) had received
training on 10/29/15 on client C's fall risk
plan and the use of his adaptive
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equipment.

Staff training records were reviewed on
11/2/15 at 4:30 PM and indicated staff
had been trained on 11/2/15 at 1:30 PM
on client C's behavior plan, the
requirement to use a wheelchair at all
times and the use of a gait belt to assist
him in transfers.

The IMMEDIATE JEOPARDY was
removed based upon observations
completed in the group home of
implementation of the facility's plan and
after review of client records, nurse
notes, physical therapy notes and staff
training records to demonstrate
implementation of the plan. The Area
Director was notified of the removal on
11/2/15 at 5:00 PM. Though the facility's
corrective action removed the immediate
jeopardy, the facility remained out of
compliance at the Condition level
because the facility needed to
demonstrate ongoing implementation of
the corrective actions to protect client C.

The facility failed to ensure staff were
trained to competency to protect client B
from his wheelchair falling over during
transport as a result of improper securing
of his wheelchair, and failed to train staff
competently on the health needs of 3 of 4
sampled clients (clients B, C and D). The
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facility failed to ensure staff implemented
identified supervision needs for client A
and failed to develop and implement
effective corrective action to address
staff's unsafe driving habits after they had
been identified in an investigation. The
facility failed to thoroughly investigate an
incident involving client A being left
alone and staff's unsafe driving. The
facility failed to thoroughly investigate an
allegation of abuse and neglect involving
clients C, E and F.

Findings include:

1. The facility failed to implement its
policy and procedures to prevent abuse,
neglect and mistreatment for 4 of 4
sampled clients (clients A, B, C and D)
and for 1 additional client (client F). The
facility failed to document falls and
report them to the administrator and to
BDDS (Bureau of Developmental
Disabilities Services) and to investigate
falls requiring the use of emergency
medical personnel to assist client C after
falling. The facility failed to develop and
implement effective corrective action to
protect client C from falls after a history
of falls was identified. The facility failed
to ensure staff were trained to
competency to protect client B from his
wheelchair falling over during transport
as a result of improper securing of his
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wheelchair. The facility failed to ensure
staff implemented identified supervision
needs for client A and failed to develop
and implement effective corrective action
to address staff's unsafe driving habits
after they had been identified in an
investigation. The facility failed to
thoroughly investigate an incident
involving client A being left alone and
staff's unsafe driving. The facility failed
to thoroughly investigate an allegation of
abuse and neglect involving clients C, E
and F. Please see W149.

2. The facility failed for 2 of 4 sampled
clients (clients B and C), to document
falls and report them to the administrator
and to BDDS (Bureau of Developmental
Disabilities Services) in accordance to
state law. Please see W153.

3. The facility failed for clients A, B and
C, to thoroughly investigate falls
involving clients B and C. The facility
failed to thoroughly investigate an
incident involving client A being left
alone and staff's unsafe driving. The
facility failed to thoroughly investigate an
allegation of abuse and neglect involving
clients C, E and F. Please see W154.

4. The facility failed to develop and
implement effective corrective action to
protect client C from falls after a history
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of falls was identified. The facility failed
to protect client B from his wheelchair
falling over during transport as a result of
improper securing of his wheelchair, and
failed to provide supervision and protect
client A from impaired/unsafe driving by
the same staff who failed to secure the
wheelchair properly. The facility failed to
implement effective corrective action to
address the staff's unsafe driving habits
after they had been identified in an
investigation. Please see W157.

5. The facility failed to train staff
competently on the behavioral needs of 1

additional client (client F). Please see
WI191.

6. The failed to train staff competently on

the health needs of 3 of 4 sampled clients
(clients B, C and D). Please see W192.

This federal tag relates to complaints
#IN00175282 and #IN00185516.

9-3-2(a)
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W 0149 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
Bldg. 00 The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based on observation, record review and W 0149 W 149 Staff Treatment of Clients 12/09/2015
interview, the facility failed to implement The facility must develop and
it li d d ¢ ¢ implement written policies and
1ts policy and proce l:lI'eS 0 preven procedures that prohibit
abuse, neglect and mistreatment for 4 of mistreatment, neglect or abuse of the
4 sampled clients (clients A, B, C and D) client.
and for 2 additional clients (clients E and
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F). The facility failed to document falls 1. What corrective action will
and report them to the administrator and L accoT“;lpl;fhed? Coondi -
¢ Program Coordinator wi
to BDDS (Bureau of Developmental &
T ) i ) do home observations weekly to
Disabilities Services) and to investigate ensure staff are implementing the
falls resulting in injury, hospital visits plans of clients and the client’s needs
and requiring the use of emergency are being met.
medical personnel to assist client C after . ihe Pr?granéplrecgr \tmll do
. o . ome ooservations bi1-wee (0]
falling. The facility failed to develop and . Y
. . ] ) ensure staff are implementing the
implement effective corrective action to plans of clients and the client’s needs
protect client C from falls after a history are being met.
of falls was identified. The facility failed Training completed with the
to ensure staff were trained to staff regarding: o
i B hi O Abuse, neglect and exploitation-
comp eten_cy to p rotect ¢ len.t rom his what constitutes abuse, report
wheelchair falling over during transport expectations and investigation
as a result of improper securing of his expectations (competency test
wheelchair, and failed to train staff provided)
competently on the health needs of 3 of 4 0 How to document falls
; . 0 When to contact the Program
sampled clients (clients B, C and D). The .
- . . Coordinator
facility failed to ensure staff implemented o How to properly secure a
identified supervision needs for client A wheelchair in the bus using the
and failed to develop and implement wheelchair tie downs for Client B
effective corrective action to address 0 Training regarding t,he risk plans
o fe drivine habi f hev had and health needs for Client C.
statl's unsate driving habits after they ha 0 Review the supervision needs for
been identified in an investigation. The Client A
facility failed to thoroughly investigate an 0 Vehicle use and safe driving
incident involving client A being left training _
alone and staff's unsafe driving. The The,PrOgram, Coordmat,or and
. . . . Program Director will be retrained
facility failed to thoroughly investigate an on the appointment process
allegation of abuse and neglect involving expectations, following physician
clients C, E and F. recommendations and
communication expectations with the
Findings include: furse.
& The Program Coordinator will
be trained on when to contact the
1. Observations were completed at the Program Director.
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group home on 10/26/15 from 5:55 PM The Program Coordinator and
until 7:06 PM. Client C sat on his bed Program Director will be trained on
' . . . reportable incidents and notifying the
and asked staff #7 to assist him in poria ving
) ) . . administrator.
removing his hospital bracelets, with the The Program Coordinator and
exception of the bracelet labeled "fall Program Director will be retrained
risk," which he wanted to remain on implementing corrective actions
attached to his wrist to address staff performance
concerns and regarding
. recommendations made from
The Program Coordinator (PC) was investigations.
interviewed on 10/26/15 at 6:00 PM and The Program Director will be
stated client C had returned from the retrained on investigation
hospital "a couple of hours ago." He expectations and completing
.- . thorough investigations.
indicated client C had fallen on 10/23/15 8 g .
The new nurse will be at the
and may have had the flu. site weekly to help oversee the
medical needs of the residents and
Staff #10 was interviewed on 10/26/15 at complete assessments as needed.
5:55 PM and indicated client C had a i Tthe gi)T 18 g;rreltltéy Htlleetlltrlllg
. . weekly to address Client C’s hea
hlstor?l of .falls and staff used a gait belt care needs. The IDT will continue to
to assist him. monitor his needs and may change
the need to meet weekly as his health
Client E was interviewed on 10/26/15 at care needs improve and/or stabilize.
6:30 PM and stated client C had been e C?em,c II:ES t?ee?Th
" " . . participating in Physical Therapy
pushed" by staff #8 causing his fall on services within the home.
10/23/15. Client C now has a walker,
patient lift, gait belt, mat for his
Client C was interviewed on 10/26/15 at floor, audible monitor, motion alarm,
6:31 PM. He stated staff #8 had "pushed bed ra11§ and a wheelchair to assist in
. hed. T fell flat face.” preventing falls.
me as in rushed. 1 1ell tat on my a'ce‘ Client C has had one on one
When asked how staff #8 rushed him, supervision to assist in fall
client C stated, "Hurry up, we're going to prevention. The IDT continues to
be late. We were outside and I was about monitor the need for this level of
to et on the bus." supervision to continue. The IDT
g ) will make recommendations for this
supervision to change as his health
Staff #4 was interviewed on 10/26/15 at care needs improve and/or stabilize.
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6:50 PM and stated client C "is hard to Client C will participate in
supervise. He has fallen recently. The programming to help him understand
, . the need to use his adaptive
meds he's on make him drowsy-when he . .
. . equipment and to complete his
falls it's hard to catch him." Staff #4 physical therapy exercises.
indicated client C had a fall risk plan to Client C now has a C-pap
use a gait belt and a walker. Staff #4 machine in place.
indicated if client C falls, staff were to - Cllllenlz Cﬂlls parktllcuﬁﬁng .mhlts
minute checks throughou € ni
call the HM (house manager)/PC and . g &
o > - to monitor the use of his C-pap
indicated emergency medical services machine.
staff had to assist with client C to get up Client C was seen by his
after falls twice on 10/23/15. Staff #4 psychiatrist on 10-29-15 to monitor
indicated she not been present when his pﬁ?’ih. nteedsj He ‘;’IH see the
. Sychniatrist again 1 January or
client C had fallen and had been able to Peyeral £ Y
) ) ; ] sooner if needed.
stop him from falling by asking him to Client C continues to see his
stand up straight. counselor to help address his mental
health needs.
Observations were completed again at the tthhte If?T his 1mp lem:‘}?tffh
i monthly staffings to ensure that the
grolup home on 10/27/15 fr(.)m T 19 AM team discusses the needs of the
until 8:38 AM. Staff #8 assisted client C residents in the following areas:
to get up from his bed using a gait belt. home, behavior, IDT’s needed,
Client C used a rolling walker to go to family involvement, medical,
the kitchen and sat on a wooden kitchen “;Oﬂis,h()p/day Sewices’ financial and
. . . adaptive equipment.
chair. Staff #8 and #9 assisted client C to Daily nursing oversight for
get up from the chair using a gait belt and Client C was completed through
to use his walker. Staff #9 showed staff 11-24-15.
#8 how to position the gait belt for client Currently the nurse is
C and how to position client C to his assessing Client C three Flmes a
. . . week. The IDT will continue to
walker to aid him in rising from the chair. monitor the need for this level of
Client C requested a wooden chair to sit supervision to continue. The IDT
on in the living room and sat on the chair will make recommendations for this
without arms with his head slumped supervision to change as his health
toward his chest and his eyes closed care needs improve and/or stabilize.
. ' ) Client C’s risk plans will be
Client C's color was pale and of a yellow reviewed by the nurse. Revisions will
tint, and he aroused and indicated he was be implemented as necessary.
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tired. Staff #9 assisted client C using a The nurse will be trained on
gait belt and asked him to count to 3 and how to fon(;"’: up "t"ith phySitC}ian
stand using his walker. Client C stood up :;;?Eeiez :;Izoﬁ Zg;rer:se de%,;i;e
and used his walker to walk to his room. IDT.
Staff #9 instructed client C to keep his Competency training with the
walker close to him while he walked for nurse was completed with staff on
stability and to assist him in standing 10-28 and 10-29-15 which included
straighter and complimented him on his ;2; 322?3;?::?;;?&215 eron
ability to stand. wheelchair safety, and one person
assist.
Staff #8 and #9 were interviewed on Training was completed by
10/27/15 at 7:25 AM. Staff #9 indicated the nurse on 10-29-15 included body
she was a CNA (certified nursing Elsekc z?::lcziaéehte?: éf’e;z{a;fizted full
assistant). equipment and change in health
status reporting.
Staff #8 indicated he had not been trained The mirse will monitor statf
on specific client interventions for client jvc::ll:;leZ;ztl;’:Is:niE:;zt?hotfhe
C, and client C had been found on the necess}:ﬂy team members as needed.
floor of his bedroom at 3:00 AM on The nurse will conduct
10/23/15 when he was working with staff quarterly staff observations to ensure
#7 on the overnight shift. He indicated continued competency over adaptive
client C normally got up at 4:00 AM for :;fi I;Zm’ body mechanics/safe
his shower to give him extra time. He Ciient Specific training for
indicated he and staff #7 had attempted to new staff will include body
get client C up using the gait belt, but mechanics/safe transfers and the use
weren't able to get him up. Staff #8 of a gait belt.
indicated he had called 911 and on-call The I,)mgran,l Coordinator will
staff, and due to the emergency (with check adaptnlz.e cquipment weekly to
ensure compliance.
client C on the floor) the fire department Client C’s ISP will be updated
had arrived to assist client C to get up. to reflect his current needs.
Staff #8 stated, client C "went on with his The IDT YVﬂl monitor trends
day and showered. My shift was over and ?:llcdl é):;t:rl}sh?;;;nviirﬁp;rﬁizl; s
I was off the clock. I was walking him necessar}; to discuss an increase in
out and I don't know if he missed his step reportable incidents such as falls.
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(on the driveway) or missed his footing,
and I tried to stop it (fall). He's a pretty 2. How will we identify other
d sized . d iust th residents having the potential to be
good sized guy-my size and just the affected by the same deficient
momentum...we called 911 and then the practice and what corrective
HM (house manager)/PC. I told the HM I action will be taken?
could leave, staff were here with him. I All residents have the
don't know what happened as I left. | pOten,nal to be ,affeCted by the same
1lv clock out at 8:00 AM. it deficient practice.
normally clock out at &: > 1t was The Program Coordinator will
after that." do home observations weekly to
ensure staff are implementing the
Staff #7 was interviewed on 10/27/15 at plans of clients and the client’s needs
8:20 AM. Staff #7 stated client C was are being met.
| ) 1 hi i C The Program Director will do
currently asleep 1n his room, client -was home observations bi-weekly to
better 2‘3 WeekS agO and haS beel’l Hllke ensure staff are implementing the
this for a week." Staff #7 indicated client plans of clients and the client’s needs
C had been experiencing medication are being me. _
adjustments. Staff #7 indicated she had Trau.nng completed with the
. staff regarding:
been present when client C fell on o Abuse, neglect and exploitation-
10/23/15 on the overnight shift and at what constitutes abuse, report
9:00 AM. She saw client C fall as she expectations and investigation
went around the back of the van to assist expectations (competency test
with the lift. She stated staff #8 "was provided)
. . . . 0 How to document falls
right in front of him. He was walking to 0 When to contact the Program
his car to leave and was not assisting Coordinator
[client C]." Staff #7 indicated client C 0 How to properly secure a
took about 30 minutes to leave the wheelchair in the bus using the
kitchen to get to the van on the morning Wheelcha‘lr e dOWI.lS for Cl.lem D
. . 0 Training regarding the risk plans
of 10/23/15 prior to his fall and was not and health needs for Client C.
rushed. She indicated she had not 0 Vehicle use and safe driving
received client specific training for client training
C to assist him using the gait belt or The Program Coordinator and
. Program Director will be retrained
address his falls. .
on the appointment process
expectations, following physician
Client C's discharge orders from the recommendations and
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hospital were reviewed on 10/26/15 at communication expectations with the
6:28 PM. The discharge orders indicated furse. . .
. , The Program Coordinator will
client C's clonazepam was reduced to 5 .
o be trained on when to contact the
mg (milligrams) from 10 mg. There was Program Director.
no other information in regards to client The Program Coordinator and
C's diagnosis or instructions to address Program Director will be trained on
client C's follow up care reportable incidents and notifying the
’ administrator.
The Program Coordinator and
e
The facility's reports to the Bureau of Program Director will be retrained
Developmental Disabilities Services were on implementing corrective actions
reviewed on 10/27/15 at 10:15 AM and to address staff performance
included the following for client C: concerns and regarding
recommendations made from
o investigations.
A BDDS report dated 5/8/15 indicated on The Program Director will be
5/8/15 at 6:25 AM, client C fell during retrained on investigation
his shower. Staff reported client C expectations and completing
bruised his bottom (size and specific thorough investigations.
. . . The new nurse will be at the
location not indicated). Client C later .
site weekly to help oversee the
n 1 1
stated, "that he may have hit his head medical needs of the residents and
when falling. PC (Program Coordinator) complete assessments as needed.
contacted the nurse consultant and was The medical charts for the site
advised to take [client C] to the ER have been reVlewe,d by th,e Hurse.
. . The IDT will continue to
.(errilergency room). Corrective action monitor the needs of all of the
indicated the PC would follow clients. The IDT will convene to
recommendations of (sic) nurse address and monitor the health care
consultant and ER physician. Staff will needs of the residents until they
continue to monitor for any changes and improve and/or stabilize. .
. ately." The need for adaptive
report concerns immediately. equipment for the residents will be
reviewed. In the event that additional
A BDDS report dated 10/3/15 indicated adaptive equipment is needed the
client C "was having chest pains and IDT will obtain it per physician
thought he was having a heart attack so recommendations. ,
. The Program Director/QIDP
staff called the ambulance were (sic) he will review all ISP’s to ensure that
was taken to the hospital and treated. they are updated and completed on a
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Hospital stated he was having an (sic) yearly basis or more frequently as the
just pains and gave him tylenol. Hospital needs arise.
. . . The IDT has implemented
staff stated if chest pain continues after 3
. " monthly staffings to ensure that the
to 4 days then go see his doctor. team discusses the needs of the
Corrective action indicated "Staff will residents in the following areas:
continue to follow mentor (sic) policy as home, behavior, IDT’s needed,
stated." family involvement, medical,
' workshop/day services, financial and
o adaptive equipment.
A BDDS report dated 10/7/15 indicated All resident risk plans will be
on 10/7/15 at 7:10 PM, client C was reviewed by the nurse. Revisions will
found by the staff on the bedroom floor, be implemented as necessary.
"staff tried to help [client C] up, other The nurse will be trained on
. . how to follow up with physician
client (unspecified) called ambulance, .
] recommendations to ensure they are
ambulance came and helped [client C] implemented and/or addressed by the
up, there appears to be no injury, but staff IDT.
will continue to check throughout the Competency training with the
shift." Corrective action indicated nurse was completed with staff on
" . . 10-28 and 10-29-15 which included
Follow Mentors (sic) policy and
one person transfers, two person
Procedure on Falls." transfers, use of a gait belt,
wheelchair safety, and one person
A BDDS report written by the PD dated assist.
10/23/15 was reviewed on 10/23/15 at " Tralmﬁf ;V;Sl ;leilfzeg Eyd
) .. ' e nurse on 10-29-15 included body
12.‘20 PM and lndlc.:ated at 9:00 A_N[’ mechanics/safe transfers, updated fall
client C "was walking to the bus lift risk plan for Client C, adaptive
where his legs gave out and he fell chest equipment and change in health
first into (sic) the driveway. i (sic) status reporting. '
evaluated him, no blood, did not loose The nurse Wln_m_omtor staff
. . . . documentation at a minimum of
.(s1c) consc.lousr.less, complained O.f pa'ln weekly and communicate with the
in both wrist (sic), both legs, and in his necessary team members as needed.
face and right eye, called ambulance. The nurse will conduct
[Client C] was taken to the hospital and quarterly staff observations to ensure
kept for an overnight observation continued competency over adaptive
. T " ' equipment, body mechanics/safe
Corrective action indicated "Follow transfers.
Mentors (sic) policy on falls." Client Specific training for
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new staff will include body
An investigation into the incident on mechanics/safe transfers and the use
. of a gait belt.
10/23/15 dated 10/24/15 was reviewed on # e brogram Coordinator will
10/27/15 at 12:20 PM and indicated the check adaptive equipment weekly to
same information as provided in the ensure compliance.
BDDS report in regards to the incident. The IDT will monitor trends
Staff #7, client C and the PC were and patterns in client reportable
. . . .. incidents. The IDT will convene as
interviewed as part of the investigation. necessary to discuss an increase in
Staff #7 indicated in her interview she reportable incidents such as falls.
was in the process of taking the clients
out to the bus so they could go to day 3. What measures will be put
services. The interview indicated staff #7 ":0 place ‘;lr :hat ;ysiem'c
" . . . changes wi € made to ensure
Stat_ed Everything was fine uI.ltll [client that the deficient practice does not
C] just fell all of a sudden, [client C] told recur:
her his legs just give (sic) out and they The Program Coordinator will
don't want to work right sometimes, he do home observations weekly to
was complaining about his wrist and legs ensure Staf,f are b lemen,tmg the
. plans of clients and the client’s needs
hurting and that she called the are being met.
Ambulance, the PC ]U.S‘[ pulled up." The The Program Director will do
PC indicated he had just pulled up to the home observations bi-weekly to
group home and found that client C had ensure staff are implementing the
just fallen. The PC indicated he went plans of clients and the client’s needs
. . . are being met.
with client C to the hospital and the nurse Training completed with the
wanted to keep client C overnight to run staff regarding:
tests. Client C was interviewed and 0 Abuse, neglect and exploitation-
stated, "he was walking to the bus and his what constitutes abuse, report
legs just gave out on him, his legs stops expectations and investigation
N X . . expectations (competency test
(sic) working from time to time and he provided)
was in some pain and wanted to go to the o How to document falls
hospital." There was no evidence any 0 When to contact the Program
other clients present were interviewed as Coordinator l
. N . o Howt
part of the investigation into client C's W 10 PTOpErTy Sectie @
. wheelchair in the bus using the
fall on the driveway at 9:00 AM on wheelchair tie downs for Client B
10/23/15. 0 Training regarding the risk plans
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and health needs for Client C.
A Preliminary Report of Alleged Adult 0 Vehicle use and safe driving
. traming
Endangerment Was .I‘CVIGW?’d on 10/28/15 The Program Coordinator and
at 9:30 AM and indicated " On 10/26/15 Program Director will be retrained
APS (Adult Protective Services) received on the appointment process
the following report: ...Please see the expectations, following physician
attached police report from [county] recommendations and ,
. . .. .. communication expectations with the
regarding [client C] (Victim). Victim nurse
(client C) is mentally handicapped. The Program Coordinator will
Victim resides in a group home believed be trained on when to contact the
to be under the supervision of Program Director.
REM-Indiana Mentor/Occazio The Program Coordinator and
A di h li i Program Director will be trained on
-..AAccording to the police report, [client reportable incidents and notifying the
C] is around 5' (feet) 10" (inches) and administrator
weighs over 300 lbs (pounds). Officer The Program Coordinator and
[name] states in her report that this is the Program Director will be retrained
second time in two weeks that she has ?n 1(111(11p lemetm;lg u;rrectwe actions
.. . . 0 aqadress sta criormance
been to the home due to Victim falling in Pere
) concerns and regarding
the driveway. The first occurrence was on recommendations made from
10/15/15. Also Officer [name] was investigations.
advised that the [township name] Fire ~ The Program Director will be
Department was out on Victim around retranie?, on ngStlganlortl,
. . . expectations and completing
4:00 (AM/PM not specified) on this date, thorough investigations.
10/23/15 due to victim falling out of bed. The new nurse will be at the
There is concern over a lack of staff or site weekly to help oversee the
supervision at the group home to assist medical needs of the residents and
e . . complete assessments as needed.
Victim and also inadequate equipment to The medical charts for the sit
_r " e medical charts for the site
acgommodatg Vl.ct1m ..." An attached have been reviewed by the nurse.
police report indicated a Case Narrative The IDT will continue to
" On 10/23/15, T assisted with [township] monitor the needs of all of the
Fire Department on an injured (sic) in a chienis The IDTwill Convenc o
fall at [group home address]. This is a addgessfazld mor,létort the ?Tigh care
. . . neeas o € residents unti ey
group home. This is the second time in 2 improve and/or stabilize.
weeks that I have been to the group home The need for adaptive
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in regards to the same client falling in the equipment for the residents will be
driveway. The prior incident was reVie\?ved. In .the eveflt that additional
L0/15/15, T was advised the fire gt supment s needed e
department was requested around 04:00 recommendations.
on 10/23/15 due to [client C] falling out The Program Director/QIDP
of bed. I was advised the fire department will review all ISP’s to ensure that
assisted [client C] in standing. they are ul?dated and completed on a
yearly basis or more frequently as the
On 10/15/15, [client C] had fell (sic) in needs a?ﬁzlm has implemented
the driveway. [Client C] is approximately monthly staffings to ensure that the
5'10" and weighs over 300 pounds. The team discusses the needs of the
fire department assisted [client C] in ;f::n;}ilz\?:rf?g?’:ii 2:1:5:
standing and getting him back into a van. famil; involver;lent, medical, ’
The fire department requested a workshop/day services, financial and
wheelchair due to the distance the van adaptive equipment.
was due to where [client C] fell. A All resident risk plans will be
wheelchair was brought out from the ;Zvii;v;fifgniz er;;i::i; ions will
facility that would not be large enough The nurse will be trair;e don
for a large adult let alone a client that is how to follow up with physician
obese as [client C]. On this occasion recommendations to ensure they are
[client C] was unsteady on his feet and implemented and/or addressed by the
was unable to walk without assistance. IDT. o i
The fireman had to place each of [client nurse Wi?:g::;?:t}e] (Ir‘jllirtl}llni:f/;o; ¢
C's] legs into the van. The (sic) they had 10-28 and 10-29-15 which included
to push on his bottom to move him over one person transfers, two person
so that the door would close. [Client C] transfers, use of a gait belt,
attempted to assist but trembled as he Wh?elc}lair safety, and one person
tried to move his own weight. There was assist Training was completed by
a small bus that was picking up some of the nurse on 10-29-15 included body
the clients. It is my understanding that mechanics/safe transfers, updated fall
[client C] would have to climb the stairs risk plan for Client C, adaptive
in order to get on the small bus. The bus :‘2;;2 T:néi?j change in health
is equipped with a ramp. One of the Tlile nurg;e will monitor staff
firemen advised that someone from the documentation at a minimum of
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group home advised that there has not weekly and communicate with the
had (sic) a manager for some time. They necessary team members as needed.
. . . The nurse will conduct
also advised that the clients are shipped )
) . ) quarterly staff observations to ensure
from this facility to another due to being continued competency over adaptive
understaffed during the daytime. The equipment, body mechanics/safe
staff was little to no help in getting transfers.
[client C] on the van Client Specific training for
new staff will include body
) ) mechanics/safe transfers and the use
On 10/23/15, [client C] was lying face of a gait belt.
down on the driveway, which is a slight The Program Coordinator will
decline. His face was toward the check adaptive equipment weekly to
downward slope and facing opposite of ensure compliance. .
. The IDT will monitor trends
the house. [Client C] had a blanket o
) i and patterns in client reportable
draped over him, but he was shaking. | incidents. The IDT will convene as
spoke to [client C] and he complained of necessary to discuss an increase in
pain to his head. There was no blood or reportable incidents such as falls.
obvious injuries that I could see. [Client 4 H o th ;
. . ow Wi e corrective
C] stated the staff tell him it is his fault . .
) ] action be monitored to ensure the
that he falls because he gets in too big of deficient practice will not recur?
a hurry. A walker was close to [client C]. The Program Director will
One of the fire personnel advised the monitor to ensure the clients plans
walker appeared to be too small for the al_1d needs are be‘“f% met during their
. fleli bi-weekly observations.
size of [client C]. The Program Coordinator will
monitor to ensure the clients plans
I overheard one of the staff say his and needs are being met during their
medication was changed and there should weekly observations.
be improvements Mentor’s nurse will be in the
P ’ home on a weekly basis or more
frequently as needed to monitor for
The concern in if the equipment for concerns and assess residents.
[client C] is adequate for his size, as well New staff hired to work at the
as if there is adequate staff to deal with site will receive client specific
. . . training f¢ h individual prior t
[client C 's] needs. [Client C] is a ratming fof cachh MAvICuat priorto
. L working a shift. This training
mentally disabled individual and may not includes items such as: client’s diets,
be able to adequately express his needs or risk plans, ISP’s, programming, and
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provide for himself to attain what he medication review.
needs. " There was a note at the bottom 400 The murse WEI behavsllabl; to
t thin t
of the report "Forward to Adult o observations WITHR fe home for
) ) medical related issues as the client’s
Protective Services. " needs indicate.
The IDT has implemented
There was no evidence in reports monthly stafﬁngs to ensure that the
provided by the facility the incident of tea?; dltSCPSSﬂelS t?‘“ilne?ds of the
. . resiaents 1n the roliowing areas:
client C falling on Octobs:r'15, 2015 had home, behavior, IDT’s needed,
been reported to the administrator, family involvement, medical,
BDDS, investigated or of corrective workshop/day services, financial and
action taken to address client C' s fall. adaptive equipment.
Monthly supervisory visit
. . . check sheets to be completed by the
The Area Director (AD) was 1.nte¥‘wewed QIDP. These will be forwarded to
on 10/27/15 at 12:15 PM and indicated the Area Director for review.
client C's falls which required the use of Quarterly Health and Safety
emergency personnel should have been assessments will be completed by the
reported to her and to BDDS. Program Cf)ordlnator and/or the
Program Director and forwarded to
) ) the Quality Improvement department.
Client C's record was reviewed on These assessments include a review
10/27/15 at 12:55 PM. A visit to client of the environmental needs for the
C's primary care physician dated 9/14/15 home, review of risk plans, ISP, BSP
indicated client C weighed 333.9 pounds a“4 client specific training for the
in4/15. Th h 4 residents. The assessment also
n 5. There were no other records includes an interview of staff to
found to indicate client C's weight. There ensure they know how to properly
was no evidence of an updated Individual document medical needs, how to
Support Plan since his last ISP dated report incidents, diets and
3/4/15 understanding of BSP’s.
' The Quality Improvement
Department and the Area Director
A Risk Plan updated on 10/27/15 and will monitor incidents as they are
previously updated on 10/14/11 indicated reported to ensure that they are
client C's risks included, but were not repo!'ted .t|m'ely and that all
L. L. . required incidents are reported to
limited to medication side effects, BDDS.
Depression, Intermittent Explosive New staff hired to work at
Disorder, Personality Disorder, Obesity, the site will receive training on
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Phlebitis (blood clots), warfarin (blood
thinner/anti-coagulant) therapy, and
history of falls. Client C's risk for
warfarin therapy indicated "Warfarin can
cause very serious (possibly fatal)
bleeding." Client C's falls risk indicated
he "has a history of falls and at risk for
falls. [Client C] is to be using w/c
(wheelchair) and gait belt PRN (as
needed) for increased unsteady gait. Staff
are to ensure environment free from fall
hazards (rugs, cords, etc), if fall occurs
assessment to be completed and PC/PD
to be phoned regarding fall. If (sic)
sustains injury that appears severe/life
threatening in nature, they are to initiate
EMS (emergency medical services) prior
to notification of PC/PD. Obtain vitals
and document accordingly." The plan
failed to indicate how many staff were to
assist client C in using the gait belt,
transferring or specific information as to
when client C was to use the wheelchair
and gait belt and how staff were to assist
him with the adaptive equipment. The
plan failed to indicate the use of client
C's rolling walker.

IDT (interdisciplinary) meeting notes on
10/16/15 in client C's record entered by
the Behavior Analyst (BA) indicated
client C "has been observed falling
asleep, having difficulty walking,
standing, getting out of bed." The note

reportable incidents, reporting
expectations and who to contact.

All abuse and neglect
investigations will be reviewed by
the Quality Improvement
Specialist or her designee to
ensure the investigations are
thorough.
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indicated client C's psychiatrist nurse
practitioner (NP) had "increased Seroquel
(anti-psychotic) from 400 mg
(milligrams) daily to 400 mg BID (twice
daily), changed Depakote (seizures/mood
stability) from 2,000 mg at bedtime to
1,000 mg BID, changed Clonazepam
(anxiety) from 1 mg BID to 1 mg TID
(three times daily), added Zyprexa Zydis
5 mg PRN (as needed) for agitation on
September 16, 2015. After med
(medication) change, staff nurse, [name]
stated [client C] had increased his falls
over the weekend and contacted [client
C's] [primary care physician (PCP)] to
request a med decrease of Seroquel.
[PCP], decreased Seroquel back to 400
mg daily-other psych med changes made
by [NP] were continued. Even after
dosage change of Seroquel, [client C]
displays frequent difficulty ambulating
requiring the fire department to be
contacted three times during the month of
October to assist staff in helping [client
C] get up/ambulate. [Client C] has also
been taken to the ER twice since his
admission due to reports he was having a
heart attack on one occasion and reports
he was having difficulty walking on the
second occasion-no medical confirmation
was made at either ER visit. [Client C]
had some med changes that occurred at
the nursing home prior to his admission
to the group home on September 11,
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2015. Said changes that included Provigil
discontinued and Keppra added. [Client
C] has completed labs to check Depakote
and ammonia levels. [Client C] has also
recently completed a sleep study. We do
not currently have lab results or sleep
study results...Recommendations: 1)
PC/PD will schedule an appt
(appointment) with [PCP] to address:
recommendations regarding Provigil
(medication to increase alertness);
recommendations regarding need for
Keppra (seizures); discuss results and get
copies from sleep study; request order for
wheelchair PRN; discuss order for use of
gait belt at all times except when [client
C] is seated in his wheelchair and in bed;
request order for OT (occupational
therapy)/PT (physical therapy)
evaluation; request an order for new ted
hose (support stockings). 2) PC/PD will
begin a 24 hr (hour) sleep chart so [client
C's] sleeping can be tracked at the day
service and the group home. 3) PC/PD
will contact the lab facility to request
copies of [client C's] recent labs-results
will be scanned to therap
(electronic/digital recording system). 4)
[Client C's] level of agitation and threats
of physical harm to others has decreased
since he has had increased medical
issues-it is recommended by the staff
nurse [name], that staff refrain from
using the Zyprexa Zydis PRN medication
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as [client C] is not currently a physical
harm to others. If staff question [client
C's] agitation and feel he is a threat to
himself or others, the PC/PD should be
contacted...."

Client C's MAR (medication
administration record) dated 10/2015
failed to indicate a sleep chart for client
C, the use of a wheelchair or of a rolling
walker. The MAR indicated client C's
gait belt may be used prn (as needed).
The MAR indicated the use of
clonazepam .5 mg twice daily and listed
the side effect of drowsiness, depakote
ER (extended release) 2,000 mg, with a
side effect of drowsiness, Keppra
(seizures) 500 mg twice daily with a side
effect of drowsiness, weakness and
dizziness, perphenazine (psychosis) 6 mg
with side effects of dizziness, drowsiness
and anxiety, Seroquel (anti-psychosis)
400 mg daily with a side effect of
drowsiness, and warfarin 6 mg daily and
Zyprexa Zydis 5 mg (anti-psychotic)
every 8 hours as needed.

A General Event Report (GER) in client
C's record dated 5/18/15 indicated in the
section Event Information "Describe
what happened before the event: don't
know, client says it happened this
morning when another peer was helping
him up from the floor...Comments: client
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says he couldn't get up off the floor,
asked him if he fell out of bed, he said
trying to get out of bed and slid to floor.
Told me staff was aware...." The sections
for Corrective Action Taken, Plan of
Future Corrective Actions and Follow-Up
actions, were blank. The report indicated
the residential manager (PC) was notified
by staff #2 on 5/18/15 at 8:31 PM. The
PD (Program Director)/QIDP (Qualified
Intellectual Disabilities Professional)
reviewed the report on 5/19/15 at 9:50
AM. There was no evidence the incident
was reported to the Area Director or the
group home nurse was notified of the
incident. There was no evidence in the
report of an assessment to determine if
client C was injured during the incident.
There was no evidence the incident was
investigated.

A GER dated 6/2/15 indicated client C
"was sick last night, staff monitored all
night. [Client C] got up this morning and
was not feeling well still, had high temp
(temperature) (not specified) and low O2
(oxygen level in the blood stream). He
was taken to doctor and sent to the
emergency room...Comments: [client C]
was admitted into the emergency room
because of his condition, as of 3 pm he
was being admitted into the ICU
(intensive care unit)." There was no
corrective action or follow up listed in
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the report. A BDDS report attached to the
GER indicated on 6/2/15 at 11:30 AM,
client C was taken to the hospital after
being sick all night with a high
temperature and low O2 saturations.
Corrective action indicated "I told the
staff to do the same thing if he complains
about it a lot, then take him to the
hospital. So we would use the same plan
as before."

T-Log nursing notes were reviewed on
10/28/15 at 9:50 AM and indicated on
10/6/15, "Called and spoke with [PD] on
Sunday regarding [client C], stated
hospital states did not have a heart attack,
give tylenol as needed. Checked up on
[client C] on Monday (date not
specified), he appeared tired from
increase in psych (psychotropic) meds
(medications) but was alert and able to
carry on conversatin (sic), ¢/o (complains
of) knees hurting, no other distress
noted." The note failed to indicate any
follow up action to address client C's
chest pain, appearance of being tired or
of his knee pain.

A note from the nurse dated 10/7/15
indicated PD "notified order received last
night to decrease seroquel to 400 mg
(milligrams) daily due to lethargy. Called
[primary care physician's] office and
requested new script for calcium citrate
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and fax order for seroquel decrease.
Client more alert today...."

A nursing note dated 10/9/15 indicated
"Client refused body assessment, states,
T'm OK,' called [primary care physician's]
office 2nd time and asked about new
script for calcium citrate, awaiting
orders."

A nursing note dated 10/12/15 indicated
client C "continues to deny any injuries
from fall, denies any further pain in his
chest, ¢/o right knee pain, no swelling
noted, left thumb healing, nail healing
and coming off, no s/sx (symptoms) of
infection, area pink, no swelling noted."

A nursing note dated 10/26/15 at 12:38
PM indicated a social worker at the
hospital wanted to talk to her about PT
(physical therapy) for client C. The note
indicated he would be referred to a home
health agency to evaluate and treat client
C's needs. The social worker "further
advised he will be discharged today-I
requested records from his stay be sent
with staff upon discharge so we may have
in his chart and she advised she would
ensure a packet would be made and sent.
She could not advise as to any changes in
medication. PD/AD/PC advised of above
and requested to schedule follow up with
[PCP] immediately."
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A note dated 10/27/15 at 9:15 AM
indicated "Upon review of discharge
orders it is noted that perphenazine and
warafin (sic) orders are changed as well. I
phoned [Hospital] and spoke with [name]
who was working on floor [client C] was
on...." The discussion with the nurse at
the hospital indicated client C's warfarin
(blood thinner) and perphenazine were to
be continued as they were upon
admission at 6 mg daily warfarin and 6
mg TID of perphenazine. The note
indicated client C was to be scheduled for
PT evaluation within 48 hours and the PC
was aware. The note indicated client C
was to see his PCP on 11/2/15.

A nursing note dated 10/27/15 indicated
client C was assessed and when
awakened, indicated he was OK. Client
C's vital signs were normal and the nurse
noted client C was "somewhat lethargic
during assessment but could have just
been tired."

Additional T-Log nursing notes were
reviewed on 10/28/15 at 3:50 PM. A
nursing note dated 10/28/15 at 2:51 PM
indicated client C was sleeping, but
awakened easily. "He was independent in
undressing and transferring to his w/c
wheelchair...Staff commented that [client
C] was more alert and mobile than he has
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been recently...."

A note dated 10/28/15 at 3:08 PM
indicated client C was being referred for
a CPAP (continuous pressure airway
machine) and client C's PCP had sent
orders for PT evaluation and treatment
and had requested an order for a
wheelchair and gait belt for "safety
purposes."

A nursing note dated 10/28/15 at 3:12
PM indicated the nurse had checked on
another client and while at the group
home, checked on client C, "I was
surprised to see him up and alert and
oriented a totally different person that |
had assessed 4 hours earlier...."

A Polysomnography Report (evaluation
of sleep quality) was reviewed on
10/27/15 at 11:45 AM and indicated
client C had been diagnosed with "severe
obstructive sleep apnea with significant
oxygen desaturations," with a total of 305
respiratory events and a calculated apnea
(stopping and starting sleep)/hypoxia
(lack of oxygen) was 50 events per hour.
Client C had an oxygen saturation below
89% for a total of 150 minutes. The
report indicated a recommendation to use
a CPAP machine to aid in preventing
airway obstruction during sleep.
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A Mayo Clinic website mayoclinic.org
reviewed on 10/29/15 at 2:30 PM
indicated sleep apnea is a "potentially
serious sleep disorder in which breathing
repeatedly stops and starts." A side effect
listed on the website indicated tiredness
even after a full night's sleep.

Indiana Mentor Meeting Notes dated
10/19/15 indicated "Discussed falls with
[client C] and how to get him up in the
morning." There was no additional
evidence of specific information in
regards to how staff were to assist client
C to get up in the morning. Staff present
at the meeting included the PC, staff #6,
staff #3, staff #4 and day services
coordinator #1. There was no evidence
staff #2, #5, #7, #8 or #9 as listed on the
staff list provided at the entrance of the
survey were present or had been provided
information from the meeting.

The group home nurse was interviewed
on 10/27/15 at 11:30 AM and indicated
she had just transferred to the group
home on 10/26/15 and the Area Director
(AD) should be able to provide evidence
of staff training for client C's updated risk
plan.

The AD and Regional Director were
interviewed on 10/28/15 at 3:40 PM and
indicated client C's risk plan should be
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specific as to how staff were to use the
gait belt, when to use the wheelchair and
walker and how to assist client C if he
were to fall.

An electronic/digital message sent to all
staff working in the group home dated
10/27/15 at 2:21 PM was reviewed on
10/28/15 at 3:53 PM and indicated client
C "is to remain in his wheelchair at all
times per hospital orders until further
notice." There was no evidence of a
physician's order for the use of client C's
wheelchair or of staff training to use the
wheelchair, transferring client C,
assisting him in using the gait belt or
what to do if client C fell.

The AD was interviewed on 10/28/15 at
3:53 PM and indicated there was no
evidence staff had not been trained on
client C's plan updated on 10/27/15.

The PD was interviewed on 10/28/15 at
4:00 PM and stated, "I didn't elaborate
with the notes," and indicated he had
instructed staff to use the wheelchair or
call the on-call supervisor if client C fell.
He indicated he had demonstrated how
client C was to be lifted under his arms
and how to use the wheelchair. The PD
stated, "Sometimes his legs don't work,"
and stated "We would use a sling (gait
belt)" and had demonstrated its use at the
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meeting. The PD indicated staff #7 and
#8 had not attended the meeting and there
was no additional training since client C's
fall on 10/23/15.

The AD was interviewed on 11/2/15 at
5:20 PM and indicated the nurse, PD and
the PC should have noticed a pattern of
client C's falls and addressed them.

2. A BDDS report dated 5/23/15 and
reported 5/28/15 indicated "staff stated
that he was driving the Vehicle to drop
off another client at workshop. He turned
a corner and rear passenger side strap
failed and released tension causing the
chair to fall over. Client B was
unharmed but needed to be picked up by
three individuals because the wheelchair
was heavy." Corrective action indicated
"Retrain Staff on reporting incident, bus
safety, as well as contact PC or PD as
soon as accident happens."

An investigation dated 6/1/15 completed
by the PD was reviewed on 10/27/15 at
11:00 AM and indicated the following
interviews with clients A, E, F and B and
by staff #15:

Client E indicated in an interview on
6/2/15 he saw client B fall over on his
side and "he had to yell at [staff #15]
twice to stop the bus because [client B]

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

VDTY11  Facility ID:

000869 If continuation sheet

Page 70 of 240




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

PRINTED: 12/29/2015
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: A.BUILDING 00 COMPLETED
15G353 B. WING 11/09/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1012 PARKWAY DR
REM OCCAZIO LLC ANDERSON, IN 46012
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D _ i _ (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

was over on his side...stated that he said
something to him (unspecified) about the
straps being put on correctly (sic) he also
stated that [staff #15], [client F] and
himself had to lift [client B] off the
ground. Stated that the music was up a
little loud and that's why he had to yell
twice at [staff #15] to get his attention to
stop the bus."

Client B indicated in an interview on
6/2/15 "stated that he felt like [staff #15]
was driving fast on that day. Stated that
he felt his straps was (sic) not put on
correctly and said that [client E] said
something to [staff #15] about the straps
not being on right. [Client B] stated that
he (unspecified) had the radio loud and
couldn't hear him. [Client B] stated that
he was telling [staff #15] he was falling
over and presumed to turn up the radio.
Stated that once he fell over [client E]
yelled at [staff #15] to stop the bus.
[Client B] stated that [client E] tried to
pick him up but was too heavy and by
that time [client F] and [staff #15] was
(sic) helping lift him."

Client A indicated in an interview on
6/2/15 "they had to call [staff #15] a few
times to get his attention," and indicated
staff #15, and clients E and F assisted
client B up off the ground and secured
the straps.
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Client F indicated in an interview on
6/2/15 client E had to call staff #15 twice
to get his attention after client B fell over
before staff #15 stopped to get client B
up and secure the tie downs to his
wheelchair before driving client A to
work.

Staff #15 indicated in an interview on
6/3/15 "that [client F] and a few others
yelled at him and he said once he looked
back and seen (sic) [client B] was on the
ground he had to pull over. Stated the
rear right hand side belt failed and
released...." When staff #15 was asked
why he didn't report it, "Stated he di

dn't report it because it just slipped his
mind because he had a lot going on that
weekend with his fiance being in the
hospital...."

The conclusion of the investigation
indicated "Evidence supports staff did not
follow protocol(s).
Recommendations/Corrective Measures
to Prevent the Likelihood of Future
Occurrences: Staff will be retrained on
and sign off on call procedures and
attendance policy. Staff will be retrained
on tie-downs. Staff will monitor an
injury's (sic) for [client B] and report
concerns immediately."
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The Area Director (AD) was interviewed
on 10/27/15 at 11:35 AM and indicated
staff #15 should have received corrective
action of re-training on tie downs as
indicated in the investigation. She
indicated the investigation should have
addressed the client's statements about
staff #15 driving fast and having the
music on so loud he could not hear them
yelling when client B fell over in his
wheelchair.

Staff #15's Behind the Wheel Company
Vehicle Driving Training Checklist dated
8/4/14 was reviewed on 11/4/15 at 1:45
PM and indicated staff #15 had been
trained on safe driving, including
"maintains a safe following distance and
speed limits," and "did lift w/(with)
empty w/c (wheelchair). Still needs tie
down training."

The AD indicated on 11/5/15 at 11:59
AM, there was no evidence staff #15 had
been retrained on vehicle tie-downs or
van safety at the group home.

3. A BDDS report dated 6/6/15 at 10:23
PM indicated "[Client A] and [Client I]
were on an outing with [staff #15] and
upon arriving back home the other staff
working [staff #6] seen (sic) that
something was wrong with [staff #15]. It
was reported to [staff #6] that [staff #15]
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took [client A] and [client I] on a location
not approved by the PD or PC. It was
report (sic) to [staff #6] that [client A]
and [client I] may have been left in the
van up to 30 minutes unintended (sic). It
was reported that [staff #15] was
suspected to be under the influence of
something and was found in the living
room asleep on the couch. Upon reciving
(sic) these concerns [staff #6] contacted
the on call PC and the on call PC
informed the PD and the PD went to the
home and found [staff #15] sleep (sic).
PD suspended [staff #15] immediately
and sent him home. PD checked to make
sure everyone in the house was safe. PD
also was in contact with other home
manager for [client I] to inform them of
the situation and ensure [client I's] safety.
There was (sic) no injuries observed and
reported." Corrective action indicated
"Staff has been suspended upon
completion of (sic) investigation."

A Summary of Internal Investigation
Report dated 6/10/15 was reviewed on
10/27/15 at 10:40 AM and indicated the
following:

An undated interview with PC #3
indicated she had received a call from
staff #6, reporting that staff #15 was
"passed out" in the office. Staff #6
indicated to PC #3 that staff #15 had left
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"approximately 6 pm with the client
[client A], and returned to the home at
9:40 PM. Said [staff #6] told her [staff
#15] appeared to be having trouble
walking into the home when he returned.
Said [client A] had reported to [staff #6]
that [staff #15] had taken him and [client
I] to his home, got out of the car without
saying anything to them and left them in
the car for a period of time and when they
were coming home [staff #15] was
driving 'reckless'...."

An undated interview with the PD
indicated when he arrived at the group
home at 11 PM, "[staff #6] informed him
that [staff #15] was still asleep and she
was afraid he might come up swinging
when he was awakened. Said he observed
[staff #15] lying on the couch on his side
with a pillow under his head, his shoes
off, and a blanket covering him to his
neck. Said he tapped [staff #15] several
times and asked him to wake up. Said
when [staff #15] did not wake up he
shook [staff #15's] leg and spoke louder.
Said [staff #15] then open (sic) one eye
and looked at him. Said he directed [staff
#15] to get up and leave. Said [staff #15]
got up from the couch without saying
anything and stood looking at him for
several minutes before he again informed
[staff #15] he needed to get his shoes on
and leave. Said [staff #15] then got his
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shoes and left slamming the door without
saying a word....Said when he
interviewed [client A], [client A] looked
concerned. [Client A] told him [staff
#15's] driving scared him. [Client A] said
[staff #15] hit a median and almost hit
another car demonstrating with his hands.
[Client A] said [staff #15] was acting
different on their way home...Said [client
A] and [client I] require supervision
during their dates to reduce opportunities
for inappropriate sexual behavior
between them. Said [client A] told him he
and [client I] kissed while they were
waiting for [staff #15] to come out of the
house...Said he did receive a text on
6/7/15 from [staff #15]."

An undated interview with client A
indicated he and client I were taken to a
restaurant for about 30 minutes and then
went to the house where they have never
been before. "Said [staff #15] left them in
the car for 30 minutes while he was in the
house. Said on the way home he was
scared because [staff #15] hit a median
and almost hit another car...."

An undated interview with client E
indicated staff #15 "sleeps whenever he
works by himself."

An undated interview with staff #15
indicated he "fell asleep on 6/6/15
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because the medication he has been
prescribed makes him drowsy." Staff #15
denied taking client A and client |
anywhere other than driving around so
that they could spend time together."

There was no evidence in the
investigation that client I had been
interviewed.

The conclusion of the investigation
indicated staff #15 admitted he was
sleeping on 6/6/15 and was under the
influence of medication when
transporting clients. Recommendations
indicated "HR (human resources) and
Operations (administrative staff) to
review findings of investigation to
determine appropriate corrective action."

Client A's record was reviewed on
10/27/15 at 1:05 PM. An ISP (Individual
Support Plan) last updated 5/8/14
indicated client A "has to have staff with
him on all community outings." The
Individual Services Safeguard last
updated 2/18/11 indicated for supervision
in the community client A required
"within visual range (consumer is within
eyesight of staff at all times)."

The Area Director (AD) was interviewed
on 10/27/15 at 11:35 AM and indicated
staff #15 had been terminated after the
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incident on 6/6/15 involving client A. She
indicated staff #15's erratic driving under
the influence of medication and failure to
supervise him had placed client A at risk.
She indicated the facility's policy and
procedures did not permit staff #15 to be
screened for substances he may have been
under the influence of at the time of the
incident involving client A. She indicated
there was no evidence in the investigation
client I had been interviewed. The AD
indicated corrective action to ensure
clients were not at risk included ongoing
monitoring by the group home PC
(Program Coordinator) on a daily basis
and by the PD (Program Director) on a
weekly basis. She indicated she would
look for evidence of monitoring by the
PC and PD.

The AD was interviewed on 11/2/15 at
5:10 PM and when asked about evidence
of PC monitoring visits, indicated she
would look for documentation, and
stated, there were "not too many." There
was no evidence of
monitoring/observations by the PC
provided prior to 10/28/15.

Documentation of the PD's monitoring of
the group home was reviewed on
10/27/15 at 10:35 AM and indicated he
had visited the home on 6/11/15 from
4:00 PM until 5:30 PM, on 7/16/15 from
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12:00 PM-1:00 PM, on 9/12/15 from
10:00 AM until 11:30 AM, on 9/29/15 at
9:30 AM and again on 10/15 from 1:00
PM until 3:30 PM. There was no
evidence of visits on a weekly basis.

Client A was interviewed on 10/29/15 at
7:55 PM. When asked about the incident
in which staff #15 had left him and client
I alone on the van, he stated it was his
birthday that day and he and client I had
gone out to eat. Staff #15 then drove
them to an unknown location/home and
staff #15 left him and client I alone "for
awhile." Client A indicated when staff
#15 drove him and client I home, he was
weaving (as demonstrated by moving his
hands) on the road. Client A indicated he
was scared when staff #15 drove him
home that evening.

4. Observations were completed at the
group home on 10/26/15 from 5:55 PM
until 7:06 PM. Client C sat on his bed
and asked staff #7 to assist him in
removing his hospital bracelets, with the
exception of the bracelet labeled "fall
risk," which he wanted to remain attached
to his wrist.

The Program Coordinator (PC) was
interviewed on 10/26/15 at 6:00 PM and
stated client C had returned from the
hospital "a couple of hours ago." He
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indicated client C had fallen on 10/23/15
and may have had the flu.

Client E was interviewed on 10/26/15 at
6:30 PM and stated staff #8 "Is
demanding. I know this is our house, but
I feel like it's not our house." Client E
stated client C had been "pushed" by staff
#8 causing his fall on 10/23/15.

Client C was interviewed on 10/26/15 at
6:31 PM. He stated staff #8 had "pushed
me as in rushed. I fell flat on my face."
When asked how staff #8 rushed him,
client C stated, "Hurry up, we're going to
be late. We were outside and I was about
to get on the bus."

Client F was interviewed on 10/26/15 at
6:20 PM and stated staff #8 "bosses me
around,” and staff #8 would tell client F
to "Get this done."” When asked if he had
informed anyone, he indicated he had told
the PC (Program Coordinator) who was
standing in the area.

The PC was interviewed on 10/26/15 at
6:20 PM and indicated he had been made
aware of clients E and F's concerns of
staff #8's approach earlier that week (date
not specified) and was going to address it
with staff #8.

Staff #4 was interviewed on 10/27/15 at
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7:40 AM and stated she had heard clients
complain about staff #8 " bossing "
clients. She indicated staff #8 was
sometimes directive in requests and she
had attempted to demonstrate how to ask
clients to complete tasks by asking them
" Could you please? "

The Area Director (AD) was interviewed
on 10/27/15 at 12:20 PM and indicated
staff #8 was currently suspended due to
an allegation made by client F that
morning of misconduct.

A Summary of Internal Investigation
Report dated 11/4/15 for an incident
dated 10/29/15

indicated on 10/29/15, the AD suspended
staff #8 for "being bossy." The following
interviews were completed as part of the
investigation:

Client C was interviewed (undated) and
indicated he was walking to the bus and
"his legs just gave out on him ([client C]
fell going to the van on 10/29/15...Stated
he felt rushed because [staff #8] was
telling everyone to hurry up...Stated he
doesn't like [staff #8] because he wakes
me up on (sic) the morning and doesn't
wake everyone else up on the morning.
Stated he feels like this is [staff #8] being
bossy. States an example of [staff #8]
being bossy is 'Pushy, meaning talking to
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me real fast, telling me to hurry up.
Stated [staff #8] has only been bossy on
the day he [client C] fell when he had the
walker...."

Client B's undated interview indicated
staff #8 was not bossy to him, but
"sometimes [staff #8] is bossy to [client
H]'ll

Client E's undated interview indicated
"things are not going good because [staff
#8] is irritating...Stated he doesn't like the
way [staff #8] speaks to them and he feels
like he's in the military. Stated [staff #8]
is bossy to everybody. Stated [staff #8]
has yelled at him and raised his voice but
could not give specifics...."

Client F's undated interview indicated "
things are not going good because of
[staff #8]. Stated [staff #8] is bossy.
Stated [staff #8] will go into his bedroom
and hook his phone up to the surround
sound in my bedroom. Stated he wants to
get rid of [staff #8]. " Staff #8 "
demands " client F to wash the table as
part of his assigned chores and staff #8
has yelled at him and raised his voice.
When asked if [staff #8] has been
physically abusive towards him states,
'yes, he punches his hand. ' "

Staff #4's undated interview indicated
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"she had never seen [staff #8] be bossy
towards clients."

The PD's undated interview indicated he
had interviewed clients G, E and H. The
interview indicated the clients did not
think staff #8 raised his voice, and staff
#8 "just tells them what to do," and client
H did not like to get up at 5:00 AM when
staff #8 woke him up with the other
clients. The PD "Stated the clients he
spoke to said if a female were to ask in
the same manner and tone as [staff #8] it
would not be a problem. "

Staff #8's undated interview indicated
staff #8 "Just wakes them up and lets
them know from time to time they are
running behind, but he has never been
bossy or mean to them."

The conclusion indicated "evidence does
not support the allegation of verbal abuse
from [client F] involving [staff #8], and
[staff #8] will be retrained on how to
speak to clients."

The AD (Area Director) was interviewed
on 11/9/15 at 4:35 PM and indicated the
investigation did not address client F's
statement staff #8 hit his hand or the
discrepancies between the statements of
clients C, E and F and the PD.
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The facility's policy Quality and Risk
Management dated 4/2011 was reviewed
on 10/27/15 at 10:30 AM and indicated
"Indiana Mentor promotes a high quality
of service and seeks to protect individuals
receiving Indiana Mentor services
through oversight of management
procedures and company operations,
close monitoring of service delivery and
through a process of identifying
evaluating and reducing risk to which
individuals are exposed... B.1. Alleged,
suspected, or actual abuse, neglect, or
exploitation of an individual. An incident
in this category shall also be reported...as
applicable. The provider shall suspend
staff involved in an incident from duty
pending investigation by the provider.
This may include: ...e. Failure to provide
appropriate supervision, care or training;
... 4...h. Injury to an individual when the
origin or cause of the injury is unknown
and could be indicative of abuse, neglect
or exploitation; i. Injury to an individual
when the origin or cause of the injury is
unknown and the injury required medical
evaluation or treatment. j. A significant
injury to an individual, including; (1) A
fracture; ... (4) Bruises larger then three
inches in any direction or pattern of
bruises or contusions regardless of size;
(5) Any occurrence of skin breakdown
related to decubitus ulcer regardless of
severity; (6) Contusions or lacerations

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

VDTY11  Facility ID:

000869 If continuation sheet

Page 84 of 240




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

PRINTED: 12/29/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G353

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
11/09/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1012 PARKWAY DR
ANDERSON, IN 46012

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

which require more than basic first aid;
(7) Any injury requiring more than first
aid; (8) Any puncture wound penetrating
the skin, including human or animal
bites; or (9) Any pica ingestion requiring
more than first aid. 1. A fall resulting in
injury, regardless of severity of injury...p.
Inadequate staff support for an individual,
including inadequate supervision, with
the potential for: (1) Significant harm or
injury to an individual; or (2) Death of an
individual; q. Inadequate medical support
for an individual, including failure to
obtain: 1. Necessary medical services; 2.
Routine dental or physician services; ... 4.
An incident shall be reported by a
provider or an employee or agent who:
(a) Is providing services to the individual
at the time of the incident. (b). Becomes
aware of or receives information about an
alleged incident. 5. An initial report
regarding an incident shall be submitted
within twenty-four hours of: (a) the
occurrence of the incident; or (b). the
reporter becoming aware of or receiving
information about an incident. The
Program Director, who serves as the
QMRP (Qualified Mental Retardation
Professional), shall submit a follow-up
report concerning the incident on the
BDDS's follow-up incident report form at
the following times: (a). Within seven
days of the date of the initial report; (b).
Every seven days thereafter until the
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incident is resolved; (c). All information
required to be submitted to the BDDS
shall also be submitted to the provider of
case management services to the
individual... C. Indiana Mentor is
committed to completing a thorough
investigation for any event out of the
ordinary which jeopardizes the health and
safety of any individual served or other
employee. 1. Investigation findings will
be submitted to the Area Director for
review and development of further
recommendations as needed within 5
days of the incident."

This federal tag relates to complaints
#IN00175282 and #IN00185516.

9-3-2(a)
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W 0153 483.420(d)(2)
STAFF TREATMENT OF CLIENTS
Bldg. 00 The facility must ensure that all allegations
of mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law
through established procedures.
Based on observation, record review and W 0153 W 153 Staff Treatment of Clients 12/09/2015
interview for 2 of 4 sampled clients Tl}lle facility Ilflus,t ensure that alll
. N . allegations of mistreatment, neglect
(clients B and C), the facility failed to s S &
or abuse, as well as injuries of
document falls and report them to the unknown source, are reported
administrator and to BDDS (Bureau of immediately to the administrator or
Developmental Disabilities Services) in to other officials in accordance with
accordance to state law. State law through established
procedures.
Findings include: 1.  What corrective action will
be accomplished?
1. The Program Coordinator (PC) was Training completed with the
interviewed on 10/26/15 at 6:00 PM and Ztafir;gardmgi and exoloitati
. use, neglect and exploitation-
stateq client C had returned from the what constitutes abuse, report
hospital "a couple of hours ago." He expectations and investigation
indicated client C had fallen on 10/23/15 expectations (competency test
and may have had the flu. provided)
0 When to contact the Program
i . Coordinator
Staff #10 was. interviewed on 10/26/15 at The Program Coordinator will
5:55 PM and lndicated Client C had a be trained on When to contact the
history of falls and staff used a gait belt Program Director.
to assist him. The Program Coordinator and
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Program Director will be trained on
Staff #4 was interviewed on 10/26/15 at reportable incidents and notifying the
. . administrator.
6:50 PM and stated client C "is hard to
supervise. He has fallen recently. The 2. How will we identify other
meds he's on make him drowsy-when he residents having the potential to be
falls it's hard to catch him." Staff #4 affected by the same deficient
indicated client C had a fall risk plan to pr:mce fl‘l": V:h::t cgrre“'ve
. action wi ¢ taken:
1.1se'a gait 'belt.and a walker. Staff #4 All residents have the
indicated if client C falls, staff were to potential to be affected by the same
call the HM (house manager)/PC and deficient practice.
indicated emergency medical services Training completed with the
staff had to assist with client C to get up Ztafifgardmg; ¢ and exoloitati
. use, neglect and exploitation-
gfte.r falls twice on 10/23/15. Staff #4 what constitutes abuse, report
indicated she not been present when expectations and investigation
client C had fallen and had been able to expectations (competency test
stop him from falling in the past by provided)
asking him to stand up straight. ° Wl_len to contact the Program
Coordinator
The Program Coordinator will
Staff #8 was inteI’VieWCd on 10/27/1 5 at be trained on when to contact the
at 7:25 AM. Staff #8 indicated client C Program Director.
had been found on the floor of his The Program Coordinator and
bedroom at 3:00 AM on 10/23/15 when Program Director will be trained on
h k" i staff 47 h reportable incidents and notifying the
€ was working with sta on the administrator.
overnight shift. He indicated client C
normally got up at 4:00 AM for his 3. What measures will be put
shower to give him extra time. He into place or what systemic
indicated he and staff #7 had attempted to changes will l,)e made t? ensure
. . . that the deficient practice does not
get client C up using the gait belt, but recur:
weren't able to get him up. Staff #8 Training completed with the
indicated he had called 911 and on-call staff regarding:
staff, and due to the emergency (with 0 Abuse, neglect and exploitation-
. what constitutes abuse, report
client C on the floor) the fire department expectations and investigation
had arrived to assist client C to get up. expectations (competency test
Staff #8 stated, client C "went on with his provided)
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day and showered. 0 When to contact the Program
Coordinator
Staff #7 was interviewed on 10/27/15 at . The Program Coordinator will
be trained on when to contact the
8:20 AM. Staff #7 stated client C was Program Director.
currently asleep in his room, client C was The Program Coordinator and
better 2-3 weeks ago and has been "like Program Director will be trained on
this for a week." Staff #7 indicated client reportable incidents and notifying the
C had been experiencing medication administrator.
adjustments. Staff #7 indicated she had 4. How will the corrective
been present when client C fell on action be monitored to ensure the
10/23/15 on the overnight shift and at deficient practice will not recur?
9:00 AM. She saw client C fall as she o New S_taffhl.re.d to work at the
. site will receive training on
went around the back of the van to assist reportable incidents, reporting
with the lift. She stated staff #8 "was expectations and who to contact.
right in front of him. He was walking to Quarterly Health and Safety
his car to leave and was not assisting assessments will be completed by the
[client C]." Staff #7 indicated client C Program Céordmator and/or the
. Program Director and forwarded to
took about 30 minutes to leave the the Quality Improvement department.
kitchen to get to the van on the morning These assessments include a review
of 10/23/15 prior to his fall and was not of the environmental needs for the
rushed. home, review of risk plans, ISP, BSP
and client specific training for the
. residents. The assessment also
The facility's reports to the Bureau of includes an interview of staff to
Developmental Disabilities Services were ensure they know how to properly
reviewed on 10/27/15 at 10:15 AM and document medical needs, how to
included the following for client C: report incidents, diets and
understanding of BSP’s.
. The Quality Improvement
A BDDS report written by the PD dated Department and the Area Director
10/23/15 was reviewed on 10/23/15 at will monitor incidents as they are
12:20 PM and indicated at 9:00 AM, reported to ensure that they are
client C "was walking to the bus lift reported timely and that all required
where his legs gave out and he fell chest incidents are reported to BDDS.
first into (sic) the driveway. i (sic) 5. Whatis the date by which the
evaluated him, no blood, did not loose systemic changes will be
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(sic) consciousness, complained of pain
in both wrist (sic), both legs, and in his
face and right eye, called ambulance.
[Client C] was taken to the hospital and
kept for an overnight observation.
Corrective action indicated "Follow
Mentors (sic) policy on falls." There was
no evidence the fall on 10/23/15 at 3:00
AM had been reported to the
administrator or to BDDS.

A Preliminary Report of Alleged Adult
Endangerment was reviewed on 10/27/15
at 9:30 AM and indicated " On 10/26/15
APS (Adult Protective Services) received
the following report: ...Please see the
attached police report from [county]
regarding [client C] (Victim). Victim
(client C) is mentally handicapped.
Victim resides in a group home believed
to be under the supervision of
REM-Indiana Mentor/Occazio
...According to the police report, [client
C] is around 5' (feet) 10" (inches) and
weighs over 300 Ibs (pounds). Officer
[name] states in her report that this is the
second time in two weeks that she has
been to the home due to Victim falling in
the driveway. The first occurrence was on
10/15/15. Also Officer [name] was
advised that the [township name] Fire
Department was out on Victim around
4:00 (AM/PM not specified) on this date,
10/23/15 due to victim falling out of bed.

completed?
December 9th, 2015
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There is concern over a lack of staff or
supervision at the group home to assist
Victim and also inadequate equipment to
accommodate Victim .... " An attached
police report indicated a Case Narrative

" On 10/23/15, T assisted with [township]
Fire Department on an injured (sic) in a
fall at [group home address]. This is a
group home. This is the second time in 2
weeks that [ have been to the group home
in regards to the same client falling in the
driveway. The prior incident was
10/15/15. I was advised the fire
department was requested around 04:00
on 10/23/15 due to [client C] falling out
of bed. I was advised the fire department
assisted [client C] in standing.

On 10/15/15, [client C] had fell (sic) in
the driveway. [Client C] is approximately
5'10" and weighs over 300 pounds. The
fire department assisted [client C] in
standing and getting him back into a van.
The fire department requested a
wheelchair due to the distance the van
was due to where [client C] fell. A
wheelchair was brought out from the
facility that would not be large enough
for a large adult let alone a client that is
obese as [client C]. On this occasion
[client C] was unsteady on his feet and
was unable to walk without assistance.
The firemen had to place each of [client
C 's] legs into the van. The (sic) they had
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to push on his bottom to move him over
so that the door would close. [Client C]
attempted to assist but trembled as he
tried to move his own weight. There was
a small bus that was picking up some of
the clients. It is my understanding that
[client C] would have to climb the stairs
in order to get on the small bus. The bus
is equipped with a ramp. One of the
fireman (sic) advised that someone from
the group home advised that there has not
had (sic) a manager for some time. They
also advised that the clients are shipped
from this facility to another due to being
understaffed during the daytime. The
staff was little to no help in getting
[client C] on the van.

There was no evidence in reports
provided by the facility the incident of
client C falling on October 15, 2015 and
on October 23, 2015 at 3:00 AM had
been reported to the administrator or
BDDS.

The Area Director (AD) was interviewed
on 10/27/15 at 12:15 PM and indicated
client C's falls which required the use of
emergency personnel should have been
reported to her and to BDDS.

2. A BDDS report dated 5/23/15 and
reported 5/28/15 indicated "staff stated
that he was driving the Vehicle to drop
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off another client at workshop. He turned
a corner and rear passenger side strap
failed and released tension causing the
chair to fall over. Client was unharmed
but needed to be picked up by three
individuals because the wheelchair was
heavy."

An investigation dated 6/1/15 completed
by the PD was reviewed on 10/27/15 at
11:00 AM and indicated the staff #15:

Staff #15 indicated in an interview on
6/3/15 "that [client F] and a few others
yelled at him and he said once he looked
back and seen (sic) [client B] was on the
ground he had to pull over. Stated the
rear right hand side belt failed and
released...." when staff #15 was asked
why he didn't report it, "Stated he didn't
report it because it just slipped his mind
because he had a lot going on that
weekend with his fiance being in the
hospital...."

The conclusion of the investigation
indicated "Evidence supports staff did not
follow protocol(s).
Recommendations/Corrective Measures
to Prevent the Likelihood of Future
Occurrences: Staff will be retrained on
and sign off on call procedures and
attendance policy. Staff will be retrained
on tie-downs. Staff will monitor an
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injury's (sic) for [client B] and report
concerns immediately."
The Area Director (AD) was interviewed
on 10/27/15 at 11:35 AM and indicated
the incident had not been timely reported.
This federal tag relates to complaints
#IN00175282 and #IN00185516.
9-3-2(a)
9-3-1(b)(5)
W 0154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
Bldg. 00 | The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on record review and interview for W 0154 W 154 Staff Treatment of Clients 12/09/2015
3 of 4 sampled clients (clients A, B and The facility must have evidence that
iy . i 11 alleged violati thoroughl
(), and for 2 additional clients (clients E aTl afieged viotations are THorougty
. ) investigated.
and F), the facility failed to complete
thorough investigations. The facility 1. What corrective action will
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failed to investigate falls involving be accomplished?
clients B and C. The facility failed to The Program Coordinator and
. . .. Program Director will be trained on
thoroughly investigate an incident -
) : i ) reportable incidents.
involving client A being left alone and The Program Director will be
staff's unsafe driving. The facility failed retrained on investigation
to thoroughly investigate an allegation of expectations and completing
abuse and neglect involving clients C, E thorough investigations.
and F. 2.  How will we identify other
residents having the potential to be
Findings include: affected by the same deficient
practice and what corrective
' . . >
1. The Program Coordinator (PC) was action will be taken?
. . d 6/ d All residents have the
mtervwvlve on 10/26/15 at 6:00 PM an potential to be affected by the same
stated client C had returned from the deficient practice.
hospital "a couple of hours ago." He The Program Coordinator and
indicated client C had fallen on 10/23/15 Program Director will be trained on
rtable inci ts.
and may have had the flu. reportable incidents . .
The Program Director will be
retrained on investigation
Client E was interviewed on 10/26/15 at expectations and completing
6:30 PM and stated client C had been thorough investigations.
"pushed" by staff #8 causing his fall on
10/23/15. 3 ‘What measures will .be put
into place or what systemic
changes will be made to ensure
Client C was interviewed on 10/26/15 at that the deficient practice does not
6:31 PM. He stated staff #8 had "pushed recur:
me as in rushed. I fell flat on my face." b Tlg.ngram]?zord‘?at(g and
. rogram Director will be trained on
When asked how staff #8 rushed him, g .
. " . ) reportable incidents.
client C stated, "Hurry up, we're going to The Program Director will be
be late. We were outside and I was about retrained on investigation
to get on the bus." expectations and completing
thorough investigations.
Staff #4 was interviewed on 10/26/15 at . .
4. How will the corrective
. 1 "s
6:50 PM and stated client C "is hard to action be monitored to ensure the
supervise. He has fallen recently. The deficient practice will not recur?
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meds he's on make him drowsy-when he : The Quality Improvement
falls it's hard to catch him." Staff #4 \E\)/ﬁlprirc:rr?iteor:tiizii’i;:?spg:?hzgzcrfr
indicated client C had a fall risk plan to reported to ensure that they are
use a gait belt and a walker. Staff #4 reported timely and that all
indicated if client C falls, staff were to required incidents are reported to

BDDS.

New staff hired to work at
the site will receive training on
staff had to assist with client C to get up reportable incidents, reporting

after falls twice on 10/23/15. Staff #4 expectations and who to contact.
indicated she not been present when All abuse and neglect

. investigations will be reviewed by
client C had fallen and had been able to the Quality Improvement

call the HM (house manager)/PC and
indicated emergency medical services

stop him in the past from falling by Specialist or her designee to
asking him to stand up straight. ensure the investigations are
thorough.

All investigations that are

Staff #8 was interviewed on 10/27/15 at not considered abuse and neglect

7:25 AM and indicated he had not been will be reviewed by the Area
trained on specific client interventions for Director or her designee to
client C, and client C had been found on ensure the investigations are

the floor of his bedroom at 3:00 AM on thorough.

10/23/15 when he was working with staff 5. Whatis the date by which the
#7 on the overnight shift. He indicated systemic changes will be

client C normally got up at 4:00 AM for completed?

his shower to give him extra time. He December 9th, 2015

indicated he and staff #7 had attempted to
get client C up using the gait belt, but
weren't able to get him up. Staff #8
indicated he had called 911 and on-call
staff, and due to the emergency (with
client C on the floor) the fire department
had arrived to assist client C to get up.
Staff #8 stated, client C "went on with his
day and showered. My shift was over and
I was off the clock. I was walking him
out and I don't know if he missed his step
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(on the driveway) or missed his footing,
and I tried to stop it (fall). He's a pretty
good sized guy-my size and just the
momentum...we called 911 and then the
HM (house manager)/PC. I told the HM I
could leave, staff were here with him. I
don't know what happened as I left. |
normally clock out at 8:00 AM, it was
after that."

Staff #7 was interviewed on 10/27/15 at
8:20 AM. Staff #7 stated client C was
currently asleep in his room, client C was
better 2-3 weeks ago and has been "like
this for a week." Staff #7 indicated client
C had been experiencing medication
adjustments. Staff #7 indicated she had
been present when client C fell on
10/23/15 on the overnight shift and at
9:00 AM. She saw client C fall as she
went around the back of the van to assist
with the lift. She stated staff #8 "was
right in front of him. He was walking to
his car to leave and was not assisting
[client C]." Staff #7 indicated client C
took about 30 minutes to leave the
kitchen to get to the van on the morning
of 10/23/15 prior to his fall and was not
rushed.

The facility's reports to the Bureau of
Developmental Disabilities Services were
reviewed on 10/27/15 at 10:15 AM and
included the following for client C:
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A BDDS report dated 10/7/15 indicated
on 10/7/15 at 7:10 PM, client C was
found by the staff on the bedroom floor,
"staff tried to help [client C] up, other
client (unspecified) called ambulance,
ambulance came and helped [client C]
up, there appears to be no injury, but staff
will continue to check throughout the
shift." Corrective action indicated
"Follow Mentors (sic) policy and
Procedure on Falls."

A BDDS report written by the PD dated
10/23/15 was reviewed on 10/23/15 at
12:20 PM and indicated at 9:00 AM,
client C "was walking to the bus lift
where his legs gave out and he fell chest
first into (sic) the driveway. i (sic)
evaluated him, no blood, did not loose
(sic) consciousness, complained of pain
in both wrist (sic), both legs, and in his
face and right eye, called ambulance.
[Client C] was taken to the hospital and
kept for an overnight observation.
Corrective action indicated "Follow
Mentors (sic) policy on falls."

An investigation into the incident on
10/23/15 dated 10/24/15 was reviewed on
10/27/15 at 12:20 PM and indicated the
same information as provided in the
BDDS report in regards to the incident.
Staff #7, client C and the PC were

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

VDTY11  Facility ID:

000869 If continuation sheet

Page 99 of 240




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

PRINTED: 12/29/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G353

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
11/09/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1012 PARKWAY DR
ANDERSON, IN 46012

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

interviewed as part of the investigation.
Staff #7 indicated in her interview she
was in the process of taking the clients
out to the bus so they could go to day
services. The interview indicated staff #7
stated "Everything was fine until [client
C] just fell all of a sudden, [client C] told
her his legs just give (sic) out and they
don't want to work right sometimes, he
was complaining about his wrist and legs
hurting and that she called the
Ambulance, the PC just pulled up." The
PC indicated he had just pulled up to the
group home and found that client C had
just fallen. The PC indicated he went
with client C to the hospital and the nurse
wanted to keep client C overnight to run
tests. Client C was interviewed and
stated, "he was walking to the bus and his
legs just gave out on him, his legs stops
(sic) working from time to time and he
was in some pain and wanted to go to the
hospital." There was no evidence any
other clients present were interviewed as
part of the investigation into client C's
fall on the driveway at 9:00 AM on
10/23/15.

A Preliminary Report of Alleged Adult
Endangerment was reviewed on 10/28/15
at 9:30 AM and indicated "...On
10/26/15 APS (Adult Protective
Services) received the following report:
...Please see the attached police report
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from [county] regarding [client C]
(Victim). Victim (client C) is mentally
handicapped. Victim resides in a group
home believed to be under the
supervision of REM-Indiana
Mentor/Occazio ...According to the
police report, [client C] is around 5' (feet)
10" (inches) and weighs over 300 Ibs
(pounds). Officer [name] states in her
report that this is the second time in two
weeks that she has been to the home due
to Victim falling in the driveway. The
first occurrence was on 10/15/15. Also
Officer [name] was advised that the
[township name] Fire Department was
out on Victim around 4:00 (AM/PM not
specified) on this date, 10/23/15 due to
victim falling out of bed. There is
concern over a lack of staff or
supervision at the group home to assist
Victim and also inadequate equipment to
accommodate Victim .... " An attached
police report indicated a Case Narrative
" On 10/23/15, T assisted with [township]
Fire Department on an injured (sic) in a
fall at [group home address]. This is a
group home. This is the second time in 2
weeks that I have been to the group home
in regards to the same client falling in the
driveway. The prior incident was
10/15/15. I was advised the fire
department was requested around 04:00
on 10/23/15 due to [client C] falling out
of bed. I was advised the fire department

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

VDTY11  Facility ID:

000869 If continuation sheet

Page 101 of 240




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

PRINTED: 12/29/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G353

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
11/09/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1012 PARKWAY DR
ANDERSON, IN 46012

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

assisted [client C] in standing.

On 10/15/15, [client C] had fell (sic) in
the driveway. [Client C] is approximately
5'10" and weighs over 300 pounds. The
fire department assisted [client C] in
standing and getting him back into a van.
The fire department requested a
wheelchair due to the distance the van
was due to where [client C] fell. A
wheelchair was brought out from the
facility that would not be large enough
for a large adult let alone a client that is
obese as [client C]. On this occasion
[client C] was unsteady on his feet and
was unable to walk without assistance.
The fireman had to place each of [client
C's] legs into the van. The (sic) they had
to push on his bottom to move him over
so that the door would close. [Client C]
attempted to assist but trembled as he
tried to move his own weight. There was
a small bus that was picking up some of
the clients. It is my understanding that
[client C] would have to climb the stairs
in order to get on the small bus. The bus
is equipped with a ramp. One of the
fireman (sic) advised that someone from
the group home advised that there has not
had (sic) a manager for some time. They
also advised that the clients are shipped
from this facility to another due to being
understaffed during the daytime. The
staff was little to no help in getting
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[client C] on the van.

There was no evidence in reports
provided by the facility the incident of
client C falling on October 15, 2015 and
on 10/23/15 at 4:00 AM had been
investigated.

The Area Director (AD) was interviewed
on 10/27/15 at 12:20 PM and indicated
any clients present should have been
interviewed as part of the investigation
completed by the Program Director (PD)
into the incident of client C falls on
10/23/15. She indicated there was no
evidence the fall on 10/23/15 at 4:00 AM
had been reported or investigated. The
AD indicated she was unaware of a fall
requiring the use of emergency personnel
on 10/15/15 and it had not been reported
to her or investigated.

2. A BDDS report dated 5/23/15 and
reported 5/28/15 indicated "staff stated
that he was driving the Vehicle to drop
off another client at workshop. He turned
a corner and rear passenger side strap
failed and released tension causing the
chair to fall over. Client B was
unharmed but needed to be picked up by
three individuals because the wheelchair
was heavy." Corrective action indicated
"Retrain Staff on reporting incident, bus
safety, as well as contact PC or PD as
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soon as accident happens.

An investigation dated 6/1/15 completed
by the PD was reviewed on 10/27/15 at
11:00 AM and indicated the following
interviews with clients A, E, F and B and
by staff #15:

Client E indicated in an interview on
6/2/15 he saw client B fall over on his
side and "he had to yell at [staff #15]
twice to stop the bus because [client B]
was over on his side...stated that he said
something to him (unspecified) about the
straps being put on correctly (sic) he also
stated that [staff #15], [client F] and
himself had to lift [client B] off the
ground. Stated that the music was up a
little loud and that's why he had to yell
twice at [staff #15] to get his attention to
stop the bus."

Client B indicated in an interview on
6/2/15 "stated that he felt like [staff #15]
was driving fast on that day. Stated that
he felt his straps was (sic) not put on
correctly and said that [client E] said
something to [staff #15] about the straps
not being on right. [Client B] stated that
he (unspecified) had the radio loud and
couldn't hear him. [Client B] stated that
he was telling [staff #15] he was falling
over and presumed to turn up the radio.
Stated that once he fell over [client E]
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yelled at [staff #15] to stop the bus.
[Client B] stated that [client E] tried to
pick him up but was too heavy and by
that time [client F] and [staff #15] was
(sic) helping lift him."

Client A indicated in an interview on
6/2/15 "they had to call [staff #15] a few
times to get his attention," and indicated
staff #15, and clients E and F assisted
client B up off the ground and secured
the straps.

Client F indicated in an interview on
6/2/15 client E had to call staff #15 twice
to get his attention after client B fell over
before staff #15 stopped to get client B
up and secure the tie downs to his
wheelchair before driving client A to
work.

Staff #15 indicated in an interview on
6/3/15 "that [client F] and a few others
yelled at him and he said once he looked
back and seen (sic) [client B] was on the
ground he had to pull over. Stated the
rear right hand side belt failed and
released...."

The conclusion of the investigation
indicated "Evidence supports staff did not
follow protocol(s).
Recommendations/Corrective Measures
to Prevent the Likelihood of Future
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Occurrences: Staff will be retrained on
and sign off on call procedures and
attendance policy. Staff will be retrained
on tie-downs. Staff will monitor an
injury's (sic) for [client B] and report
concerns immediately." There was no
evidence staff #15's fast driving or
driving with the music on so loud he was
unable to hear clients yelling when client
B fell was addressed as part of the
investigation.

The Area Director (AD) was interviewed
on 10/27/15 at 11:35 AM and indicated
the investigation should have addressed
the client's statements about staff #15
driving fast and having the music on so
loud he could not hear them yelling when
client B fell over in his wheelchair.

3. A BDDS report dated 6/6/15 at 10:23
PM indicated "[Client A] and [Client I]
were on an outing with [staff #15] and
upon arriving back home the other staff
working [staff #6] seen (sic) that
something was wrong with [staff #15]. It
was reported to [staff #6] that [staff #15]
took [client A] and [client I] on a location
not approved by the PD or PC. It was
report (sic) to [staff #6] that [client A]
and [client I] may have been left in the
van up to 30 minutes unintended (sic). It
was reported that [staff #15] was
suspected to be under the influence of
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something and was found in the living
room asleep on the couch. Upon reciving
(sic) these concerns [staff #6] contacted
the on call PC and the on call PC
informed the PD and the PD went to the
home and found [staff #15] sleep (sic).
PD suspended [staff #15] immediately
and sent him home. PD checked to make
sure everyone in the house was safe. PD
also was in contact with other home
manager for [client I] to inform them of
the situation and ensure [client I's] safety.
There was (sic) no injuries observed and
reported." Corrective action indicated
"Staff has been suspended upon
completion of (sic) investigation."

A Summary of Internal Investigation
Report dated 6/10/15 was reviewed on
10/27/15 at 10:40 AM and failed to
indicate client I had been interviewed as
part of the investigation. An undated
interview with client A indicated he and
client I were taken to a restaurant for
about 30 minutes and then went to the
house where they have never been before.
"Said [staff #15] left them in the car for
30 minutes while he was in the house.
Said on the way home he was scared
because [staff #15] hit a median and
almost hit another car...."

The Area Director (AD) was interviewed
on 10/27/15 at 11:35 AM and indicated

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

VDTY11 Facility ID: 000869 If continuation sheet

Page 107 of 240




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

PRINTED: 12/29/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G353

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
11/09/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1012 PARKWAY DR
ANDERSON, IN 46012

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

staff #15 had been terminated after the
incident on 6/6/15 involving client A and
there was no evidence client I had been
interviewed as part of the investigation.

3. Observations were completed at the
group home on 10/26/15 from 5:55 PM
until 7:06 PM. Client C sat on his bed
and asked staff #7 to assist him in
removing his hospital bracelets, with the
exception of the bracelet labeled "fall
risk," which he wanted to remain
attached to his wrist.

The Program Coordinator (PC) was
interviewed on 10/26/15 at 6:00 PM and
stated client C had returned from the
hospital "a couple of hours ago." He
indicated client C had fallen on 10/23/15
and may have had the flu.

Client E was interviewed on 10/26/15 at
6:30 PM and stated staff #8 "Is
demanding. I know this is our house, but
I feel like it's not our house." Client E
stated client C had been "pushed" by staff
#8 causing his fall on 10/23/15.

Client C was interviewed on 10/26/15 at
6:31 PM. He stated staff #8 had "pushed
me as in rushed. I fell flat on my face."
When asked how staff #8 rushed him,
client C stated, "Hurry up, we're going to
be late. We were outside and I was about
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to get on the bus."

Client F was interviewed on 10/26/15 at
6:20 PM and stated staff #8 "bosses me
around," and staff #8 would tell client F
to "Get this done." When asked if he had
informed anyone, he indicated he had
told the PC (Program Coordinator) who
was standing in the area.

The PC was interviewed on 10/26/15 at
6:20 PM and indicated he had been made
aware of clients E and F's concerns of
staff #8's approach earlier that week (date
not specified) and was going to address it
with staff #8.

Staff #4 was interviewed on 10/27/15 at
7:40 AM and stated she had heard clients
complain about staff #8 " bossing "
clients. She indicated staff #8 was
sometimes directive in requests and she
had attempted to demonstrate how to ask
clients to complete tasks by asking them
" Could you please? "

The Area Director (AD) was interviewed
on 10/27/15 at 12:20 PM and indicated
staff #8 was currently suspended due to
an allegation made by client F that
morning of misconduct.

A Summary of Internal Investigation
Report dated 11/4/15 for an incident
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dated 10/29/15

indicated on 10/29/15, the AD suspended
staff #8 for "being bossy." The following
interviews were completed as part of the

investigation:

Client C was interviewed (undated) and
indicated he was walking to the bus and
"his legs just gave out on him ([client C]
fell going to the van on 10/29/15...Stated
he felt rushed because [staff #8] was
telling everyone to hurry up...Stated he
doesn't like [staff #8] because he wakes
me up on (sic) the morning and doesn't
wake everyone else up on the morning.
Stated he feels like this is [staff #8] being
bossy. States an example of [staff #8]
being bossy is 'Pushy, meaning talking to
me real fast, telling me to hurry up.
Stated [staff #8] has only been bossy on
the day he [client C] fell when he had the
walker...."

Client B's undated interview indicated
staff #8 was not bossy to him, but
"sometimes [staff #8] is bossy to [client
H]."

Client E's undated interview indicated
"things are not going good because [staff
#8] is irritating...Stated he doesn't like the
way [staff #8] 'speaks to them and he
feels like he's in the military. Stated [staff
#8] is bossy to everybody. Stated [staff
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#8] has yelled at him and raised his voice
but could not give specifics...."

Client F's undated interview indicated "
things are not going good because of
[staff #8]. Stated [staff #8] is bossy.
Stated [staff #8] will go into his bedroom
and hook his phone up to the surround
sound in my bedroom. Stated he wants to
get rid of [staff #8]. " Staff #8 "
demands " client F to wash the table as
part of his assigned chores and staff #8
has yelled at him and raised his voice.
When asked if [staff #8] has been
physically abusive towards him states,
'yes, he punches his hand. ' "

Staff #4 s undated interview indicated
"she had never seen [staff #8] be bossy
towards clients."

The PD's undated interview indicated he
had interviewed clients G, E and H. The
interview indicated the clients did not
think staff #8 raised his voice, and staff
#8 "just tells them what to do," and client
H did not like to get up at 5:00 AM when
staff #8 woke him up with the other
clients. The PD "Stated the clients he
spoke to said if a female were to ask in
the same manner and tone as [staff #8] it
would not be a problem. "

Staff #8's undated interview indicated
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staff #8 "Just wakes them up and lets
them know from time to time they are
running behind, but he has never been
bossy or mean to them.

The conclusion indicated "evidence does
not support the allegation of verbal abuse
from [client F] involving [staff #8], and
[staff #8] will be retrained on how to
speak to clients."

The AD (Area Director) was interviewed
on 11/9/15 at 4:35 PM and indicated the
investigation did not address client F' s
allegation staff #8 hit his hand or the
discrepancies between the statements of
clients C, E and F and the PD.

This federal tag relates to complaints
#IN00175282 and #IN00185516.

9-3-2(a)
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W 0157 | 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
Bldg. 00 If the alleged violation is verified, appropriate
corrective action must be taken.
Based on observation, record review and W 0157 W 157 Staff Treatment of Clients 12/09/2015
interview for 3 of 4 sampled clients If the al?etged VIOIat_lon lst_venﬁed’ .
. o . appropriate corrective action must be
(clients A, B, and C) , the facility failed tflfenp
to develop and implement effective
corrective action to protect client C from 1. What corrective action will
falls after a history of falls was identified. be accomplished? ' .
The facility failed to protect client B from The ngra_m Coordinator will
) . . . do home observations weekly to
his wheelchair falling over during . .
] ) ensure staff are implementing the
transport as a result of improper securing plans of clients and the client’s needs
of his wheelchair, and failed to provide are being met.
supervision and protect client A from The Program Director will do
impaired/unsafe driving by the same staff home Observatlgns b"wee]fly to
. . ensure staff are implementing the
who failed to secure the wheelchair . o
- ) i plans of clients and the client’s needs
properly. The facility failed to implement are being met.
effective corrective action to address the Training completed with the
staff's unsafe driving habits after they had staff regarding: o
been identified in an investigation. 0 Abuse, _neg]eCt and exploitation-
what constitutes abuse, report
o ) expectations and investigation
Findings include: expectations (competency test
provided)
1. Observations were completed at the O When to contact the Program
group home on 10/26/15 from 5:55 PM Coordinator
. . . o How to properly secure a
until 7:06 PM. Client C sat on his bed wheelchair in the bus using the
al’ld asked Staff #7 to aSSiSt hlm in wheelchair tie downs for Client B
removing his hospital bracelets, with the 0 Training regarding the risk plans
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDTY11 Facility ID: 000869 If continuation sheet Page 113 of 240




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

PRINTED: 12/29/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES _ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G353 B. WING 11/09/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER 1012 PARKWAY DR
REM OCCAZIO LLC ANDERSON, IN 46012
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D , . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CAEACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
exception of the bracelet labeled "fall and health needs for Clients C.
risk.” which he wanted to remain 0 Review the supervision needs for
’ . . Client A
attached to his wrist. 0 Vehicle use and safe driving
training
The Program Coordinator (PC) was The Program Coordinator and
interviewed on 10/26/15 at 6:00 PM and Program Director will be retrained
stated client C had returned from the on thet atl?pomtfmﬁm Procezs o
. cXpectations, 1ollowin, siclan
hospital "a couple of hours ago." He re Cpommen dations an dg Py
indicated client C had fallen on 10/23/15 communication expectations with the
and may have had the flu. nurse.
The Program Coordinator and
Staff #10 was interviewed on 10/26/15 at Pm,grafln Dm“f“’f will bt? retra‘t‘}ed
. . . on impliementing corrective actions
5:55 PM and indicated client C had a P £
: } to address staff performance
history of falls and staff used a gait belt concerns and regarding
to assist him. recommendations made from
investigations.
Client E was interviewed on 10/26/15 at " Tlge rtle: I;urse will bt‘; at the
. SItC wee O nelp oversee the
6:30 PM and stated client C had been . Y P .
] ] medical needs of the residents and
"pushed" by staff #8 causing his fall on complete assessments as needed.
10/23/15. The IDT is currently meeting
weekly to address Client C’s health
Client C was interviewed on 10/26/15 at care Itl ee(lils,' The;DT dWIH con}:mue o
. " monitor his neéeds and may change
6:31 PM. He stated staff #8 had "pushed the need to meet weekly as his health
me as in rushed. I fell flat on my face." care needs improve and/or stabilize.
When asked how staff #8 rushed him, Client C has been
client C stated, "Hurry up, we're going to participating in Physical Therapy
be late. We were outside and I was about services within the home.
’ " Client C now has a walker,
to get on the bus. patient lift, gait belt, mat for his
floor, audible monitor, motion alarm,
Staff #4 was interviewed on 10/26/15 at bed rails and a wheelchair to assist in
6:50 PM and stated client C "is hard to Preventin{% falls.
supervise. He has fallen recently. The ,C,hem C ha_‘s h,ad one on one
, . supervision to assist in fall
meds he's on make him drowsy-when he prevention. The IDT continues to
falls it's hard to catch him." Staff #4 monitor the need for this level of
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indicated client C had a fall risk plan to supervision to continue. The IDT
use a gait belt and a walker. Staff #4 will make recommendations for this
.- cp qe i supervision to change as his health
indicated if client C falls, staff were to P . £ .
care needs improve and/or stabilize.
call the HM (house manager)/PC and Client C will participate in
indicated emergency medical services programming to help him understand
staff had to assist with client C to get up the need to use his adaptive
after falls twice on 10/23/15. Staff #4 6;11“11?‘“‘1?‘:; and to complete his
. . Sica €raj CXCrcises.
indicated she not been present when Py erapy
) Client C now has a C-pap
client C had fallen and had been able to machine in place.
stop him from falling in the past by Client C is participating in 15
asking him to stand up straight. minute checks throughout the night
to monitor the use of his C-pap
. . machine.
Observations were completed again at the Client C was seen by his
group home on 10/27/15 from 7:10 AM psychiatrist on 10-29-15 to monitor
until 8:38 AM. Staff #8 assisted client C his psych needs. He will see the
to get up from his bed using a gait belt. psychiatrist again in January or
Client C used a rolling walker to go to sooner gll,leetdéd‘ y . N
. A 1ent continues to sec nis
the kitchen and sat on a wooden kitchen )
] ) ] counselor to help address his mental
chair. Staff #8 and #9 assisted client C to health needs.
get up from the chair using a gait belt and The IDT has implemented
to use his walker. Staff #9 showed staff monthly staffings to ensure that the
#8 how to position the gait belt for client teaTz dltsc}lsstis t?eilnee,ds of the
. K . residents in the following areas:
C and how .to p.osr.[lon' c.llent C to his . home, behavior, IDT’s needed.
walker to aid him in rising from the chair. family involvement, medical,
Client C requested a wooden chair to sit workshop/day services, financial and
on in the living room and sat on the chair adaptive equipment. .
without arms with his head slumped , Daily nursing oversight for
. . Client C was completed through
toward his chest and his eyes closed. 11-24-15
Client C's color was pale and of a yellow Currently the nurse is
tint, and he aroused and indicated he was assessing Client C three times a
tired. Staff #9 assisted client C using a week. The IDT will contime to
gait belt and asked him to count to 3 and monitor ,the ?eed fsr thlSlevellgi
. . . supervision to continue. (&4
stand using his walker. Client C stood up will make recommendations for this
and used his walker to walk to his room. supervision to change as his health
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Staff #9 instructed client C to keep his care needs improve and/or stabilize.
walker close to him while he walked for Client C’s risk plans will be
- . . . reviewed by the nurse. Revisions will
stability and to assist him in standing be implemented as necessary.
straighter and complimented him on his The nurse will be trained on
ability to stand. how to follow up with physician
recommendations to ensure they are
Staff #8 and #9 were interviewed on implemented and/or addressed by the
10/27/15 at 7:25 AM. Staff #9 indicated T Competency taining with the
she was a CNA (certified nursing nurse was completed with staff on
assistant). 10-28 and 10-29-15 which included
one person transfers, two person
Staff #8 indicated he had not been trained transfers, use of a gait belt,
on specific client interventions for client :f;?;lc}lalr safety, and one person
C, and client C had been found on the . Training was completed by
floor of his bedroom at 3:00 AM on the nurse on 10-29-15 included body
10/23/15 when he was working with staff mechanics/safe transfers, updated fall
#7 on the overnight shift. He indicated riSk,p lan for Client C, a‘,dap tive
client C normally got up at 4:00 AM for :;l:;zrrrl:;zi?fg?hange in health
his shower to give him extra time. He The nurse will monitor staff
indicated he and staff #7 had attempted to documentation at a minimum of
get client C up using the gait belt, but weekly and communicate with the
weren't able to get him up. Staff #8 necesSaglgejui:l;lﬁ?zsnzfeded'
indicated he had called 911 and on.—call quarterly staff observations to ensure
staff, and due to the emergency (with continued competency over adaptive
client C on the floor) the fire department equipment, body mechanics/safe
had arrived to assist client C to get up. tranSferS-. ' o
Staff #8 stated, client C "went on with his new sta(rzflfvrilltlsir?:ﬁig: :(;‘zr;mg for
day and showered. My shift was over and mechanics/safe transfers and the use
I was off the clock. I was walking him of a gait bel.
out and I don't know if he missed his step The Program Coordinator will
(on the driveway) or missed his footing, check adaptive equipment weekly to
and I tried to stop it (fall). He's a pretty ensure giilﬁthél}:i'sp will be updated
good sized guy-my size and just the to reflect his current needs.
momentum...we called 911 and then the The IDT will monitor trends
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HM (house manager)/PC. I told the HM I and patterns in client reportable
could leave, staff were here with him. I incidents. ThZ.IDT will convene as
necessary to discuss an increase in
don't know what happened as I left. I g
) reportable incidents such as falls.
normally clock out at 8:00 AM, it was
after that." 2.  How will we identify other
residents having the potential to be
Staff #7 was interviewed on 10/27/15 at “ffectt_ed by(;helfatme deﬁ?e“t
. ractice and what corrective
8:20 AM. Staff #7 stated client C was praefice
S . action will be taken?
currently asleep in his room, client C was All residents have the
better 2-3 weeks ago and has been "like potential to be affected by the same
this for a week." Staff #7 indicated client deficient practice. _ .
C had been experiencing medication The ngra,m Coordinator will
X L do home observations weekly to
adjustments. Staff #7 indicated she had ensure staff are implementing the
been present when client C fell on plans of clients and the client’s needs
10/23/15 on the overnight shift and at are being met.
9:00 AM. She saw client C fall as she The Program Director will do
went around the back of the van to assist home Observatl(?ns bl_weel.dy 0
. . ensure staff are implementing the
with the lift. She stated staff #8 "was plans of clients and the client’s needs
right in front of him. He was walking to are being met.
his car to leave and was not assisting Training completed with the
[client C]." Staff #7 indicated client C staff regarding: .
took about 30 minutes to leave the © Abuse, ,negleCt and exploitation-
. . what constitutes abuse, report
kitchen to get to the van on the morning expectations and investigation
of 10/23/15 prior to his fall and was not expectaﬁons (competency test
rushed. She indicated she had not provided)
received client specific training for client 0 When to contact the Program
. . . . Coordinator
C to assist him using the gait belt or
. o0 How to properly secure a
address his falls. wheelchair in the bus using the
wheelchair tie downs for Client B
Client C's discharge orders from the 0 Training regarding the risk plans
hospital were reviewed on 10/26/15 at and heﬁlﬂf needs f(;r C?egts C.
. .- 0 Vehi ivi
6:28 PM. The discharge orders indicated trainiigw ¢ use and safe cnving
client C's clonazepam was reduced to 5 The Program Coordinator and
mg (milligrams) from 10 mg. There was Program Director will be retrained
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no other information in regards to client on the appointment process
C's diagnosis or instructions to address expectations, following physician
. , recommendations and
client C's follow up care. o . .
communication expectations with the
nurse.
The facility's reports to the Bureau of The Program Coordinator and
Developmental Disabilities Services were Program Director will be retrained
reviewed on 10/27/15 at 10:15 AM and on implementing corrective actions
. . . to address staff performance
included the following for client C: perie
concerns and regarding
recommendations made from
A BDDS report dated 5/8/15 indicated on investigations.
5/8/15 at 6:25 AM, client C fell during The new nurse will be at the
his shower. Staff reported client C site weekly to help oversee the
. . . . medical needs of the residents and
bruised his bottom (size and specific
) o ] complete assessments as needed.
location not indicated). Client C later The IDT will continue to
stated, "that he may have hit his head monitor the needs of all of the
when falling. PC (Program Coordinator) clients. The IDT will convene to
contacted the nurse consultant and was addgessfazld mor,létort the i’,ﬁgh care
. . neeas o € residents unti (5
advised to take [client C] to the ER . . Y
} ) improve and/or stabilize.
(emergency room). Corrective action The need for adaptive
indicated the PC would follow equipment for the residents will be
recommendatlons Of (Sic) nurse reviewed. In the event that additional
consultant and ER physician. Staff will adapmfe equm,em 18 need.e(.i the
. tor f h d IDT will obtain it per physician
continue to mon.ltor or. any changes an recommendations.
report concerns immediately." The Program Director/QIDP
will review all ISP’s to ensure that
A BDDS report dated 10/3/15 indicated they are updated and completed on a
client C "was having chest pains and yearly basis or more frequently as the
) needs arise.
thought he was having a heart attaf:k SO The IDT has implemented
staff called the ambulance were (sic) he monthly staffings to ensure that the
was taken to the hospital and treated. team discusses the needs of the
Hospital stated he was having an (sic) residents in the following areas:
. . . . home, behavior, IDT’s needed,
just pains and gave him tylenol. Hospital o ,
. i K family involvement, medical,
staff stated if chest pain continues after 3 workshop/day services, financial and
to 4 days then go see his doctor." adaptive equipment.
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Corrective action indicated "Staff will All resident risk plans will be
continue to follow mentor (sic) policy as reviewed by the nurse. Revisions will
tated." be implemented as necessary.
stated. The nurse will be trained on
how to follow up with physician
A BDDS report dated 10/7/15 indicated recommendations to ensure they are
on 10/7/15 at 7:10 PM, client C was implemented and/or addressed by the
found by the staff on the bedroom floor, IDT. c . caini i th
" . . ompetency training with the
s.taff tried to belp [client C] up, other nurse was completed with staff on
client (unspecified) called ambulance, 10-28 and 10-29-15 which included
ambulance came and helped [client C] one person transfers, two person
up, there appears to be no injury, but staff transfers, use of a gait belt,
will continue to check throughout the Wh?etkhalr safety, and one person
. . .. assist.
shift." Corrective action indicated .
i ) Training was completed by
"Follow Mentors (sic) policy and the nurse on 10-29-15 included body
Procedure on Falls." mechanics/safe transfers, updated fall
risk plan for Client C, adaptive
. equipment and change in health
A BDDS report written by the PD dated tqt P o &
. status reporting.
10/23/15 was reviewed on 10/23/15 at porme.
o The nurse will monitor staff
12:20 PM and indicated at 9:00 AM, documentation at a minimum of
client C "was walking to the bus lift weekly and communicate with the
where his legs gave out and he fell chest necessary team mef?bers as needed.
first into (sic) the driveway. i (sic) The nurse will c‘ondum
1 dhi blood. did 1 quarterly staff observations to ensure
eV.a uate .1m, 1o blood, di i not OOSG. continued competency over adaptive
(sic) consciousness, complained of pain equipment, body mechanics/safe
in both wrist (sic), both legs, and in his transfers.
face and right eye, called ambulance. Client Specific training for
[Client C] was taken to the hospital and new Staff will include body
. . mechanics/safe transfers and the use
kept for an overnight observation. of a gait belt
Corrective action indicated "Follow The Program Coordinator will
Mentors (sic) policy on falls." check adaptive equipment weekly to
ensure compliance.
An investigation into the incident on The I[,)T V,Vﬂl monitor trends
. and patterns in client reportable
10/23/15 dated 10/24/15 was reviewed on incidents. The IDT will convene as
10/27/15 at 12:20 PM and indicated the necessary to discuss an increase in
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same information as provided in the reportable incidents such as falls.
BDDS report in regards to the incident. 5 wh b
. . at measures will be put
Staff #7, client C and the PC were . ares w Pt
. . . o into place or what systemic
interviewed as part of the investigation. changes will be made to ensure
Staff #7 indicated in her interview she that the deficient practice does not
was in the process of taking the clients recur: ‘ .
out to the bus so they could go to day The ngra,m Coordinator will
K . . . do home observations weekly to
services. The interview indicated staff #7 : .
i ) ] ensure staff are implementing the
stated "Everything was fine until [client plans of clients and the client’s needs
C] just fell all of a sudden, [client C] told are being met.
her his legs just give (sic) out and they The Program Director will do
don't want to work right sometimes, he home Observat“?ns bl'weel,dy to
L. Rk . ensure staff are implementing the
was complaining about his wrist and legs plans of clients and the client’s needs
hurting and that she called the are being met.
Ambulance, the PC just pulled up." The Training completed with the
PC indicated he had just pulled up to the staff regarding: o
group home and found that client C had 0 Abuse, ,negleCt and exploitation-
N o what constitutes abuse, report
just fallen. The PC indicated he went expectations and investigation
Wlth Client C to the hospital al’ld the nurse expectaﬁons (competency test
wanted to keep client C overnight to run provided)
tests. Client C was interviewed and 0 When to contact the Program
stated, "he was walking to the bus and his Coordinator
. ; . o0 How to properly secure a
legs just gave out on him, his legs stops wheelchair in the bus using the
(sic) working from time to time and he wheelchair tie downs for Client B
was in some pain and wanted to go to the 0 Training regarding the risk plans
hospital." and health needs for Clients C.
0 Vehicle use and safe driving
L training
A Preliminary Report of Alleged Adult The Program Coordinator and
Endangerment was reviewed on 10/28/15 Program Director will be retrained
at 9:30 AM and indicated " On 10/26/15 on the appointment process
APS (Adult Protective Services) received expectations, following physician
. recommendations and
the following report: ...Please see the o . .
: communication expectations with the
attached police report from [county] nurse.
regarding [client C] (Victim). Victim The Program Coordinator and
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(client C) is mentally handicapped. Program Director will be retrained
Victim resides in a group home believed on implementing corrective actions
to be under the supervision of 2223::;:2;??? Z;g?:lmance
REM-Indiana Mentor/Occazio recommendah‘ofs ma(fe from
...According to the police report, [client investigations.
C] is around 5' (feet) 10" (inches) and The new nurse will be at the
weighs over 300 Ibs (pounds). Officer site weekly to help oversee the
[name] states in her report that this is the Zﬁ;clilt;:jess:Ifnteh;tsrzsslizr:seznd
second time in two weeks that she has The IDT will continue to.
been to the home due to Victim falling in monitor the needs of all of the
the driveway. The first occurrence was on clients. The IDT will convene to
10/15/15. Also Officer [name] was address and mor'litor the h'ealth care
advised that the [township name] Fire ?;;Crlz\?: ;I;Z/r;slizgti;;:.nl they
Department was out on Victim around The need for adaptive
4:00 (AM/PM not specified) on this date, equipment for the residents will be
10/23/15 due to victim falling out of bed. reviewed. In the event that additional
There is concern over a lack of staff or adapti‘fe equiPm,em is need,e‘,i the
.. . IDT will obtain it per physician
supervision at the group home to assist recommendations.
Victim and also inadequate equipment to The Program Director/QIDP
accommodate Victim .... " An attached will review all ISP’s to ensure that
police report indicated a Case Narrative they are updated and completed on a
" On 10/23/15, 1 assisted with [township] yearly basis or more frequently as the
Fire Department on an injured (sic) in a needs a;l}j:IDT has implemented
fall at [group home address]. This is a monthly staffings to ensure that the
group home. This is the second time in 2 team discusses the needs of the
weeks that I have been to the group home residents in the following areas:
in regards to the same client falling in the ?;ﬁf;?g?gﬁg;;ﬁTﬁ;zzgfd’
driveway. The prior incident was workshop/day servi;es, ﬁnar;cial and
10/15/15. 1 was advised the fire adaptive equipment.
department was requested around 04:00 All resident risk plans will be
on 10/23/15 due to [client C] falling out reviewed by the nurse. Revisions will
of bed. I was advised the fire department be lmp?hmeeﬂzjea;;ﬁie:iragﬁe don
assisted [client C] in standing. how to follow up with physician
recommendations to ensure they are
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On 10/15/15, [client C] had fell (sic) in implemented and/or addressed by the
the driveway. [Client C] is approximately IDT. c i
. ompetency training with the
5'10" and weighs over 300 pounds. The peieney Tainns
] . ] nurse was completed with staff on
fire department assisted [client C] in 10-28 and 10-29-15 which included
standing and getting him back into a van. one person transfers, two person
The fire department requested a transfers, use of a gait belt,
wheelchair due to the distance the van Wh?etkhalr safety, and one person
. assist.
was due to where [client C] fell. A .
) Training was completed by
wheelchair was brought out from the the nurse on 10-29-15 included body
facility that would not be large enough mechanics/safe transfers, updated fall
for a large adult let alone a client that is risk plan for Client C, adaptive
obese as [client C]. On this occasion etqltnpmemifld change in health
. . status reporting.
[client C] was unstea(%y on his t-“eet and The nurse will monitor staff
was unable to walk without assistance. documentation at a minimum of
The fireman had to place each of [client weekly and communicate with the
C 's] legs into the van. The (sic) they had necessary team members as needed.
to push on his bottom to move him over " lThetn;rSZ will ?ndutm
. uarterly stait observations to ensure
so that the door would close. [Client C] duarietty .
. continued competency over adaptive
attempted to assist but trembled as he equipment, body mechanics/safe
tried to move his own weight. There was transfers.
a small bus that was picking up some of Client Specific training for
the clients. It is my understanding that few Staff will include body
i C 1dh limb th . mechanics/safe transfers and the use
.[c ient C] would have to climb the stairs of a gait belt.
in order to get on the small bus. The bus The Program Coordinator will
is equipped with a ramp. One of the check adaptive equipment weekly to
fireman (sic) advised that someone from ensure Complian‘?? .
the group home advised that there has not The I[,)T V,Vﬂl monitor trends
. . and patterns in client reportable
had (sic) a manager for some time. They incidents. The IDT will convene as
also advised that the clients are shipped necessary to discuss an increase in
from this facility to another due to being reportable incidents such as falls.
understaffed during the daytime. The ) )
staff was little to no help in getting 4 . How w'“,the corrective
. action be monitored to ensure the
[client C] on the van. deficient practice will not recur?
The Program Director will
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On 10/23/15, [client C] was lying face monitor to ensure the clients plans
down on the driveway, which is a slight and needs are being met during their
. . bi-weekly observations.
decline. His face was toward the . .
) . The Program Coordinator will
downward slope and facing opposite of monitor to ensure the clients plans
the house. [Client C] had a blanket and needs are being met during their
draped over him, but he was shaking. I weekly observations.
spoke to [client C] and he complained of Mentor’s nurse will be in the
. . home on a weekly basis or more
pain to his head. There was no blood or .
] oo ) frequently as needed to monitor for
obvious injuries that I could see. [Client concerns and assess residents.
C] stated the staff tell him it is his fault New staff hired to work at the
that he falls because he gets in too big of site will receive client specific
a hurry. A walker was close to [client C]. training for cach individual prior to
. working a shift. This training
One of the fire personnel advised the . . e
includes items such as: client’s diets,
walker appeared to be too small for the risk plans, ISP’s, programming, and
size of [client C]. medication review.
The nurse will be available to
I overheard one of the staff say his do observations within the home for
L. medical related issues as the client’s
medication was changed and there should o
) needs indicate.
be improvements. The IDT has implemented
monthly staffings to ensure that the
The concern in if the equipment for team discusses the needs of the
[client C] is adequate for his size, as well residents in t?““’ following areas:
£ ih s ad ff to deal with home, behavior, IDT’s needed,
as 1 there 1s adequate s'ta to 'ea wit family involvement, medical,
[client C ' s] needs. [Client C] is a workshop/day services, financial and
mentally disabled individual and may not adaptive equipment.
be able to adequately express his needs or ~ The QIDP will monitor and
provide for himself to attain what he feview ﬂ_le resident’s needs. A,S the )
" Th he b needs arise, formal programming will
needs. ere was a note at the bottom be implemented.
of the report "Forward to Adult Quarterly Health and Safety
Protective Services. " assessments will be completed by the
Program Coordinator and/or the
There was no evidence in reports Program.Dlrector and forwarded to
. . oo the Quality Improvement department.
provided by the facility the incident of These assessments include a review
Cllent C falhng on OCtOber 15, 2015 had of the environmental needs for the
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been reported to the administrator, home, review of risk plans, ISP, BSP
BDDS, investigated or of corrective and client specific training for the
action taken to address client C' s fall. irzzllizr:ss'aztift::?es\iﬂefn Sttzlfif)to

ensure they know how to properly
The Area Director (AD) was interviewed document medical needs, how to
on 10/27/15 at 12:15 PM and indicated report incidents, diets and
client C's falls which required the use of understanding of BSP’s.

Corrective actions taken by

emergency personnel should have been the Program Coordinator and the
reported to her and to BDDS so they Program Director will be turned
could be addressed. into the HR department, the Area

Director and/or the Quality
Client C's record was reviewed on gzz:z;grzggtr ;ﬁ;ﬁfi‘stézsh
10/27/15 at 12:55 PM. A visit to client individual) to ensure that the
C's primary care physician dated 9/14/15 corrective actions are
indicated client C weighed 333.9 pounds implemented per investigation
in 4/15. There were no other records recommendations.
found to indicate client C's weight. There 5. What s the date by which the
was no evidence of an updated Individual systemic changes will be
Support Plan since his last ISP dated completed?
3/4/15. December 9th, 2015
A Risk Plan updated on 10/27/15 and
previously updated on 10/14/11 indicated
client C's risks included, but were not
limited to medication side effects,
depression, Intermittent Explosive
Disorder, Personality Disorder, Obesity,
Phlebitis (blood clots), warfarin (blood
thinner/anti-coagulant) therapy, and
history of falls. Client C's risk for
warfarin therapy indicated "Warfarin can
cause very serious (possibly fatal)
bleeding." Client C's falls risk indicated
he "has a history of falls and at risk for
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falls. [Client C] is to be using w/c
(wheelchair) and gait belt PRN (as
needed) for increased unsteady gait. Staff
are to ensure environment free from fall
hazards (rugs, cords, etc), if fall occurs
assessment to be completed and PC/PD
to be phoned regarding fall. If (sic)
sustains injury that appears severe/life
threatening in nature, they are to initiate
EMS (emergency medical services) prior
to notification of PC/PD. Obtain vitals
and document accordingly." The plan
failed to indicate how many staff were to
assist client C in using the gait belt,
transferring or specific information as to
when client C was to use the wheelchair
and gait belt and how staff were to assist
him with the adaptive equipment. The
plan failed to indicate the use of client
C's rolling walker.

IDT (interdisciplinary) meeting notes on
10/16/15 in client C's record entered by
the Behavior Analyst (BA) indicated
client C "has been observed falling
asleep, having difficulty walking,
standing, getting out of bed." The note
indicated client C's psychiatrist nurse
practitioner (NP) had "increased Seroquel
(anti-psychotic)from 400 mg (milligrams)
daily to 400 mg BID (twice daily),
changed Depakote (seizures/mood
stability) from 2,000 mg at bedtime to
1,000 mg BID, changed Clonazepam
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(anxiety) from 1 mg BID to 1 mg TID
(three times daily), added Zyprexa Zydis
5 mg PRN (as needed) for agitation on
September 16, 2015. After med
(medication) change, staff nurse, [name]
stated [client C] had increased his falls
over the weekend and contacted [client
C's] [primary care physician (PCP)] to
request a med decrease of Seroquel.
[PCP], decreased Seroquel back to 400
mg daily-other psych med changes made
by [NP] were continued. Even after
dosage change of Seroquel, [client C]
displays frequent difficulty ambulating
requiring the fire department to be
contacted three times during the month of
October to assist staff in helping [client
C] get up/ambulate. [Client C] has also
been taken to the ER twice since his
admission due to reports he was having a
heart attack on one occasion and reports
he was having difficulty walking on the
second occasion-no medical confirmation
was made at either ER visit. [Client C]
had some med changes that occurred at
the nursing home prior to his admission
to the group home on September 11,
2015. Said changes that included Provigil
discontinued and Keppra added. [Client
C] has completed labs to check Depakote
and ammonia levels. [Client C] has also
recently completed a sleep study. We do
not currently have lab results or sleep
study results...Recommendations: 1)
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PC/PD will schedule an appt
(appointment) with [PCP] to address:
recommendations regarding Provigil
(medication to increase alertness);
recommendations regarding need for
Keppra (seizures); discuss results and get
copies from sleep study; request order for
wheelchair PRN; discuss order for use of
gait belt at all times except when [client
C] is seated in his wheelchair and in bed;
request order for OT (occupational
therapy)/PT (physical therapy)
evaluation; request an order for new ted
hose (support stockings). 2) PC/PD will
begin a 24 hr (hour) sleep chart so [client
C's] sleeping can be tracked at the day
service and the group home. 3) PC/PD
will contact the lab facility to request
copies of [client C's] recent labs-results
will be scanned to therap
(electronic/digital recording system). 4)
[Client C's] level of agitation and threats
of physical harm to others has decreased
since he has had increased medical
issues-it is recommended by the staff
nurse [name], that staff refrain from
using the Zyprexa Zydis PRN medication
as [client C] is not currently a physical
harm to others. If staff question [client
C's] agitation and feel he is a threat to
himself or others, the PC/PD should be
contacted...."

Client C's MAR (medication
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administration record) dated 10/2015
failed to indicate a sleep chart for client
C, the use of a wheelchair or of a rolling
walker. The MAR indicated client C's
gait belt may be used prn (as needed).
The MAR indicated the use of
clonazepam .5 mg twice daily and listed
the side effect of drowsiness, depakote
ER (extended release) 2,000 mg, with a
side effect of drowsiness, Keppra
(seizures) 500 mg twice daily with a side
effect of drowsiness, weakness and
dizziness, perphenazine (psychosis) 6 mg
with side effects of dizziness, drowsiness
and anxiety, Seroquel (anti-psychosis)
400 mg daily with a side effect of
drowsiness, and warfarin 6 mg daily and
Zyprexa Zydis 5 mg (anti-psychotic)
every 8 hours as needed.

A General Event Report (GER) in client
C's record dated 5/18/15 indicated in the
section Event Information "Describe
what happened before the event: don't
know, client says it happened this
morning when another peer was helping
him up from the floor...Comments: client
says he couldn't get up off the floor,
asked him if he fell out of bed, he said
trying to get out of bed and slid to floor.
Told me staff was aware...." The sections
for Corrective Action Taken, Plan of
Future Corrective Actions and Follow-Up
actions, were blank. The report indicated
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the residential manager (PC) was notified
by staff #2 on 5/18/15 at 8:31 PM. The
PD (Program Director)/QIDP (Qualified
Intellectual Disabilities Professional)
reviewed the report on 5/19/15 at 9:50
AM. There was no evidence the incident
was reported to the Area Director or the
group home nurse was notified of the
incident. There was no evidence in the
report of an assessment to determine if
client C was injured during the incident.
There was no evidence the incident was
investigated or additional corrective
action had been implemented.

A GER dated 6/2/15 indicated client C
"was sick last night, staff monitored all
night. [Client C] got up this morning and
was not feeling well still, had high temp
(temperature) (not specified) and low O2
(oxygen level in the blood stream). He
was taken to doctor and sent to the
emergency room...Comments: [client C]
was admitted into the emergency room
because of his condition, as of 3 pm he
was being admitted into the ICU
(intensive care unit)." There was no
corrective action or follow up listed in
the report. A BDDS report attached to the
GER indicated on 6/2/15 at 11:30 AM,
client C was taken to the hospital after
being sick all night with a high
temperature and low O2 saturations.
Corrective action indicated "I told the
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staff to do the same thing if he complains
about it a lot, then take him to the
hospital. So we would use the same plan
as before." There was no evidence of
additional corrective action indicated in
the report.

T-Log nursing notes were reviewed on
10/28/15 at 9:50 AM and indicated on
10/6/15, "Called and spoke with [PD] on
Sunday regarding [client C], stated
hospital states did not have a heart attack,
give tylenol as needed. Checked up on
[client C] on Monday (date not
specified), he appeared tired from
increase in psych (psychotropic) meds
(medications) but was alert and able to
carry on conversatin (sic), c/o (complains
of) knees hurting, no other distress
noted." The note failed to indicate any
follow up action to address client C's
chest pain, appearance of being tired or
of his knee pain.

A note from the nurse dated 10/7/15
indicated PD "notified order received last
night to decrease seroquel to 400 mg
(milligrams) daily due to lethargy. Called
[primary care physician's] office and
requested new script for calcium citrate
and fax order for seroquel decrease.
Client more alert today...."

A nursing note dated 10/9/15 indicated
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"Client refused body assessment, states,
'I'm OK,' called [primary care physician's]
office 2nd time and asked about new
script for calcium citrate, awaiting
orders."

A nursing note dated 10/12/15 indicated
client C "continues to deny any injuries
from fall, denies any further pain in his
chest, c/o right knee pain, no swelling
noted, left thumb healing, nail healing
and coming off, no s/sx (symptoms) of
infection, area pink, no swelling noted."

A nursing note dated 10/26/15 at 12:38
PM indicated a social worker at the
hospital wanted to talk to her about PT
(physical therapy) for client C. The note
indicated he would be referred to a home
health agency to evaluate and treat client
C's needs. The social worker "further
advised he will be discharged today-I
requested records from his stay be sent
with staff upon discharge so we may have
in his chart and she advised she would
ensure a packet would be made and sent.
She could not advise as to any changes in
medication. PD/AD/PC advised of above
and requested to schedule follow up with
[PCP] immediately."

A note dated 10/27/15 at 9:15 AM
indicated "Upon review of discharge
orders it is noted that perphenazine and
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warafin (sic) orders are changed as well. I
phoned [Hospital] and spoke with [name]
who was working on floor [client C] was
on...." The discussion with the nurse at
the hospital indicated client C's warfarin
(blood thinner) and perphenazine were to
be continued as they were upon
admission at 6 mg daily warfarin and 6
mg TID of perphenazine. The note
indicated client C was to be scheduled for
PT evaluation within 48 hours and the PC
was aware. The note indicated client C
was to see his PCP on 11/2/15.

A nursing note dated 10/27/15 indicated
client C was assessed and when
awakened, indicated he was OK. Client
C's vital signs were normal and the nurse
noted client C was "somewhat lethargic
during assessment but could have just
been tired."

Additional T-Log nursing notes were
reviewed on 10/28/15 at 3:50 PM. A
nursing note dated 10/28/15 at 2:51 PM
indicated client C was sleeping, but
awakened easily. "He was independent in
undressing and transferring to his w/c
wheelchair...Staff commented that [client
C] was more alert and mobile than he has
been recently...."

A note dated 10/28/15 at 3:08 PM
indicated client C was being referred for
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a CPAP (continuous pressure airway
machine) and client C's PCP had sent
orders for PT evaluation and treatment
and had requested an order for a
wheelchair and gait belt for "safety
purposes."

A nursing note dated 10/28/15 at 3:12
PM indicated the nurse had checked on
another client and while at the group
home, checked on client C, "I was
surprised to see him up and alert and
oriented a totally different person that I
had assessed 4 hours earlier...."

A Polysomnography Report (evaluation
of sleep quality) was reviewed on
10/27/15 at 11:45 AM and indicated
client C had been diagnosed with "severe
obstructive sleep apnea with significant
oxygen desaturations," with a total of 305
respiratory events and a calculated apnea
(stopping and starting sleep)/hypoxia
(lack of oxygen) was 50 events per hour.
Client C had an oxygen saturation below
89% for a total of 150 minutes. The
report indicated a recommendation to use
a CPAP machine to aid in preventing
airway obstruction during sleep.

A Mayo Clinic website mayoclinic.org
reviewed on 10/29/15 at 2:30 PM
indicated sleep apnea is a "potentially
serious sleep disorder in which breathing
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repeatedly stops and starts." A side effect
listed on the website indicated tiredness
even after a full night's sleep.

Indiana Mentor Meeting Notes dated
10/19/15 indicated "Discussed falls with
[client C] and how to get him up in the
morning." There was no additional
evidence of specific information in
regards to how staff were to assist client
C to get up in the morning. Staff present
at the meeting included the PC, staff #6,
staff #3, staff #4 and day services
coordinator #1. There was no evidence
staff #2, #5, #7, #8 or #9 as listed on the
staff list provided at the entrance of the
survey were present or had been provided
information from the meeting.

The group home nurse was interviewed
on 10/27/15 at 11:30 AM and indicated
she had just transferred to the group
home on 10/26/15 and the Area Director
(AD) should be able to provide evidence
of staff training for client C's updated risk
plan.

The AD and Regional Director were
interviewed on 10/28/15 at 3:40 PM and
indicated client C's risk plan should be
specific as to how staff were to use the
gait belt, when to use the wheelchair and
walker and how to assist client C if he
were to fall.
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An electronic/digital message sent to all
staff working in the group home dated
10/27/15 at 2:21 PM was reviewed on
10/28/15 at 3:53 PM and indicated client
C "is to remain in his wheelchair at all
times per hospital orders until further
notice." There was no evidence of a
physician's order for the use of client C's
wheelchair or of staff training to use the
wheelchair, transferring client C,
assisting him in using the gait belt or
what to do if client C fell.

The AD was interviewed on 10/28/15 at
3:53 PM and indicated there was no
evidence staff had not been trained on
client C's plan updated on 10/27/15.

The PD was interviewed on 10/28/15 at
4:00 PM and stated, "I didn't elaborate
with the notes," and indicated he had
instructed staff to use the wheelchair or
call the on-call supervisor if client C fell.
He indicated he had demonstrated how
client C was to be lifted under his arms
and how to use the wheelchair. The PD
stated, "Sometimes his legs don't work,"
and stated "We would use a sling (gait
belt)" and had demonstrated its use at the
meeting. The PD indicated staff #7 and
#8 had not attended the meeting and there
was no additional training since client C's
fall on 10/23/15.
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The AD was interviewed on 11/2/15 at
5:20 PM and indicated the nurse, PD and
the PC should have noticed a pattern of
client C's falls and addressed them.

2. A BDDS report dated 5/23/15 and
reported 5/28/15 indicated "staff stated
that he was driving the Vehicle to drop
off another client at workshop. He turned
a corner and rear passenger side strap
failed and released tension causing the
chair to fall over. Client B was
unharmed but needed to be picked up by
three individuals because the wheelchair
was heavy." Corrective action indicated
"Retrain Staff on reporting incident, bus
safety, as well as contact PC or PD as
soon as accident happens.

An investigation dated 6/1/15 completed
by the PD was reviewed on 10/27/15 at
11:00 AM and indicated the following
interviews with clients A, E, F and B and
by staff #15:

Client E indicated in an interview on
6/2/15 he saw client B fall over on his
side and "he had to yell at [staff #15]
twice to stop the bus because [client B]
was over on his side...stated that he said
something to him (unspecified) about the
straps being put on correctly (sic) he also
stated that [staff #15], [client F] and
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himself had to lift [client B] off the
ground. Stated that the music was up a
little loud and that's why he had to yell
twice at [staff #15] to get his attention to
stop the bus."

Client B indicated in an interview on
6/2/15 "stated that he felt like [staff #15]
was driving fast on that day. Stated that
he felt his straps was (sic) not put on
correctly and said that [client E] said
something to [staff #15] about the straps
not being on right. [Client B] stated that
he (unspecified) had the radio loud and
couldn't hear him. [Client B] stated that
he was telling [staff #15] he was falling
over and presumed to turn up the radio.
Stated that once he fell over [client E]
yelled at [staff #15] to stop the bus.
[Client B] stated that [client E] tried to
pick him up but was too heavy and by
that time [client F] and [staff #15] was
(sic) helping lift him."

Client A indicated in an interview on
6/2/15 "they had to call [staff #15] a few
times to get his attention," and indicated
staff #15, and clients E and F assisted
client B up off the ground and secured
the straps.

Client F indicated in an interview on
6/2/15 client E had to call staff #15 twice
to get his attention after client B fell over
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before staff #15 stopped to get client B
up and secure the tie downs to his
wheelchair before driving client A to
work.

Staff #15 indicated in an interview on
6/3/15 "that [client F] and a few others
yelled at him and he said once he looked
back and seen (sic) [client B] was on the
ground he had to pull over. Stated the
rear right hand side belt failed and
released...." When staff #15 was asked
why he didn't report it, "Stated he didn't
report it because it just slipped his mind
because he had a lot going on that
weekend with his fiance being in the
hospital...."

The conclusion of the investigation
indicated "Evidence supports staff did not
follow protocol(s).
Recommendations/Corrective Measures
to Prevent the Likelihood of Future
Occurrences: Staff will be retrained on
and sign off on call procedures and
attendance policy. Staff will be retrained
on tie-downs. Staff will monitor an
injury's (sic) for [client B] and report
concerns immediately."

The Area Director (AD) was interviewed
on 10/27/15 at 11:35 AM and indicated
staff #15 should have received corrective
action of re-training on tie downs as
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indicated in the investigation. She indic
ated the investigation should have
addressed the client's statements about
staff #15 driving fast and having the
music on so loud he could not hear them
yelling when client B fell over in his
wheelchair.

Staff #15's Behind the Wheel Company
Vehicle Driving Training Checklist dated
8/4/14 was reviewed on 11/4/15 at 1:45
PM and indicated staff #15 had been
trained on safe driving, including
"maintains a safe following distance and
speed limits," and "did lift w/(with)
empty w/c (wheelchair). Still needs tie
down training."

The AD indicated on 11/5/15 at 11:59
AM, there was no evidence staff #15 had
been retrained on vehicle tie-downs or
van safety at the group home.

3. A BDDS report dated 6/6/15 at 10:23
PM indicated "[Client A] and [Client I]
were on an outing with [staff #15] and
upon arriving back home the other staff
working [staff #6] seen (sic) that
something was wrong with [staff #15]. It
was reported to [staff #6] that [staff #15]
took [client A] and [client I] on a location
not approved by the PD or PC. It was
report (sic) to [staff #6] that [client A]
and [client I] may have been left in the
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van up to 30 minutes unintended (sic). It
was reported that [staff #15] was
suspected to be under the influence of
something and was found in the living
room asleep on the couch. Upon reciving
(sic) these concerns [staff #6] contacted
the on call PC and the on call PC
informed the PD and the PD went to the
home and found [staff #15] sleep (sic).
PD suspended [staff #15] immediately
and sent him home. PD checked to make
sure everyone in the house was safe. PD
also was in contact with other home
manager for [client I] to inform them of
the situation and ensure [client I's] safety.
There was (sic) no injuries observed and
reported." Corrective action indicated
"Staff has been suspended upon
completion of (sic) investigation."

A Summary of Internal Investigation
Report dated 6/10/15 was reviewed on
10/27/15 at 10:40 AM and indicated the
following:

An undated interview with PC #3
indicated she had received a call from
staff #6, reporting that staff #15 was
"passed out" in the office. Staff #6
indicated to PC #3 that staff #15 had left
"approximately 6 pm with the client
[client A], and returned to the home at
9:40 PM. Said [staff #6] told her [staff
#15] appeared to be having trouble

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

VDTY11 Facility ID: 000869 If continuation sheet

Page 140 of 240




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

PRINTED: 12/29/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G353

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
11/09/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1012 PARKWAY DR
ANDERSON, IN 46012

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

walking into the home when he returned.
Said [client A] had reported to [staff #6]
that [staff #15] had taken him and [client
I] to his home, got out of the car without
saying anything to them and left them in
the car for a period of time and when they
were coming home [staff #15] was
driving 'reckless'...."

An undated interview with the PD
indicated when he arrived at the group
home at 11 PM, "[staff #6] informed him
that [staff #15] was still asleep and she
was afraid he might come up swinging
when he was awakened. Said he observed
[staff #15] lying on the couch on his side
with a pillow under his head, his shoes
off, and a blanket covering him to his
neck. Said he tapped [staff #15] several
times and asked him to wake up. Said
when [staff #15] did not wake up he
shook [staff #15's] leg and spoke louder.
Said [staff #15] then open (sic) one eye
and looked at him. Said he directed [staff
#15] to get up and leave. Said [staff #15]
got up from the couch without saying
anything and stood looking at him for
several minutes before he again informed
[staff #15] he needed to get his shoes on
and leave. Said [staff #15] then got his
shoes and left slamming the door without
saying a word....Said when he
interviewed [client A], [client A] looked
concerned. [Client A] told him [staff
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#15's] driving scared him. [Client A] said
[staff #15] hit a median and almost hit
another car demonstrating with his hands.
[Client A] said [staff #15] was acting
different on their way home...Said [client
A] and [client I] require supervision
during their dates to reduce opportunities
for inappropriate sexual behavior
between them. Said [client A] told him he
and [client I] kissed while they were
waiting for [staff #15] to come out of the
house...Said he did receive a text on
6/7/15 from [staff #15]."

An undated interview with client A
indicated he and client I were taken to a
restaurant for about 30 minutes and then
went to the house where they have never
been before. "Said [staff #15] left them in
the car for 30 minutes while he was in the
house. Said on the way home he was
scared because [staff #15] hit a median
and almost hit another car...."

An undated interview with client E
indicated staff #15 "sleeps whenever he
works by himself."

An undated interview with staff #15
indicated he "fell asleep on 6/6/15
because the medication he has been
prescribed makes him drowsy." Staff #15
denied taking client A and client |
anywhere other than driving around so
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that they could spend time together."

The conclusion of the investigation
indicated staff #15 admitted he was
sleeping on 6/6/15 and was under the
influence of medication when
transporting clients. Recommendations
indicated "HR (human resources) and
Operations (administrative staff) to
review findings of investigation to
determine appropriate corrective action."”

Client A's record was reviewed on
10/27/15 at 1:05 PM. An ISP (Individual
Support Plan) last updated 5/8/14
indicated client A "has to have staff with
him on all community outings." The
Individual Services Safeguard last
updated 2/18/11 indicated for supervision
in the community client A required
"within visual range (consumer is within
eyesight of staff at all times)."

The Area Director (AD) was interviewed
on 10/27/15 at 11:35 AM and indicated
staff #15 had been terminated after the
incident on 6/6/15 involving client A. She
indicated staff #15's erratic driving under
the influence of medication and failure to
supervise him had placed client A at risk.
She indicated the facility's policy and
procedures did not permit staff #15 to be
screened for substances he may have been
under the influence of at the time of the
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incident involving client A. She indicated
there was no evidence in the investigation
client I had been interviewed. The AD
indicated corrective action to ensure
clients were not at risk included ongoing
monitoring by the group home PC
(Program Coordinator) on a daily basis
and by the PD (Program Director) on a
weekly basis. She indicated she would
look for evidence of monitoring by the
PC and PD.

The AD was interviewed on 11/2/15 at
5:10 PM and when asked about evidence
of PC monitoring visits, indicated she
would look for documentation, and
stated, there were "not too many." There
was no evidence of
monitoring/observations by the PC
provided prior to 10/28/15.

Documentation of the PD's monitoring of
the group home was reviewed on
10/27/15 at 10:35 AM and indicated he
had visited the home on 6/11/15 from
4:00 PM until 5:30 PM, on 7/16/15 from
12:00 PM-1:00 PM, on 9/12/15 from
10:00 AM until 11:30 AM, on 9/29/15 at
9:30 AM and again on 10/15 from 1:00
PM until 3:30 PM. There was no
evidence of visits on a weekly basis.

Client A was interviewed on 10/29/15 at
7:55 PM. When asked about the incident
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W 0159

Bldg. 00

in which staff #15 had left him and client
I alone on the van, he stated it was his
birthday that day and he and client I had
gone out to eat. Staff #15 then drove
them to an unknown location/home and
staff #15 left him and client I alone "for
awhile." Client A indicated when staff
#15 drove him and client I home, he was
weaving (as demonstrated by moving his
hands) on the road. Client indicated he
was scared when staff #15 drove him
home that evening.

This federal tag relates to complaints
#IN00175282 and #IN00185516.

9-3-2(a)

483.430(a)

QUALIFIED MENTAL RETARDATION
PROFESSIONAL

Each client's active treatment program must
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be integrated, coordinated and monitored by
a qualified mental retardation professional.
W 0159 W 159 QIDP 12/09/2015
Based upon record review and interview Each client StaEtIYettreatinsnt
. . rogram must be tegrated,
for 3 of 4 sampled clients (clients A, B progra €
) coordinated and monitored by a
and C), the QIDP (Qualified Intellectual qualified intellectual disability
Disabilities Professional) failed to professional.
document falls and report them to the
administrator and to BDDS (Bureau of 11)' Whatl'c‘l’l"(;’:twe action will
. egey. . ¢ accomplished:
De.velopmental Dlsablht?es S.CI'.VI.CCS) and Training completed with the
to investigate falls resulting in injury, staff regarding:
hospital visits and requiring the use of 0 Abuse, neglect and exploitation-
emergency medical personnel to assist what constitutes abuse, report
client C after falling. The QIDP failed to expectations and investigation
devel dimpl focti expectations (competency test
eve op an n-np ement effec .1ve provided)
corrective action to protect client C from 0 When to contact the Program
falls after a history of falls was identified. Coordinator
The QIDP failed to ensure staff were o How to ProPerly Secure a
trained to competency to protect client B Whee]Cha# n the bus using ,the
6 hi heelchair falli i wheelchair tie downs for Client B
rom his wheelchair a_ 1ng over durmg 0 Training regarding the risk plans
transport as a result of improper securing and health needs for Clients B, C and
of his wheelchair. The QIDP failed to D.
develop and implement effective 0 Review the supervision needs for
corrective action to address staff's unsafe Client A )
. . 0 Behavior plans and/or
driving habits after they had been documentation expectations for
identified in an investigation. The QIDP Clients A-H
failed to thoroughly investigate an o Staff approach
incident involving client A being left 0 Vehicle use and safe driving
.. training
alone and staff's unsafe driving.
& The Program Director will do
home observations bi-weekly to
Findings include: ensure staff are implementing the
plans of clients and the client’s needs
1. The QIDP failed to develop and are being met.
. . . . The Program Director will be
implement effective corrective action to . )
retrained on the appointment process
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protect client C from falls after a history expectations, following physician
of falls was identified. The QIDP failed recommendationsand
. communication expectations with the
to ensure staff were trained to nurse
competency to protect client B from his The Program Director will be
wheelchair falling over during transport trained on reportable incidents and
as a result of improper securing of his notifying the administrator.
wheelchair. The QIDP failed to ensure _ The Program Director will be
. . . .. retrained on implementing corrective
staff implemented identified supervision .
. . actions to address staff performance
needs for client A and failed to develop concerns and regarding
and implement effective corrective action recommendations made from
to address staff's unsafe driving habits investigations.
after they had been identified in an ai Tdhe P.mgratr.n ?‘recmr will be
. . . . retraimned on mvestigation
investigation. The QIDP failed to . gation
] ] o expectations and completing
thoroughly investigate an incident thorough investigations.
involving client A being left alone and The Program Director will be
staff's unsafe driving. Please see W149. retrained on the role and expectations
of the QIDP.
. The Program Director will be
2..The QH?P failed for 2 of 4 sampled retrained on the IDT process.
clients (clients B and C), to document The IDT has implemented
falls and report them to the administrator monthly staffings to ensure that the
and to BDDS (Bureau of Developmental team discusses the needs of the
Disabilities Services) in accordance to residents in t?““’ following areas:
1 Pl 153 home, behavior, IDT’s needed,
state law. Please see W153. family involvement, medical,
workshop/day services, financial and
3. The QIDP failed for clients A, B and adaptive equipment. These staffings
C, to thoroughly investigate falls are led by the QIDP.
involving clients B and C. The QIDP The I[,)T V,Vﬂl monitor trends
. . . and patterns in client reportable
failed to thoroughly investigate an incidents. The IDT will convene as
incident involving client A being left necessary to discuss an increase in
alone and staff's unsafe driving. Please reportable incidents such as falls.
see W154. Staff #4 has been retrained by
the Behavior Clinician on Client F’s
. behavior plan.
4. The QIDP failed to develop and
implement effective corrective action to 2. How will we identify other
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protect client C from falls after a history residents having the potential to be
of falls was identified. The QIDP failed affected by the same deficient
. . . practice and what corrective
to protect client B from his wheelchair N
] ] action will be taken?
falling over during transport as a result of All residents have the
improper securing of his wheelchair, and potential to be affected by the same
failed to provide supervision and protect deficient practice.
client A from impaired/unsafe driving by The Pm,gram _DlreCtor will do
h ff who failed t th home observations bi-weekly to
the same _Sta who fatled to secure. © ensure staff are implementing the
wheelchair properly. The QIDP failed to plans of clients and the client’s needs
implement effective corrective action to are being met.
address the staff's unsafe driving habits Training completed with the
after they had been identified in an staff regarding: o
. T | O Abuse, neglect and exploitation-
investigation. Please see W157. what constitutes abuse, report
expectations and investigation
5. The QIDP failed to train staff expectations (competency test
competently on the behavioral needs of 1 provided)
.. . . h he P
additional client (client F). Please see oW en to contact the Frogram
Coordinator
WI9L o How to properly secure a
wheelchair in the bus using the
6. The QIDP failed to train staff wheelchair tie downs for Client B
competently on the health needs of 1 of 4 0 Training regarding the risk plans
X . and health needs for Clients B, C and
sampled clients (client C). Please see D
W192. 0 Review the supervision needs for
Client A
This federal tag relates to complaints 0 Behavior plans and/or
H#IN00175282 and #IN00185516. documentation expectations for
Clients A-H
o Staff approach
9-3-3(a) 0 Vehicle use and safe driving
training
The Program Director will be
retrained on the appointment process
expectations, following physician
recommendations and
communication expectations with the
nurse.
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The Program Director will be
trained on reportable incidents and
notifying the administrator.

The Program Director will be
retrained on implementing corrective
actions to address staff performance
concerns and regarding
recommendations made from
investigations.

The Program Director will be
retrained on investigation
expectations and completing
thorough investigations.

The Program Director will be
retrained on the role and expectations
of the QIDP.

The Program Director will be
retrained on the IDT process.

The Program Director will be
retrained on the expectations for the
medical charts.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

Competency training with the
nurse was completed with staff on
10-28 and 10-29-15 which included
one person transfers, two person
transfers, use of a gait belt,
wheelchair safety, and one person
assist.

Training was completed by
the nurse on 10-29-15 included body
mechanics/safe transfers, updated fall
risk plan for Client C, adaptive
equipment and change in health
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status reporting.

The IDT will monitor trends
and patterns in client reportable
incidents. The IDT will convene as
necessary to discuss an increase in
reportable incidents such as falls.

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

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

O Abuse, neglect and exploitation-
what constitutes abuse, report
expectations and investigation
expectations (competency test
provided)

0 When to contact the Program
Coordinator

0 How to properly secure a
wheelchair in the bus using the
wheelchair tie downs for Client B

0 Training regarding the risk plans
and health needs for Clients B, C and
D.

0 Review the supervision needs for
Client A

0 Behavior plans and/or
documentation expectations for
Clients A-H

o Staff approach

0 Vehicle use and safe driving
training

The Program Director will be
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retrained on the appointment process
expectations, following physician
recommendations and
communication expectations with the
nurse.

The Program Director will be
trained on reportable incidents and
notifying the administrator.

The Program Director will be
retrained on implementing corrective
actions to address staff performance
concerns and regarding
recommendations made from
investigations.

The Program Director will be
retrained on investigation
expectations and completing
thorough investigations.

The Program Director will be
retrained on the role and expectations
of the QIDP.

The Program Director will be
retrained on the IDT process.

The Program Director will be
retrained on the expectations for the
medical charts.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

Competency training with the
nurse was completed with staff on
10-28 and 10-29-15 which included
one person transfers, two person
transfers, use of a gait belt,
wheelchair safety, and one person
assist.
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Training was completed by
the nurse on 10-29-15 included body
mechanics/safe transfers, updated fall
risk plan for Client C, adaptive
equipment and change in health
status reporting.

The IDT will monitor trends
and patterns in client reportable
incidents. The IDT will convene as
necessary to discuss an increase in
reportable incidents such as falls.

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

The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.

New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
includes items such as: client’s diets,
risk plans, ISP’s, programming, and
medication review.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

Monthly supervisory visit
check sheets to be completed by the
QIDP. These will be forwarded to
the Area Director for review.

The QIDP will monitor and
review the resident’s needs. As the
needs arise, formal programming will
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be implemented.

Quarterly Health and Safety
assessments will be completed by the
Program Coordinator and/or the
Program Director and forwarded to
the Quality Improvement department.
These assessments include a review
of the environmental needs for the
home, review of risk plans, ISP, BSP
and client specific training for the
residents. The assessment also
includes an interview of staff to
ensure they know how to properly
document medical needs, how to
report incidents, diets and
understanding of BSP’s.

The Quality Improvement
Department and the Area Director
will monitor incidents as they are
reported to ensure that they are
reported timely and that all
required incidents are reported to
BDDS.

New staff hired to work at
the site will receive training on
reportable incidents, reporting
expectations and who to contact.

All abuse and neglect
investigations will be reviewed by
the Quality Improvement
Specialist or her designee to
ensure the investigations are
thorough.

All investigations that are
not considered abuse and neglect
will be reviewed by the Area
Director or her designee to
ensure the investigations are
thorough.

5.  What is the date by which the
systemic changes will be
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completed?
December 9th, 2015
W 0191 | 483.430(e)(2)
STAFF TRAINING PROGRAM
Bldg. 00 For employees who work with clients,
training must focus on skills and
competencies directed toward clients'
behavioral needs.
Based on observation, record review and W 0191 W 191 Staff Training Program 12/09/2015
interview, the facility failed to train staff For employees who work with the
. clients, training must focus on skills
competently on the behavioral needs of 1 o
- ) . and competencies directed toward
additional client (client F). clients’ behavioral needs.
Findings include: 1. What corrective action will
be accomplished?
. The Program Coordinator will
Observations were completed on .
i do home observations weekly to
10/27/15 from 7:10 AM until 8:38 AM. ensure staff are implementing the
At 7:40 AM, client F indicated he was plans of clients and the client’s needs
not going to work. Staff #4 stated, "You are being met. ‘ .
have to go. You can't stay home," and The Pro,gram ,Dlrecmr will do
"D ¢ K at nicht? D home observations bi-weekly to
0 you wan ) a snack at night” Lo you ensure staff are implementing the
want a brownie?" plans of clients and the client’s needs
are being met.
Client F's records were reviewed on Training completed with the
10/27/15 at 1:16 PM. A Behavior Staffregar,ding:
1 dated 7/14/1 0 Behavior plans and/or
Support Plan (BSP) dated 7 5 documentation expectations for
indicated targeted behaviors of Clients A-H
inappropriate social behaviors, o Staff approach
noncompliance, inappropriate verbal Staff #4 was retrained on
behavior, physical aggression, propert Client F’s behavior plan by the
. - Py £8 ” property Behavior Clinician on 11-4-15.
misuse ar.ld AWOL (away Wlthout leave). The Behavior Clinician will
Interventions for noncompliance complete monthly observations or
indicated staff should ask client F one more frequent based on the client’s
time to comply with a necessary request. behaYi9r31 SuPpOIT needs to ensure
"If he does not respond, staff should refer staff is implementing the behavior
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him to his schedule and remind him that plan appropriately and that the plan
he would like to be more independent...If is still effective.
[client F] does not comply with the 2. How will we identify other
request within 2 minutes, staff should residents having the potential to be
give another prompt without emotion. affected by the same deficient
Staff should simply say, '[Client F] you practice and what corrective
needto_.' Nothing further should be action will be taken?
. All residents have the
said. Staff should not lecture, plead, potential to be affected by the same
counsel or reprimand [client F] in any deficient practice.
way, as this will likely give him the The Program Coordinator will
attention he enjoys...." do home observations weekly to
ensure staff are implementing the
. . . plans of clients and the client’s needs
The Area Director was interviewed on are being met.
11/2/15 at 5:20 PM and indicated staff The Program Director will do
should have implemented client F's plan home observations bi-weekly to
to address his noncompliance and staff ensure staff are implementing the
should not have used a directive tone or plans (,)f clients and the client’s needs
. . are being met.
snacks as an intervention. Training completed with the
staff regarding:
A document dated 11/4/15 was reviewed 0 Behavior plans and/or
on 11/5/15 at 12:34 PM and indicated documentation expectations for
staff #4 was trained on client F's BSP on Clients A-H
o Staff approach
L1/4/15. The Behavior Clinician will
complete monthly observations or
9-3-3(a) more frequent based on the client’s
behavioral support needs to ensure
staff is implementing the behavior
plan appropriately and that the plan
is still effective.
The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
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adaptive equipment.

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

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

0 Behavior plans and/or
documentation expectations for
Clients A-H

o Staff approach

The Behavior Clinician will
complete monthly observations or
more frequent based on the client’s
behavioral support needs to ensure
staff is implementing the behavior
plan appropriately and that the plan
is still effective.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

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

The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.

The Program Coordinator will
monitor to ensure the clients plans
and needs are being met during their
weekly observations.

The Behavior Clinician will
complete monthly observations or
more frequent based on the client’s
behavioral support needs to ensure
staff is implementing the behavior
plan appropriately and that the plan
is still effective.

New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
includes items such as: client’s diets,
risk plans, ISP’s, BSP’s,
programming, and medication
review.

The nurse will be available to
do observations within the home for
medical related issues as the client’s
needs indicate.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

Monthly supervisory visit
check sheets to be completed by the
QIDP. These will be forwarded to
the Area Director for review.

Quarterly Health and Safety
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assessments will be completed by the
Program Coordinator and/or the
Program Director and forwarded to
the Quality Improvement department.
These assessments include a review
of the environmental needs for the
home, review of risk plans, ISP, BSP
and client specific training for the
residents. The assessment also
includes an interview of staff to
ensure they know how to properly
document medical needs, how to
report incidents, diets and
understanding of BSP’s.
5.  What is the date by which the
systemic changes will be
completed?
December 9th, 2015
W 0192 483.430(e)(2)
STAFF TRAINING PROGRAM
Bldg. 00 For employees who work with clients,
training must focus on skills and
competencies directed toward clients' health
needs.
Based on observation, record review and W 0192 W 192 Staff Training Program 12/09/2015
interview, the facility failed to ensure For employees who work with
. clients, training must focus on skills
staff were trained to competency on L
and competencies directed toward
reporting and documenting the health clients’ health needs.
needs of 3 of 4 sampled clients (clients B,
Cand D). 1. What corrective action will
be accomplished?
Lo . The Program Coordinator will
Findings include: do home observations weekly to
ensure staff are implementing the
Observations were completed at the plans of clients and the client’s needs
group home on 10/26/15 from 5:55 PM are being met. ' .
until 7:06 PM. Client C sat on his bed The Pro,gram ,Dlrecmr will do
home observations bi-weekly to
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and asked staff #7 to assist him in ensure staff are implementing the
removing his hospital bracelets, with the plar;)s of clients and the client’s needs
. t.
exception of the bracelet labeled "fall are beig me .
; ) ) Training completed with the
risk," which he wanted to remain staff regarding:
attached to his wrist. 0 How to measure wounds
o0 How to document skin/wound
The Program Coordinator (PC) was ﬁnd;{ngs od Gl
. . o Oow to aocument 1alls
interviewed on 10/26/15 at 6:00 PM and
. 0 When to contact the Program
stated client C had returned from the Coordinator
hospital "a couple of hours ago." He 0 How to properly secure a
indicated client C had fallen on 10/23/15 wheelchair in the bus using the
and may have had the flu. Wheelc.ha.lr tie dowrlls for Cl.1ent B
0 Training regarding the risk plans
and health needs for Clients B, C and
Staff #10 was interviewed on 10/26/15 at D.
5:55 PM and indicated client C had a 0 How to monitor and document
history of falls and staff used a gait belt intake and elimination
to assist him. o] Hov&./ to properly CE.lﬂ.l Client D
0 Review the supervision needs for
Client A
Client E was interviewed on 10/26/15 at 0 Staff duty sheets and cleaning
6:30 PM and stated client C had been expectations
"pushed" by staff #8 causing his fall on 0 Vehicle use and safe driving
10/23/15. raining o
Competency training with the
nurse was completed with staff on
Client C was interviewed on 10/26/15 at 10-28 and 10-29-15 which included
6:31 PM. He stated staff #8 had "pushed one person transfers, two person
me as in rushed. I fell flat on my face." transfers, use of a gait bel,
When asked how staff #8 rushed him, Wh?ikhalr safety, and one person
. " . . assist.
client C stated, Hurry up, we're going to Training was completed by
be late. We were outside and I was about the nurse on 10-29-15 included body
to get on the bus." mechanics/safe transfers, updated fall
risk plan for Client C, adaptive
Staff #4 was interviewed on 10/26/15 at equipment afld change in health
. . status reporting.
6:50 PM and stated client C "is hard to The nurse will conduct
Supervise. He haS fallen recently. The quarter]y staff obser\/ations to ensure
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meds he's on make him drowsy-when he continued competency over adaptive
falls it's hard to catch him." Staff #4 equipment, body mechanics/safe
indicated client C had a fall risk plan to traHSferé'lient Specific trainine for
use a gait belt and a walker. Staff #4 new staff will iEclude body ¢
indicated if client C falls, staff were to mechanics/safe transfers and the use
call the HM (house manager)/PC and of a gait belt.
indicated emergency medical services . o
staff had to assist with client C to get up i'esid;:v hV::’lianill:zen:i)l’lg;l;e; be
after falls twice on 10/23/15. Staff #4 affected by the fame I:leﬁcient
indicated she not been present when practice and what corrective
client C had fallen and had been able to action will be taken?
stop him from falling by asking him to _AH residents have the
. potential to be affected by the same
stand up straight. deficient practice.
The Program Coordinator will
Observations were completed again at the do home observgations weekly to
group home on 10/27/15 from 7:10 AM ensure staff are implementing the
until 8:38 AM. Staff #8 assisted client C plan; (,)f clients and the client’s needs
to get up from his bed using a gait belt. e elrfh:lf,tr;) gram Director will do
Client C used a rolling walker to go to home observations bi-weekly to
the kitchen and sat on a wooden kitchen ensure staff are implementing the
chair. Staff #8 and #9 assisted client C to plans f’f clients and the client’s needs
get up from the chair using a gait belt and are belr}g met leted with th
to use his walker. Staff #9 showed staff staff re g;:cll?;z% compieted Wi e
#8 how to position the gait belt for client 0 How to measure wounds
C and how to position client C to his 0 How to document skin/wound
walker to aid him in rising from the chair. findings
Client C requested a wooden chair to sit 2 azz;:odgszz:::hﬁgiogmm
on in the living room and sat on the chair Coordinator
without arms with his head slumped 0 How to properly secure a
toward his chest and his eyes closed. wheelchair in the bus using the
Client C's color was pale and of a yellow whcelehairie downs for Clhient B
tint, and he aroused and indicated he was :n dl;lr:;i?i ;:g:rfilrnétizitrslsg’%a:; q
tired. Staff #9 assisted client C using a D.
gait belt and asked him to count to 3 and 0 How to monitor and document
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stand using his walker. Client C stood up intake and elimination
and used his walker to walk to his room. 0 }RIOV‘_’ to p}rl"perly cath Chenthf
. . . o eview the supervision needs tor
Staff #9 instructed client C to keep his Client A P
walker close to him while he walked for 0 Vehicle use and safe driving
stability and to assist him in standing training
straighter and complimented him on his Competency training with the
ability to stand. nurse was completed Wi.th s'taff on
10-28 and 10-29-15 which included
. . one person transfers, two person
Staff #8 and #9 were interviewed on transfers, use of a gait belt,
10/27/15 at 7:25 AM. Staff #9 indicated wheelchair safety, and one person
she was a CNA (certified nursing assist.
assistant). Training was completed by
the nurse on 10-29-15 included body
mechanics/safe transfers, updated fall
Staff #8 indicated he had not been trained risk plan for Client C, adaptive
on specific client interventions for client equipment and change in health
C, and client C had been found on the status reporting. .
floor of his bedroom at 3:00 AM on " lThetn;rSZ will ?ndutm
. . uarterly stait opscrvations to ensure
10/23/15 when he was working with staff narery .
) . e continued competency over adaptive
#7 on the overnight shift. He indicated equipment, body mechanics/safe
client C normally got up at 4:00 AM for transfers.
his shower to give him extra time. He Client Specific training for
indicated he and staff #7 had attempted to new Staff will include body
T C . h it belt. but mechanics/safe transfers and the use
get client C up using the gait belt, bu of a gait belt.
weren't able to get him up. Staff #8
indicated he had called 911 and on-call 3. What measures will be put
staff, and due to the emergency (with into place or what systemic
client C on the floor) the fire department changes will l,’e made t(,) ensure
. . i that the deficient practice does not
had arrived to assist client C to get up. recur:
Staff #8 stated, client C "went on with his The Program Coordinator will
day and showered. My shift was over and do home observations weekly to
I was off the clock. I was walking him ensure staff are implementing the
out and I don't know if he missed his step z;:lﬁe?rf;if;ts and the client’s needs
(on the driveway) or missed his footing, The Program Director will do
and I tried to stop it (fall). He's a pretty home observations bi-weekly to
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good sized guy-my size and just the ensure staff are implementing the
momentum...we called 911 and then the plar;: of clients and the client’s needs
are being met.
HM (house manager)/PC. I told the HM I & me .
) ) Training completed with the
could leave, staff were here with him. 1 staff regarding:
don't know what happened as I left. I 0 How to measure wounds
normally clock out at 8:00 AM, it was 0 How to document skin/wound
after that." findings
0 How to document falls
. ) 0 When to contact the Program
Staff #7 was interviewed on 10/27/15 at Coordinator
8:20 AM. Staff #7 stated client C was 0 How to properly secure a
currently asleep in his room, client C was wheelchair in the bus using the
better 2-3 weeks ago and has been "like Whelflc.ha.lr tie do‘zr,‘s fct)lrl Cl.lelilt?
. " .- . 0 Training regarding the risk plans
this for a week. Staff #7 1nd19ateld client and health needs for Clients B, C and
C had been experiencing medication D.
adjustments. Staff #7 indicated she had 0 How to monitor and document
been present when client C fell on intake and elimination
10/23/15 on the overnight shift and at g }RIOV‘_’ o It) }rlop erly Céﬂ,l Chenthf
. CVIEwW the Supervision needs 10or
9:00 AM. She saw client C fall as she Client A P
went around the back of the van to assist o Vehicle use and safe driving
with the lift. She stated staff #8 "was training
right in front of him. He was walking to Competency training with the
his car to leave and was not assisting Illgr;egwaz (;(())n;‘;leltzd V;’ll_t}ils,taflf (:ind
. " . . -28 and 10-29-15 which include
[client C]. Staff #7 indicated client C one person transfers, two person
took about 30 minutes to leave the transfers, use of a gait belt,
kitchen to get to the van on the morning wheelchair safety, and one person
of 10/23/15 prior to his fall and was not assist. o
rushed. She indicated she had not Training was completed by
. i i ine for cli the nurse on 10-29-15 included body
recelved' ¢ le'nt Sp?CI 1c tI'alI.lll’lg or client mechanics/safe transfers, updated fall
C to assist him using the gait belt or risk plan for Client C, adaptive
address his falls. equipment and change in health
status reporting.
. g The nurse will conduct
Client C's discharge orders from the )
. . quarterly staff observations to ensure
hospital were re.Vlewed on 10/ 2.6/ 1.5 at continued competency over adaptive
6:28 PM. The discharge orders indicated equipment, body mechanics/safe
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client C's clonazepam was reduced to 5 transfers.
mg (milligrams) from 10 mg. There was Client Specific training for
. .. . new staff will include body
no other information in regards to client .
] ) ) ) mechanics/safe transfers and the use
C's diagnosis or instructions to address of a gait bellt.
client C's follow up care.
4.  How will the corrective
The facility's reports to the Bureau of action be monitored to ensure the
. el . deficient practice will not recur?
Developmental Disabilities Services were . .
: The Program Director will
reviewed on 10/27/15 at 10:15 AM and monitor to ensure the clients plans
included the following for client C: and needs are being met during their
bi-weekly observations.
.. The Program Coordinator will
A BDDS report dated 5/8/15 indicated on ) )
5/3/15 at 6:25 AM. cli C fell duri monitor to ensure the clients plans
] ato. , chent _e urng and needs are being met during their
his shower. Staff reported client C weekly observations.
bruised his bottom (size and specific Mentor’s nurse will be in the
location not indicated). Client C later home on a weekly basis or more
stated, "that he may have hit his head frequently as needed to _momtor for
hen fall; . concerns and assess residents.
when falling. PC (Program Coordinator) New staff hired to work at the
contacted the nurse consultant and was site will receive client specific
advised to take [client C] to the ER training for each individual prior to
(emergency room). Corrective action working a shift. This fraining
indicated the PC would follow 1r.1<:ludes items such as: chen.t s diets,
. . risk plans, ISP’s, programming, and
recommendations of (sic) nurse medication review.
consultant and ER physician. Staff will The nurse will be available to
continue to monitor for any changes and do observations within the home for
report concerns immediately." medical related issues as the client’s
needs indicate.
Lo Quarterly Health and Safety
A BDDS report dated 10/3/15 indicated assessments will be completed by the
client C "was having chest pains and Program Coordinator and/or the
thought he was having a heart attack so Program Director and forwarded to
staff called the ambulance were (sic) he the Quality Improvemfnt department.
. Th i i
was taken to the hospital and treated. ese assessments ine ude a review
. . . of the environmental needs for the
Hospital stated he was having an (sic) home, review of risk plans, ISP, BSP
just pains and gave him tylenol. Hospital and client specific training for the
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staff stated if chest pain continues after 3
to 4 days then go see his doctor."
Corrective action indicated "Staff will
continue to follow mentor (sic) policy as
stated."

A BDDS report dated 10/7/15 indicated
on 10/7/15 at 7:10 PM, client C was
found by the staff on the bedroom floor,
"staff tried to help [client C] up, other
client (unspecified) called ambulance,
ambulance came and helped [client C]
up, there appears to be no injury, but staff
will continue to check throughout the
shift." Corrective action indicated
"Follow Mentors (sic) policy and
Procedure on Falls."

A BDDS report written by the PD dated
10/23/15 was reviewed on 10/23/15 at
12:20 PM and indicated at 9:00 AM,
client C "was walking to the bus lift
where his legs gave out and he fell chest
first into (sic) the driveway. i (sic)
evaluated him, no blood, did not loose
(sic) consciousness, complained of pain
in both wrist (sic), both legs, and in his
face and right eye, called ambulance.
[Client C] was taken to the hospital and
kept for an overnight observation.
Corrective action indicated "Follow
Mentors (sic) policy on falls."

An investigation into the incident on

residents. The assessment also
includes an interview of staff to
ensure they know how to properly
document medical needs, how to
report incidents, diets and
understanding of BSP’s.

5.  What is the date by which the
systemic changes will be
completed?

December 9th, 2015
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10/23/15 dated 10/24/15 was reviewed on
10/27/15 at 12:20 PM and indicated the
same information as provided in the
BDDS report in regards to the incident.
Staff #7, client C and the PC were
interviewed as part of the investigation.
Staff #7 indicated in her interview she
was in the process of taking the clients
out to the bus so they could go to day
services. The interview indicated staff #7
stated "Everything was fine until [client
C] just fell all of a sudden, [client C] told
her his legs just give (sic) out and they
don't want to work right sometimes, he
was complaining about his wrist and legs
hurting and that she called the
Ambulance, the PC just pulled up." The
PC indicated he had just pulled up to the
group home and found that client C had
just fallen. The PC indicated he went
with client C to the hospital and the nurse
wanted to keep client C overnight to run
tests. Client C was interviewed and
stated, "he was walking to the bus and his
legs just gave out on him, his legs stops
(sic) working from time to time and he
was in some pain and wanted to go to the
hospital."

A Preliminary Report of Alleged Adult
Endangerment was reviewed on 10/28/15
at 9:30 AM and indicated " On 10/26/15
APS (Adult Protective Services) received
the following report: ...Please see the
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attached police report from [county]
regarding [client C] (Victim). Victim
(client C) is mentally handicapped.
Victim resides in a group home believed
to be under the supervision of
REM-Indiana Mentor/Occazio
...According to the police report, [client
C] is around 5' (feet) 10" (inches) and
weighs over 300 lbs (pounds). Officer
[name] states in her report that this is the
second time in two weeks that she has
been to the home due to Victim falling in
the driveway. The first occurrence was on
10/15/15. Also Officer [name] was
advised that the [township name] Fire
Department was out on Victim around
4:00 (AM/PM not specified) on this date,
10/23/15 due to victim falling out of bed.
There is concern over a lack of staff or
supervision at the group home to assist
Victim and also inadequate equipment to
accommodate Victim .... " An attached
police report indicated a Case Narrative

" On 10/23/15, T assisted with [township]
Fire Department on an injured (sic) in a
fall at [group home address]. This is a
group home. This is the second time in 2
weeks that I have been to the group home
in regards to the same client falling in the
driveway. The prior incident was
10/15/15. I was advised the fire
department was requested around 04:00
on 10/23/15 due to [client C] falling out
of bed. I was advised the fire department
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assisted [client C] in standing.

On 10/15/15, [client C] had fell (sic) in
the driveway. [Client C] is approximately
5'10" and weighs over 300 pounds. The
fire department assisted [client C] in
standing and getting him back into a van.
The fire department requested a
wheelchair due to the distance the van
was due to where [client C] fell. A
wheelchair was brought out from the
facility that would not be large enough
for a large adult let alone a client that is
obese as [client C]. On this occasion
[client C] was unsteady on his feet and
was unable to walk without assistance.
The fireman had to place each of [client
C's] legs into the van. The (sic) they had
to push on his bottom to move him over
so that the door would close. [Client C]
attempted to assist but trembled as he
tried to move his own weight. There was
a small bus that was picking up some of
the clients. It is my understanding that
[client C] would have to climb the stairs
in order to get on the small bus. The bus
is equipped with a ramp. One of the
fireman advised that someone from the
group home advised that there has not
had (sic) a manager for some time. They
also advised that the clients are shipped
from this facility to another due to being
understaffed during the daytime. The
staff was little to no help in getting
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[client C] on the van.

On 10/23/15, [client C] was lying face
down on the driveway, which is a slight
decline. His face was toward the
downward slope and facing opposite of
the house. [Client C] had a blanket
draped over him, but he was shaking. |
spoke to [client C] and he complained of
pain to his head. There was no blood or
obvious injuries that I could see. [Client
C] stated the staff tell him it is his fault
that he falls because he gets in too big of
a hurry. A walker was close to [client C].
One of the fire personnel advised the
walker appeared to be too small for the
size of [client C].

I overheard one of the staff say his
medication was changed and there should
be improvements.

The concern in if the equipment for
[client C] is adequate for his size, as well
as if there is adequate staff to deal with
[client C 's] needs. [Client C] is a
mentally disabled individual and may not
be able to adequately express his needs or
provide for himself to attain what he
needs. " There was a note at the bottom
of the report "Forward to Adult
Protective Services. "

Client C's record was reviewed on
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10/27/15 at 12:55 PM. A visit to client
C's primary care physician dated 9/14/15
indicated client C weighed 333.9 pounds
in 4/15. There were no other records
found to indicate client C's weight. There
was no evidence of an updated Individual
Support Plan since his last ISP dated
3/4/15.

A Risk Plan updated on 10/27/15 and
previously updated on 10/14/11 indicated
client C's risks included, but were not
limited to medication side effects,
depression, Intermittent Explosive
Disorder, Personality Disorder, Obesity,
Phlebitis (blood clots), warfarin (blood
thinner/anti-coagulant) therapy, and
history of falls. Client C's risk for
warfarin therapy indicated "Warfarin can
cause very serious (possibly fatal)
bleeding." Client C's falls risk indicated
he "has a history of falls and at risk for
falls. [Client C] is to be using w/c
(wheelchair) and gait belt PRN (as
needed) for increased unsteady gait. Staff
are to ensure environment free from fall
hazards (rugs, cords, etc), if fall occurs
assessment to be completed and PC/PD
to be phoned regarding fall. If (sic)
sustains injury that appears severe/life
threatening in nature, they are to initiate
EMS (emergency medical services) prior
to notification of PC/PD. Obtain vitals
and document accordingly." The plan
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failed to indicate how many staff were to
assist client C in using the gait belt,
transferring or specific information as to
when client C was to use the wheelchair
and gait belt and how staff were to assist
him with the adaptive equipment. The
plan failed to indicate the use of client
C's rolling walker.

IDT (interdisciplinary) meeting notes on
10/16/15 in client C's record entered by
the Behavior Analyst (BA) indicated
client C "has been observed falling
asleep, having difficulty walking,
standing, getting out of bed." The note
indicated client C's psychiatrist nurse
practitioner (NP) had "increased Seroquel
(anti-psychotic) from 400 mg
(milligrams) daily to 400 mg BID (twice
daily), changed Depakote (seizures/mood
stability) from 2,000 mg at bedtime to
1,000 mg BID, changed Clonazepam
(anxiety) from 1 mg BID to 1 mg TID
(three times daily), added Zyprexa Zydis
5 mg PRN (as needed) for agitation on
September 16, 2015. After med
(medication) change, staff nurse, [name]
stated [client C] had increased his falls
over the weekend and contacted [client
C's] [primary care physician (PCP)] to
request a med decrease of Seroquel.
[PCP], decreased Seroquel back to 400
mg daily-other psych med changes made
by [NP] were continued. Even after
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dosage change of Seroquel, [client C]
displays frequent difficulty ambulating
requiring the fire department to be
contacted three times during the month of
October to assist staff in helping [client
C] get up/ambulate. [Client C] has also
been taken to the ER twice since his
admission due to reports he was having a
heart attack on one occasion and reports
he was having difficulty walking on the
second occasion-no medical confirmation
was made at either ER visit. [Client C]
had some med changes that occurred at
the nursing home prior to his admission
to the group home on September 11,
2015. Said changes that included Provigil
discontinued and Keppra added. [Client
C] has completed labs to check Depakote
and ammonia levels. [Client C] has also
recently completed a sleep study. We do
not currently have lab results or sleep
study results...Recommendations: 1)
PC/PD will schedule an appt
(appointment) with [PCP] to address:
recommendations regarding Provigil
(medication to increase alertness);
recommendations regarding need for
Keppra (seizures); discuss results and get
copies from sleep study; request order for
wheelchair PRN; discuss order for use of
gait belt at all times except when [client
C] is seated in his wheelchair and in bed;
request order for OT (occupational
therapy)/PT (physical therapy)
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evaluation; request an order for new ted
hose (support stockings). 2) PC/PD will
begin a 24 hr (hour) sleep chart so [client
C's] sleeping can be tracked at the day
service and the group home. 3) PC/PD
will contact the lab facility to request
copies of [client C's] recent labs-results
will be scanned to therap
(electronic/digital recording system). 4)
[Client C's] level of agitation and threats
of physical harm to others has decreased
since he has had increased medical
issues-it is recommended by the staff
nurse [name], that staff refrain from
using the Zyprexa Zydis PRN medication
as [client C] is not currently a physical
harm to others. If staff question [client
C's] agitation and feel he is a threat to
himself or others, the PC/PD should be
contacted...."

Client C's MAR (medication
administration record) dated 10/2015
failed to indicate a sleep chart for client
C, the the use of a wheelchair or of a
rolling walker. The MAR indicated client
C's gait belt may be used prn (as needed).
The MAR indicated the use of
clonazepam .5 mg twice daily and listed
the side effect of drowsiness, depakote
ER (extended release) 2,000 mg, with a
side effect of drowsiness, Keppra
(seizures) 500 mg twice daily with a side
effect of drowsiness, weakness and
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dizziness, perphenazine (psychosis) 6 mg
with side effects of dizziness, drowsiness
and anxiety, Seroquel (anti-psychosis)
400 mg daily with a side effect of
drowsiness, and warfarin 6 mg daily and
Zyprexa Zydis 5 mg (anti-psychotic)
every 8 hours as needed.

A General Event Report (GER) in client
C's record dated 5/18/15 indicated in the
section Event Information "Describe
what happened before the event: don't
know, client says it happened this
morning when another peer was helping
him up from the floor...Comments: client
says he couldn't get up off the floor,
asked him if he fell out of bed, he said
trying to get out of bed and slid to floor.
Told me staff was aware...." The sections
for Corrective Action Taken, Plan of
Future Corrective Actions and Follow-Up
actions, were blank. The report indicated
the residential manager (PC) was notified
by staff #2 on 5/18/15 at 8:31 PM. The
PD (Program Director)/QIDP (Qualified
Intellectual Disabilities Professional)
reviewed the report on 5/19/15 at 9:50
AM. There was no evidence the incident
was reported to the Area Director or the
group home nurse was notified of the
incident. There was no evidence in the
report of an assessment to determine if
client C was injured during the incident.
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A GER dated 6/2/15 indicated client C
"was sick last night, staff monitored all
night. [Client C] got up this morning and
was not feeling well still, had high temp
(temperature) (not specified) and low 02
(oxygen level in the blood stream). He
was taken to doctor and sent to the
emergency room...Comments: [client C]
was admitted into the emergency room
because of his condition, as of 3 pm he
was being admitted into the ICU
(intensive care unit)." There was no
corrective action or follow up listed in
the report. A BDDS report attached to the
GER indicated on 6/2/15 at 11:30 AM,
client C was taken to the hospital after
being sick all night with a high
temperature and low O2 saturations.
Corrective action indicated "I told the
staff to do the same thing if he complains
about it a lot, then take him to the
hospital. So we would use the same plan
as before."

T-Log nursing notes were reviewed on
10/28/15 at 9:50 AM and indicated on
10/6/15, "Called and spoke with [PD] on
Sunday regarding [client C], stated
hospital states did not have a heart attack,
give tylenol as needed. Checked up on
[client C] on Monday (date not
specified), he appeared tired from
increase in psych (psychotropic) meds
(medications) but was alert and able to
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carry on conversatin (sic), c/o (complains
of) knees hurting, no other distress
noted." The note failed to indicate any
follow up action to address client C's
chest pain, appearance of being tired or
of his knee pain.

A note from the nurse dated 10/7/15
indicated PD "notified order received last
night to decrease seroquel to 400 mg
(milligrams) daily due to lethargy. Called
[primary care physician's] office and
requested new script for calcium citrate
and fax order for seroquel decrease.
Client more alert today...."

A nursing note dated 10/9/15 indicated
"Client refused body assessment, states,
'I'm OK,,' called [primary care physician's]
office 2nd time and asked about new
script for calcium citrate, awaiting
orders."

A nursing note dated 10/12/15 indicated
client C "continues to deny any injuries
from fall, denies any further pain in his
chest, c/o right knee pain, no swelling
noted, left thumb healing, nail healing
and coming off, no s/sx (symptoms) of
infection, area pink, no swelling noted."

A nursing note dated 10/26/15 at 12:38
PM indicated a social worker at the
hospital wanted to talk to her about PT
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(physical therapy) for client C. The note
indicated he would be referred to a home
health agency to evaluate and treat client
C's needs. The social worker "further
advised he will be discharged today-I
requested records from his stay be sent
with staff upon discharge so we may have
in his chart and she advised she would
ensure a packet would be made and sent.
She could not advise as to any changes in
medication. PD/AD/PC advised of above
and requested to schedule follow up with
[PCP] immediately."

A note dated 10/27/15 at 9:15 AM
indicated "Upon review of discharge
orders it is noted that perphenazine and
warafin (sic) orders are changed as well. I
phoned [Hospital] and spoke with [name]
who was working on floor [client C] was
on...." The discussion with the nurse at
the hospital indicated client C's warfarin
(blood thinner) and perphenazine were to
be continued as they were upon
admission at 6 mg daily warfarin and 6
mg TID of perphenazine. The note
indicated client C was to be scheduled for
PT evaluation within 48 hours and the PC
was aware. The note indicated client C
was to see his PCP on 11/2/15.

A nursing note dated 10/27/15 indicated
client C was assessed and when
awakened, indicated he was OK. Client
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C's vital signs were normal and the nurse
noted client C was "somewhat lethargic
during assessment but could have just
been tired."

Additional T-Log nursing notes were
reviewed on 10/28/15 at 3:50 PM. A
nursing note dated 10/28/15 at 2:51 PM
indicated client C was sleeping, but
awakened easily. "He was independent in
undressing and transferring to his w/c
wheelchair...Staff commented that [client
C] was more alert and mobile than he has
been recently...."

A note dated 10/28/15 at 3:08 PM
indicated client C was being referred for
a CPAP (continuous pressure airway
machine) and client C's PCP had sent
orders for PT evaluation and treatment
and had requested an order for a
wheelchair and gait belt for "safety
purposes."

A nursing note dated 10/28/15 at 3:12
PM indicated the nurse had checked on
another client and while at the group
home, checked on client C, "I was
surprised to see him up and alert and
oriented a totally different person that I
had assessed 4 hours earlier...."

A Polysomnography Report (evaluation
of sleep quality) was reviewed on
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10/27/15 at 11:45 AM and indicated
client C had been diagnosed with "severe
obstructive sleep apnea with significant
oxygen desaturations," with a total of 305
respiratory events and a calculated apnea
(stopping and starting sleep)/hypoxia
(lack of oxygen) was 50 events per hour.
Client C had an oxygen saturation below
89% for a total of 150 minutes." The
report indicated a recommendation to use
a CPAP machine to aid in preventing
airway obstruction during sleep.

A Mayo Clinic website mayoclinic.org
reviewed on 10/29/15 at 2:30 PM
indicated sleep apnea is a "potentially
serious sleep disorder in which breathing
repeatedly stops and starts." A side effect
listed on the website indicated tiredness
even after a full night's sleep.

Indiana Mentor Meeting Notes dated
10/19/15 indicated "Discussed falls with
[client C] and how to get him up in the
morning." There was no additional
evidence of specific information in
regards to how staff were to assist client
C to get up in the morning. Staff present
at the meeting included the PC, staff #6,
staff #3, staff #4 and day services
coordinator #1. There was no evidence
staff #2, #5, #7, #8 or #9 as listed on the
staff list provided at the entrance of the
survey were present at the meeting or had
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been provided training on how they were
to assist client C in getting up or to
prevent his falls.

The group home nurse was interviewed
on 10/27/15 at 11:30 AM and indicated
she had just transferred to the group
home on 10/26/15 and the Area Director
(AD) should be able to provide evidence
of staff training for client C's updated risk
plan.

The AD and Regional Director were
interviewed on 10/28/15 at 3:40 PM and
indicated client C's risk plan should be
specific as to how staff were to use the
gait belt, when to use the wheelchair and
walker and how to assist client C if he
were to fall.

An electronic/digital message sent to all
staff working in the group home dated
10/27/15 at 2:21 PM was reviewed on
10/28/15 at 3:53 PM and indicated client
C "is to remain in his wheelchair at all
times per hospital orders until further
notice." There was no evidence of a
physician's order for the use of client C's
wheelchair or of staff training to use the
wheelchair, transferring client C,
assisting him in using the gait belt or
what to do if client C fell.

The AD was interviewed on 10/28/15 at
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3:53 PM and indicated there was no
evidence staff had not been trained on
client C's plan updated on 10/27/15.

The PD was interviewed on 10/28/15 at
4:00 PM and stated, "I didn't elaborate
with the notes," and indicated he had
instructed staff to use the wheelchair or
call the on-call supervisor if client C fell.
He indicated he had demonstrated how
client C was to be lifted under his arms
and how to use the wheelchair. The PD
stated, "Sometimes his legs don't work,"
and stated "We would use a sling (gait
belt)" and had demonstrated its use at the
meeting. The PD indicated staff #7 and
#8 had not attended the meeting and there
was no additional training since client C's
fall on 10/23/15.

The AD was interviewed on 11/2/15 at

5:20 PM and indicated the nurse should
have noticed a pattern of client C's falls
and addressed them.

2. A BDDS report dated 6/11/15
indicated client B was taken on the
evening of 6/10/15 for evaluation of a
pressure ulcer and indicated client B
would be taken to the wound center for
follow up treatment.

Client B's records were reviewed on
10/27/15 at 1:25 PM. A wound care
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clinic note dated 6/19/15 indicated client
B's treatment of his pressure ulcer was
complete and he could return as needed.
Client B's Risk Plan updated 4/13/14
indicated he was at risk for impaired skin
integrity including pressure ulcers and
staff were trained to document injuries to
the skin in Therap. Client B's
Skin/Wound Assessments from
9/1/15-10/27/15 indicated client B had a
pressure ulcer on 9/14/15 10 cm
(centimeters) by 8 cm.

A nursing assessment dated 10/27/15 at
9:19 PM indicated client B was assessed
by the nurse at the AD ' s request and
found no open areas on his skin. There
was no evidence of a nursing assessment
of client B's wound prior to 10/27/15
and after he was diagnosed with a
pressure ulcer on 6/10/15.

The nurse indicated on 11/5/15 at 12:17
PM the staff would be retrained on
documenting in the skin/wound module
for client B.

3. A BDDS report dated 9/8/15 indicated
client D was taken to the ER and
diagnosed with a UTI (urinary tract
infection) and possible ear infection and
was admitted to the hospital for IV
(intravenous) antibiotic therapy.
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Corrective action indicated the facility
would continue to follow physician 's
orders upon discharge.

A BDDS report dated 10/8/15 indicated
client D was taken to the ER and
diagnosed with a UTI and required the
use of IV antibiotics to treat the infection.
Corrective action indicated staff were to
take client D to an urgent care center
immediately if they suspect he had a UTI.

Client D's records were reviewed on
10/28/15 at 11:20 AM. A Risk Plan dated
5/25/15 indicated client D had a risk of
urinary retention which placed him at risk
for a UTI. Prevention included " Staff
are trained in the signs of urinary
retention. Elimination is tracked in he use
of Therap (digital/electronic record
keeping system) in the Intake/Elimination
module...Staff are to report any of the
signs of urinary retention immediately to
the RC (residential coordinator/PC) (pain
with urination, difficulty or inability to
urinate, blood in the urine and abdominal
distention. Client D had a risk of prostate
gland enlargement which can block the
flow of urine. Staff are to report any
concerns to supervisor who will consult
with nurse/MD (medical doctor)."

Client D's September, 2015 medication
administration record (MAR) in the
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record failed to indicate client D was
catheterized on 9/6/15 or on 9/20/15 at
6:00 AM. The instructions indicated staff
were to " Insert Straight Catheter as per
training instructions and enter the amount
(if any) in Health Tracking (Therap). If
no output of urine, when cathed (sic)
(catheterized) within 3 days call RC. If
[client D] produces urine when cathed,
mark as a 'void' along with the amount in
Health Tracking."

Client D's October, 2015 MAR indicated
staff failed to document client D was
catheterized on 10/3, 10/4, and 10/12/15
at 6:00 AM.

Client D's Intake and Elimination Daily
Data Forms for September 2015-October,
2015 in the record indicated there was no
documentation of client D's output on
9/5-/6/15 and no documentation for client
D's output for 10/3-10/14/15.

The group home nurse was interviewed
on 11/5/15 at 1:54 PM and indicated staff
were supposed to document when client
D was catheterized and to record the
results and indicated the documentation
is inaccurate or missing. She indicated
the nurse should be reviewing the data on
a daily basis.

This federal tag relates to complaint
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9-3-3(a)
W 0249 483.440(d)(1)
PROGRAM IMPLEMENTATION
Bldg. 00 | As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient
number and frequency to support the
achievement of the objectives identified in
the individual program plan.
Based on observation, record review and W 0249 W 249 Program Implementation 12/09/2015
interview for 1 additional client (client As soon as the interdisciplinary team
. . . has formulated a client’s individual
F), the facility failed to implement the .
] ] program plan, each client must
behavior plan as written. receive a continuous active treatment
program consisting of needed
Findings include: interventions and services in
sufficient number and frequency to
Ob i leted support the achievement of the
servations were compieted on objectives identified in the individual
10/27/15 from 7:10 AM until 8:38 AM. program plan.
At 7:40 AM, client F indicated he was
not going to work. Staff #4 stated, "You 1. What corrective action will
have to go. You can't stay home," and be accomplished? , ,
" K  oht? The Program Coordinator will
Do you want a snack at night? Do you do home observations weekly to
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want a brownie?" ensure staff are implementing the
plans of clients and the client’s needs
. . are being met.
Client F's records were reviewed on Tghe Program Director will do
10/27/15 at 1:16 PM. A Behavior home observations bi-weekly to
Support Plan (BSP) dated 7/14/15 ensure staff are implementing the
indicated targeted behaviors of plans of clients and the client’s needs
inappropriate social behaviors, are be“;fg met. eted with th
. . . raining completed with the
noncompliance, inappropriate verbal staff regar ding"? P
behavior, physical aggression, property o Behavior plans and/or
misuse and AWOL (away without leave). documentation expectations for
Interventions for noncompliance Clients A-H
indicated staff should ask client F one 0 Stafsfta?;(;am rained
. . a was retraimed on
time to comply with a necessary request. Client F’s behavior plan by the
"If he does not respond, staff should refer Behavior Clinician on 11-4-15.
him to his schedule and remind him that The Behavior Clinician will
he would like to be more independent...If complete monthly observations or
[client F] does not comply with the more frequent based on the client’s
thin 2 mi ff should behavioral support needs to ensure
re.queSt within mmutc.as, statt's O_u staff is implementing the behavior
give another prompt without emotion. plan appropriately and that the plan
Staff should simply say, '[Client F] you is still effective.
need to . Nothing further should be
said. Staff should not lecture, plead, 2. How will we identify other
1 3 dlchi Fli residents having the potential to be
counse or. reprlmj&n [ ¥ent ] 1n any affected by the same deficient
way, as this will likely give him the practice and what corrective
attention he enjoys...." action will be taken?
All residents have the
The Area Director was interviewed on potential to be affected by the same
L. . deficient practice.
11/2/15 at 5:20 PM and indicated client The Program Coordinator will
F's plan should have been implemented do home observations weekly to
to address his noncompliance and staff ensure staff are implementing the
should not have used a directive tone or plans of clients and the client’s needs
. . are being met.
snacks as an intervention. The Program Director will do
home observations bi-weekly to
9-3-4(a) ensure staff are implementing the
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plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

0 Behavior plans and/or
documentation expectations for
Clients A-H

o Staff approach

The Behavior Clinician will
complete monthly observations or
more frequent based on the client’s
behavioral support needs to ensure
staff is implementing the behavior
plan appropriately and that the plan
is still effective.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

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

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:
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0 Behavior plans and/or
documentation expectations for
Clients A-H

o Staff approach

The Behavior Clinician will
complete monthly observations or
more frequent based on the client’s
behavioral support needs to ensure
staff is implementing the behavior
plan appropriately and that the plan
is still effective.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

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

The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.

The Program Coordinator will
monitor to ensure the clients plans
and needs are being met during their
weekly observations.

The Behavior Clinician will
complete monthly observations or
more frequent based on the client’s
behavioral support needs to ensure
staff is implementing the behavior
plan appropriately and that the plan
is still effective.

New staff hired to work at the
site will receive client specific
training for each individual prior to

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

VDTY11 Facility ID: 000869 If continuation sheet

Page 187 of 240




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

PRINTED: 12/29/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G353

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

11/09/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1012 PARKWAY DR
ANDERSON, IN 46012

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

working a shift. This training
includes items such as: client’s diets,
risk plans, ISP’s, BSP’s,
programming, and medication
review.

The nurse will be available to
do observations within the home for
medical related issues as the client’s
needs indicate.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

Monthly supervisory visit
check sheets to be completed by the
QIDP. These will be forwarded to
the Area Director for review.

Quarterly Health and Safety
assessments will be completed by the
Program Coordinator and/or the
Program Director and forwarded to

the Quality Improvement department.

These assessments include a review
of the environmental needs for the
home, review of risk plans, ISP, BSP
and client specific training for the
residents. The assessment also
includes an interview of staff to
ensure they know how to properly
document medical needs, how to
report incidents, diets and
understanding of BSP’s.

5.  What is the date by which the
systemic changes will be
completed?

December 9th, 2015
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W 0268 | 483.450(a)(1)(i)
CONDUCT TOWARD CLIENT
Bldg. 00 These policies and procedures must
promote the growth, development and
independence of the client.
Based on observation, record review and W 0268 W 268 Conduct Toward Client 12/09/2015
interview, the facility failed to ensure These policies and procedures must
taff used iti h wh promote the growth, development
fq' a us&f: ap _051 l\fe approach when and independence of the client.
interacting with clients for 1 of 4 sampled
clients (client C) and 3 additional clients 1. What corrective action will
(clients E, F and H). be accomplished?
The Program Coordinator will
.- . do home observations weekly to
Findings include: . .
ensure staff are implementing the
plans of clients and the client’s needs
1. Observations were completed on are being met.
10/27/15 from 7:10 AM until 8:38 AM. The Pr({gram Pirector will do
At 7:40 AM, client F indicated he was home Oljts‘;t{vatl(fns ll’l'weetl.dy tt(t)l
. . ensure stalt are impliementing the
n9t gglng to work. Staff #4 stated in a plans of clients and the client’s needs
directive tone, "You have to go. You are being met.
can't stay home," and "Do you want a Training completed with the
snack at night? Do you want a brownie?" staff regarding:
0 Behavior plans and/or
. , . documentation expectations for
Client F's records were reviewed on Clients A-H
Support Plan (BSP) dated 7/14/15 0 Active treatment expectations
indicated targeted behaviors of (competency test provided)
. . . . Staff #4 was retrained on
inappropriate social behaviors, , .
. . . Client F’s behavior plan by the
noncompliance, 1nappropr1.ate verbal Behavior Clinician on 11-4-15.
behavior, physical aggression, property The Behavior Clinician will
misuse and AWOL (away without leave). complete monthly observations or
Interventions for noncompliance more frequent based on the client’s
indicated staff should ask client F one beha‘.“o.ral SUPP OIT needs to cnsure
. . staff is implementing the behavior
time to comply with a necessary request. plan appropriately and that the plan
"If he does not respond, staff should refer is still effective.
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him to his schedule and remind him that The IDT has implemented
he would like to be more independent...If mont};}’ Stafﬁngﬁ to endsureft}}llat the
. . team discusses the needs of the
[client F] does not comply with the . . . )
o ) residents in the following areas:
request within 2 minutes, staff should home, behavior, IDT’s needed,
give another prompt without emotion. family involvement, medical,
Staff should simply say, '[Client F] you workshop/day services, financial and
need to . Nothing further should be adaptive equipment.
said. Staff shou-ld not lecj[ure, pl-ead, 2. How will we identify other
counsel or reprimand [client F] in any residents having the potential to be
way, as this will likely give him the affected by the same deficient
attention he enjoys...." practice and what corrective
action will be taken?
. . . All residents have the
The Area Director was interviewed on potential to be affected by the same
11/2/15 at 5:20 PM and indicated client deficient practice.
F's plan should have been implemented The Program Coordinator will
to address his noncompliance and staff do home observations weekly to
should not have used a directive tone or ensure Staf,f are imp lemen,tmg the
. . plans of clients and the client’s needs
snacks as an intervention. are being met.
The Program Director will do
2. Observations were completed at the home observations bi-weekly to
group home on 10/26/15 from 5:55 PM ensure staff are implementing the
until 7:06 PM. Client C sat on his bed plans of clients and the client’s needs
. L. are being met.
and asked staff #7 to assist him in Training completed with the
removing his hospital bracelets, with the staff regarding:
exception of the bracelet labeled "fall 0 Behavior plans and/or
risk." which he wanted to remain documentation expectations for
9 .
attached to his wrist. Clients A-H
o Staff approach
0 Active treatment expectations
The Program Coordinator (PC) was (competency test provided)
interviewed on 10/26/15 at 6:00 PM and The Behavior Clinician will
stated client C had returned from the complete monthly observations or
hospital "a couple of hours ago." He more frequent based on the client’s
o . ’ behavioral support needs to ensure
indicated client C had fallen on 10/23/15 staff is implementing the behavior
and may have had the flu. plan appropriately and that the plan
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is still effective.
Client E was interviewed on 10/26/15 at thhe If?T has lmpleme}?tedh
mont statfings to ensure that the
6:30 PM and stated staff #8 "Is Y &
i o team discusses the needs of the
demanding. I know this is our house, but residents in the following areas:
I feel like it's not our house." Client E home, behavior, IDT’s needed,
stated client C had been "pushed" by staff family involvement, medical,
#8 causing his fall on 10/23/15 workshop/day services, financial and
' adaptive equipment.
. ) . The Program Director/QIDP
Client C was interviewed on 10/26/15 at will review all client ISP’s with the
6:31 PM. He stated staff #8 had "pushed staff as they are completed on a
me as in rushed. I fell flat on my face." yearly basis or more frequently as the
When asked how staff #8 rushed him, needs arise.
1 n \ 1
client C stated, Hurr3.1 up, we're going to 3. What measures will be put
be late. We were outside and I was about into place or what systemic
to get on the bus." changes will be made to ensure
that the deficient practice does not
Client F was interviewed on 10/26/15 at reeur: . .
) " The Program Coordinator will
6:20 PM and stated staff #15 "bosses me do home observations weekly to
around," and staff #15 would tell client F ensure staff are implementing the
to "Get this done." When asked if he had plans of clients and the client’s needs
informed anyone, he indicated he had are being met. ' .
told the PC (Program Coordinator) who The Pro,gram ,Dlrecmr will do
Lo home observations bi-weekly to
was standing in the area. ensure staff are implementing the
plans of clients and the client’s needs
The PC was interviewed on 10/26/15 at are being met.
6:20 PM and indicated he had been made Training completed with the
aware of clients E and F's concerns of staff regar.d ne:
, . 0 Behavior plans and/or
staff #8's approach earlier that week (date documentation expectations for
not specified) and was going to address it Clients A-H
with staff #8. o Staff approach
O Active treatment expectations
. . t test ided
Staff #4 was interviewed on 10/27/15 at (competency tes provice ‘). .
. The Behavior Clinician will
7:40 AM and stated she had heard clients complete monthly observations or
complain about staff #8 " bossing " more frequent based on the client’s
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clients. She indicated staff #8 was behavioral support needs to ensure
sometimes directive in requests and she Stlaffls lmple@erlmng(;h; be}}‘lavul’r
an appropriately and that the plan
had attempted to demonstrate how to ask pran appropriately P
) ; is still effective.
clients to complete tasks by asking them The IDT has implemented
" Could you please? " monthly staffings to ensure that the
team discusses the needs of the
The Area Director (AD) was interviewed ;eSIdengS }11n the fcl)g(_’rv’vmg a:leZS:
.. ome, behavior, s needed,
on 10/27/15 at 12:20 PM and indicated o .
family involvement, medical,
staff #8 was currently suspended due to workshop/day services, financial and
an allegation made by client F that adaptive equipment.
moming Of misconduct. The Program Director/QIDP
will review all client ISP’s with the
. staff as they are completed on a
A Summary of Internal Investigation Y P
e yearly basis or more frequently as the
Report dated 11/4/15 for an incident needs arise.
dated 10/29/15
indicated on 10/29/15, the AD suspended 4. How will the corrective
staff #8 for "being bossy." The following action be monitored to ensure the
. . 1 ) d fth deficient practice will not recur?
Tnterw.ews. were completed as part of the The Program Director will
Investigation: monitor to ensure the clients plans
and needs are being met during their
Client C was interviewed (undated) and bi-weekly observations. _ ‘
indicated he was walking to the bus and . The Program C09rdlnator wil
"his | . hi i C monitor to ensure the clients plans
is legs just gave out on him ([client C] and needs are being met during their
fell going to the van on 10/29/1 Sstated Weekly observations.
he felt rushed because [staff #8] was The Behavior Clinician will
telling everyone to hurry up...Stated he complete monthly observatlor.ls or
doesn't like [staff #8] because he wakes more frequem based on the client’s
. . . behavioral support needs to ensure
me up on (sic) the morning and doesn't staff is implementing the behavior
wake everyone else up on the morning. plan appropriately and that the plan
Stated he feels like this is [staff #8] being is still effective.
bossy. States an example of [staff #8] lNeW staff {“red to W?rk at the
being bossy is 'Pushy, meaning talking to site will recelve client spectfic
. training for each individual prior to
me real fast, telling me to hurry up. working a shift. This training
Stated [staff #8] has only been bossy on includes items such as: client’s diets,
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the day he [client C] fell when he had the risk plans, ISP’s, BSP’s,
walker..." programming, and medication
review.
) ) ) o The nurse will be available to
Client B's undated interview indicated do observations within the home for
staff #8 was not bossy to him, but medical related issues as the client’s
"sometimes [staff #8] is bossy to [client needs indicate.
H]." The IDT has implemented
’ monthly staffings to ensure that the
) ) i o team discusses the needs of the
Client E's undated interview indicated residents in the following areas:
"things are not going good because [staff home, behavior, IDT’s needed,
#8] is irritating...Stated he doesn't like the family involvement, medical,
way [staff #8] speaks to them and he “:iorks.h(’p/ day Sewices’ financial and
. . .- adaptive equipment.
feels like he's in the military. Stated [staff P M b . .
] onthly supervisory visit
#8] is bossy to everybody. Stated [staff check sheets to be completed by the
#8] has yelled at him and raised his voice QIDP. These will be forwarded to
but could not give specifics...." the Area Director for review.
Quarterly Health and Safety
. . . .- assessments will be completed by the
Client F's undated interview indicated " . P Y
] ) Program Coordinator and/or the
things are not going good because of Program Director and forwarded to
[staff #8]. Stated [staff #8] is bossy. the Quality Improvement department.
Stated [staff #8] will go into his bedroom These assessments include a review
and hook his phone up to the surround of the env?ronmen_tal needs for the
di bed Stated h ts home, review of risk plans, ISP, BSP
Soun. Inmy bedroom. stated he wants to and client specific training for the
get rid of [staff #8]. " Staff #8 " residents. The assessment also
demands " client F to wash the table as includes an interview of staff to
part of his assigned chores and staff #8 ensure they know how to properly
has yelled at him and raised his voice. docum,em, medlcal, needs, how to
. report incidents, diets and
Whefl asked if Lstaff #8] has Peen understanding of BSP’s.
physically abusive towards him states, New staff hired to work at the
'yes, he punches his hand. ' " site will receive client specific
training for each individual prior to
Staff #4's undated interview indicated Workmg a shift. This tram_mg ,
N includes items such as: client’s diets,
she had never seen [staff #8] be bossy risk plans, ISP’s, programming, and
towards clients." medication review.
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The PD's undated interview indicated
"Stated the clients he spoke to said if a
female were to ask in the same manner
and tone as [staff #8] it would not be a
problem. "

Staff #8's undated interview indicated
"Stated he just wakes them up and lets
them know from time to time they are
running behind, but he has never been
bossy or mean to them."

The conclusion indicated " evidence
does not support the allegation of verbal
abuse from [client F] involving [staff #8],
and [staff #8] will be retrained on how to
speak to clients. "

9-3-5(a)

5.  What is the date by which the
systemic changes will be
completed?

December 9th, 2015
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W 0318 483.460
HEALTH CARE SERVICES
Bldg. 00 The facility must ensure that specific health
care services requirements are met.
Based upon observation, record review W 0318 W 318 Health Care Services 12/09/2015
and interview, the facility failed to meet The facility must ensure that specific
.. C . health care services requirements are
the Condition of Participation: Health met
Care Services. The facility's health care
services failed for 3 of 4 sampled clients 1. What corrective action will
(clients B, C and D) to develop and be accomplished?
implement a system to document, The ngra,m Coordinator will
. . . do home observations weekly to
monitor, and develop corrective action . .
] ] ] i ensure staff are implementing the
after a series of falls involving client C plans of clients and the client’s needs
resulting in injury, hospital visits and are being met.
requiring the use of emergency medical The Program Director will do
personnel to assist client C after falling. home Observatl(?ns bl'weel,dy to
The facility' . . failed t ensure staff are implementing the
€ .aCI 1ty’s nursing services tatled to plans of clients and the client’s needs
monitor to ensure staff accurately are being met.
documented implementation of clients B Training completed with the
and D risk plans to address pressure staff regarding:
ulcers (client B) and urinary tract © Howto measure Wou,nds
X i k K . 0 How to document skin/wound
1nfec.t10r.15 (?hent D) resulting in findings
hospitalization. 0 How to document falls
0 When to contact the Program
Findings include: Coordinator
0 Training regarding the risk plans
ey . . and health needs for Clients B, C and
1. The facility's health care services failed D
to develop and implement a system to 0 How to monitor and document
document, monitor, and develop intake and elimination
corrective action after a series of falls 0 How to properly cath Client D
involving client C resulting in inju The Program Coordinator and
. g. . . g Jurys Program Director will be retrained
hospital visits and requiring the use of on the appointment process
emergency medical personnel to assist expectations, following physician
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client C after falling. The facility' s recommendations and
nursing service failed to monitor to communication expectations with the
nurse.
ensure staff accurately documented The Program Coordinator and
implementation of clients B and D's risk Program Director will be retrained
plans to address pressure ulcers (client B) on the expectations for the medical
and urinary tract infections (client D) charts.
resulting in hospitalization. Please see ~ Thenew nurse will be at the
site weekly to help oversee the
W331. medical needs of the residents and
complete assessments as needed.
2. The facility ' s health care services The medical charts for the site
failed to ensure staff were trained to have been reviewed by the nurse.
competency on reporting and The IDT is Cu.rrently meeting
. weekly to address Client C’s health
documenting the health needs of 3 of 4 care needs. The IDT will continue to
sampled clients (clients B, C and D). monitor his needs and may change
Please see W192. the need to meet weekly as his health
care needs improve and/or stabilize.
This federal . Client C has been
is federal tag relates to complaint participating in Physical Therapy
#IN0O185516. services within the home.
Client C now has a walker,
9-3-6(a) patient lift, gait belt, mat for his
floor, audible monitor, motion alarm,
bed rails and a wheelchair to assist in
preventing falls.
Client C has had one on one
supervision to assist in fall
prevention. The IDT continues to
monitor the need for this level of
supervision to continue. The IDT
will make recommendations for this
supervision to change as his health
care needs improve and/or stabilize.
Client C will participate in
programming to help him understand
the need to use his adaptive
equipment and to complete his
physical therapy exercises.
Client C now has a C-pap
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machine in place.

Client C is participating in 15
minute checks throughout the night
to monitor the use of his C-pap
machine.

Client C was seen by his
psychiatrist on 10-29-15 to monitor
his psych needs. He will see the
psychiatrist again in January or
sooner if needed.

Client C continues to see his
counselor to help address his mental
health needs.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

Daily nursing oversight for
Client C was completed through
11-24-15.

Currently the nurse is
assessing Client C three times a
week. The IDT will continue to
monitor the need for this level of
supervision to continue. The IDT
will make recommendations for this
supervision to change as his health
care needs improve and/or stabilize.

Client B, C and D’s risk plans
will be reviewed by the nurse.
Revisions will be implemented as
necessary.

Program
Coordinator/QIDP/nurse oversight of
the MAR’s, intake/elimination and
skin/wound documentation (daily
basis Program Coordinator) and
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when in the home (QIDP and nurse)
to ensure it is completed and holes
are addressed appropriately.

A new nurse is currently
going through training. The
importance of documenting her
assessments accurately and ongoing
will be addressed.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.

Client D has a scheduled
urology appointment on 12-21-15.

Formal programming to be
implemented for Client D on
reporting symptoms of a UTL.

Competency training with the
nurse was completed with staff on
10-28 and 10-29-15 which included
one person transfers, two person
transfers, use of a gait belt,
wheelchair safety, and one person
assist.

Training was completed by
the nurse on 10-29-15 included body
mechanics/safe transfers, updated fall
risk plan for Client C, adaptive
equipment and change in health
status reporting.

The nurse will monitor staff
documentation at a minimum of
weekly and communicate with the
necessary team members as needed.

The nurse will conduct
quarterly staff observations to ensure
continued competency over adaptive
equipment, body mechanics/safe
transfers.

Client Specific training for
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new staff will include body
mechanics/safe transfers and the use
of a gait belt.

The Program Coordinator will
check adaptive equipment weekly to
ensure compliance.

Client C’s ISP will be updated
to reflect his current needs.

The IDT will monitor trends
and patterns in client reportable
incidents. The IDT will convene as
necessary to discuss an increase in
reportable incidents such as falls.

In the event that Client B has
a pressure sore, the nurse will
monitor and/or assess Client B on at
least a weekly basis until the sore has
resolved.

Client B currently does not
have a pressure sore.

2.  How will we identify other
residents having the potential to be
affected by the same deficient
practice and what corrective
action will be taken?

All residents have the
potential to be affected by the same
deficient practice.

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:
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0 How to measure wounds

o0 How to document skin/wound
findings

0 How to document falls

0 When to contact the Program
Coordinator

0 Training regarding the risk plans
and health needs for Clients B, C and
D.

0 How to monitor and document
intake and elimination

o0 How to properly cath Client D

The Program Coordinator and
Program Director will be retrained
on the appointment process
expectations, following physician
recommendations and
communication expectations with the
nurse.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts.

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

The medical charts for the site
have been reviewed by the nurse.

The IDT will continue to
monitor the needs of all of the
clients. The IDT will convene to
address and monitor the health care
needs of the residents until they
improve and/or stabilize.

The need for adaptive
equipment for the residents will be
reviewed. In the event that additional
adaptive equipment is needed the
IDT will obtain it per physician
recommendations.
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The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

All resident risk plans will be
reviewed by the nurse. Revisions will
be implemented as necessary.

Program
Coordinator/QIDP/nurse oversight of
the MAR’s, intake/elimination and
skin/wound documentation (daily
basis Program Coordinator) and
when in the home (QIDP and nurse)
to ensure it is completed and holes
are addressed appropriately.

A new nurse is currently
going through training. The
importance of documenting her
assessments accurately and ongoing
will be addressed.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.

Competency training with the
nurse was completed with staff on
10-28 and 10-29-15 which included
one person transfers, two person
transfers, use of a gait belt,
wheelchair safety, and one person
assist.

Training was completed by
the nurse on 10-29-15 included body
mechanics/safe transfers, updated fall
risk plan for Client C, adaptive
equipment and change in health
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status reporting.

The nurse will monitor staff
documentation at a minimum of
weekly and communicate with the
necessary team members as needed.

The nurse will conduct
quarterly staff observations to ensure
continued competency over adaptive
equipment, body mechanics/safe
transfers.

Client Specific training for
new staff will include body
mechanics/safe transfers and the use
of a gait belt.

The Program Coordinator will
check adaptive equipment weekly to
ensure compliance.

The IDT will monitor trends
and patterns in client reportable
incidents. The IDT will convene as
necessary to discuss an increase in
reportable incidents such as falls.

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

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

0 How to measure wounds
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o How to document skin/wound
findings

0 How to document falls

0 When to contact the Program
Coordinator

0 Training regarding the risk plans
and health needs for Clients B, C and
D.

0 How to monitor and document
intake and elimination

0 How to properly cath Client D

The Program Coordinator and
Program Director will be retrained
on the appointment process
expectations, following physician
recommendations and
communication expectations with the
nurse.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts.

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

The medical charts for the site
have been reviewed by the nurse.

The IDT will continue to
monitor the needs of all of the
clients. The IDT will convene to
address and monitor the health care
needs of the residents until they
improve and/or stabilize.

The need for adaptive
equipment for the residents will be
reviewed. In the event that additional
adaptive equipment is needed the
IDT will obtain it per physician
recommendations.

The IDT has implemented
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monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

All resident risk plans will be
reviewed by the nurse. Revisions will
be implemented as necessary.

Program
Coordinator/QIDP/nurse oversight of
the MAR’s, intake/elimination and
skin/wound documentation (daily
basis Program Coordinator) and
when in the home (QIDP and nurse)
to ensure it is completed and holes
are addressed appropriately.

A new nurse is currently
going through training. The
importance of documenting her
assessments accurately and ongoing
will be addressed.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.

Competency training with the
nurse was completed with staff on
10-28 and 10-29-15 which included
one person transfers, two person
transfers, use of a gait belt,
wheelchair safety, and one person
assist.

Training was completed by
the nurse on 10-29-15 included body
mechanics/safe transfers, updated fall
risk plan for Client C, adaptive
equipment and change in health
status reporting.
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The nurse will monitor staff
documentation at a minimum of
weekly and communicate with the
necessary team members as needed.

The nurse will conduct
quarterly staff observations to ensure
continued competency over adaptive
equipment, body mechanics/safe
transfers.

Client Specific training for
new staff will include body
mechanics/safe transfers and the use
of a gait belt.

The Program Coordinator will
check adaptive equipment weekly to
ensure compliance.

The IDT will monitor trends
and patterns in client reportable
incidents. The IDT will convene as
necessary to discuss an increase in
reportable incidents such as falls.

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

The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.

The Program Coordinator will
monitor to ensure the clients plans
and needs are being met during their
weekly observations.

Mentor’s nurse will be in the
home on a weekly basis or more
frequently as needed to monitor for
concerns and assess residents.

New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
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includes items such as: client’s diets,
risk plans, ISP’s, programming, and
medication review.

The nurse will be available to
do observations within the home for
medical related issues as the client’s
needs indicate.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

Monthly supervisory visit
check sheets to be completed by the
QIDP. These will be forwarded to
the Area Director for review.

Oversight of the MAR,
intake/elimination, and skin/wound
documentation will be completed by
the Program Coordinator, QIDP, and
nurse.

Quarterly Health and Safety
assessments will be completed by the
Program Coordinator and/or the
Program Director and forwarded to

the Quality Improvement department.

These assessments include a review
of the environmental needs for the
home, review of risk plans, ISP, BSP
and client specific training for the
residents. The assessment also
includes an interview of staff to
ensure they know how to properly
document medical needs, how to
report incidents, diets and
understanding of BSP’s.

5.  What is the date by which the
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systemic changes will be
completed?
W 0331 483.460(c)
NURSING SERVICES
Bldg. 00 The facility must provide clients with nursing
services in accordance with their needs.
Based upon observation, record review W 0331 W 331 Nursing Services 12/09/2015
and interview, facility's health care The facility must provide clients with
. . . nursing services in accordance with
services failed to develop and implement .
) their needs.
a system to document, monitor, and
develop corrective action after a series of 1. What corrective action will
falls involving client C resulting in be accomplished?
injury, hospital visits and requiring the The ngra_m Coordinator will
¢ dical 1 do home observations weekly to
use. 0 e@ergency me 1.ca personne.t .tO ensure staff are implementing the
assist client C after falling. The facility's plans of clients and the client’s needs
nursing services failed to monitor to are being met.
ensure staff accurately documented The Program Director will do
implementation of clients B and D's risk home Observatl(?ns bl'weel_dy to
1 4d ) i B ensure staff are implementing the
plans t_O address Pressu.re u Cer_s (client B) plans of clients and the client’s needs
and urinary tract infections (client D) are being met.
resulting in hospitalization. Training completed with the
staff regarding:
Findings include: 0 How to measure wou.nds
0 How to document skin/wound
) findings
Observations were completed at the o0 How to document falls
group home on 10/26/15 from 5:55 PM 0 When to contact the Program
until 7:06 PM. Client C sat on his bed Coordinator
. . Training regarding the risk plans
and asked staff #7 to assist him in °
. . . . and health needs for Clients B, C and
removing his hospital bracelets, with the D
exception of the bracelet labeled "fall 0 How to monitor and document
risk," which he wanted to remain intake and elimination
attached to his wrist. 0 How to properly cath Client D
The Program Coordinator and
. Program Director will be retrained
The Program Coordinator (PC) was on the appointment process
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interviewed on 10/26/15 at 6:00 PM and expectations, following physician
stated client C had returned from the recommendations and ,
o " communication expectations with the
hospital "a couple of hours ago." He nurse
indicated client C had fallen on 10/23/15 The Program Director will be
and may have had the flu. retrained on the role and expectations
of the QIDP.
Staff #10 was interviewed on 10/26/15 at i Tdhe Ptr;gﬁ‘jn% Director will be
. . retrained on the rocess.
5:55 PM and indicated client C had a proces
: } The Program Coordinator and
history of falls and staff used a gait belt Program Director will be retrained
to assist him. on the expectations for the medical
charts.
Client E was interviewed on 10/26/15 at . Tlge rtlez I;urse will bt‘;at the
. site weekly to help oversee the
6:30 PM and stated client C had been . Y P .
] ) medical needs of the residents and
pushed" by staff #8 causing his fall on complete assessments as needed.
10/23/15. The medical charts for the site
have been reviewed by the nurse.
Client C was interviewed on 10/26/15 at ‘ Ehe gi)T ' g;rreltltéy Htlleetlltig
i " weekly to address Client C’s hea
6:31 PM‘ He stated staff #8 had "pushed care needs. The IDT will continue to
me as in rushed. I fell flat on my face." monitor his needs and may change
When asked how staff #8 rushed him, the need to meet weekly as his health
client C stated, "Hurry up, we're going to care needs improve and/or stabilize.
be late. We were outside and I was about o Cuem,c has t?een
he bus." participating in Physical Therapy
to get on the bus. services within the home.
Client C now has a walker,
Staff #4 was interviewed on 10/26/15 at patient lift, gait belt, mat for his
6:50 PM and stated client C "is hard to floor, audible monitor, motion alarm,
supervise. He has fallen recently. The bed ral:,s an? ﬁ wheelchair to assist in
, . preventing falls.
meds. he's on make hlm. drowsy-when he Client C has had one on one
falls it's hard to catch him." Staff #4 supervision to assist in fall
indicated client C had a fall risk plan to prevention. The IDT continues to
use a gait belt and a walker. Staff #4 HONIOEIE ES or this IGVEl ot
indicated if client C falls, staff were to supervision to continue. ,The DT )
will make recommendations for this
f:all. the HM (house manager)/ PC a.md supervision to change as his health
indicated emergency medical services care needs improve and/or stabilize.
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staff had to assist with client C to get up Client C will participate in
after falls twice on 10/23/15. Staff #4 programming to help him understand
Lo the need to use his adaptive
indicated she not been present when . .
. equipment and to complete his
client C had fallen and had been able to physical therapy exercises.
stop him from falling by asking him to Client C now has a C-pap
stand up straight. machine in place.
Client C is participating in 15
. . minute checks throughout the night
Observations were completed again at the . g &
to monitor the use of his C-pap
group home on 10/27/15 from 7:10 AM machine.
until 8:38 AM. Staff #8 assisted client C Client C was seen by his
to get up from his bed using a gait belt. psychiatrist on 10-29-15 to monitor
Client C used a rolling walker to go to his pflycth,nteedsj H,e ‘;VIH sec the
. . Sycniatrist again in January or
the kitchen and sat on a wooden kitchen SoZner i neefe d Y
chair. Staff #8 and #9 assisted client C to Client C continues to see his
get up from the chair using a gait belt and counselor to help address his mental
to use his walker. Staff #9 showed staff health needs. '
#8 how to position the gait belt for client The IDT has implemented
... . . monthly staffings to ensure that the
C and how to position client C to his ;
o ) team discusses the needs of the
walker to aid him in rising from the chair. residents in the following areas:
Client C requested a wooden chair to sit home, behavior, IDT’s needed,
on in the living room and sat on the chair family involvement, medical,
without arms with his head slumped “Ziorkts,h()p/day Sewices’ financial and
. . adaptive equipment.
t0\fvard his chest and his eyes closed. Daily nursing oversight for
Client C's color was pale and of a yellow Client C was completed through
tint, and he aroused and indicated he was 11-24-15.
tired. Staff #9 assisted client C using a Currently the nurse is
gait belt and asked him to count to 3 and assessing Client ¢ three times a
. . . week. The IDT will continue to
stand us1ng his walker. Client C §tood up monitor the need for this level of
and used his walker to walk to his room. supervision to continue. The IDT
Staff #9 instructed client C to keep his will make recommendations for this
walker close to him while he walked for supervision to change as his health
stability and to assist him in standing care need.s improve and/or St_ablhze'
. . . . Client B, C and D’s risk plans
str.al.ghter and complimented him on his will be reviewed by the nurse.
ability to stand. Revisions will be implemented as
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necessary.
Staff #8 and #9 were interviewed on c d'Progr/?)IIIlDP/ ot of
. T oordinator. nurse oversight o
10/27/15 at 7:25 AM.. Staff #9.1nd1cated the MAR’s, intake/elimination and
she was a CNA (certified nursing skin/wound documentation (daily
assistant). basis Program Coordinator) and
when in the home (QIDP and nurse)
Staff #8 indicated he had not been trained to enzze it 1(51 Complet_e(: jnd holes
. . . . . arc a €SSe€a appropriatcly.
on specific client interventions for client A new nl:1 I; Se]‘zs curr};ntly
C, and client C had been found on the going through training. The
floor of his bedroom at 3:00 AM on importance of documenting her
10/23/15 when he was working with staff assessments accurately and ongoing
#7 on the overnight shift. He indicated will be ;Edressed’ 1 be trained
. € nurse wi ¢ tramed on
cl.16nt C normal.ly go.t up at 4.90 AM for how to follow up with physician
his shower to give him extra time. He recommendations to ensure they are
indicated he and staff #7 had attempted to implemented and/or addressed by the
get client C up using the gait belt, but IDT.
weren't able to get him up. Staff #8 | Chem,Dt has ;‘1 SChlezd;lfdlS
. . urolo appomiment on -21-1D.
indicated he had called 911 and on-call &Y app .
] Formal programming to be
staff, and due to the emergency (with implemented for Client D on
client C on the floor) the fire department reporting symptoms of a UTIL.
had arrived to assist client C to get up. Competency training with the
Staff #8 stated, client C "went on with his rlu(;r;egwa(si Cl(())n;‘;leltzd V;’ll_t}ils,taflf (Zind
. -28 an -29-15 which include
day and showered. My shift Wgs ovc?r and one person transfers, two person
I was off the clock. I was walking him transfers, use of a gait belt,
out and I don't know if he missed his step wheelchair safety, and one person
(on the driveway) or missed his footing, assist. o
and I tried to stop it (fall). He's a pretty Training was Co,mpleted by
d sized . d; h the nurse on 10-29-15 included body
good sized guy-my size and just the mechanics/safe transfers, updated fall
momentum...we called 911 and then the risk plan for Client C, adaptive
HM (house manager)/PC. I told the HM 1 equipment and change in health
could leave, staff were here with him. | status reporting. . '
don't know what happened as I left. The furse Wln_m_omtor staff
. documentation at a minimum of
normally clock out at 8:00 AM, it was weekly and communicate with the
after that." necessary team members as needed.
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The nurse will conduct
Staff #7 was interviewed on 10/27/15 at quarterly staff observations to ensure
. continued competency over adaptive
8:20 AM. Staff #7 stated client C was : peteney over acep
S ) equipment, body mechanics/safe
currently asleep in his room, client C was transfers.
better 2-3 weeks ago and has been "like Client Specific training for
this for a week." Staff #7 indicated client new staff will include body
C had been experiencing medication mechanics/safe transfers and the use
. .. of a gait belt.
adjustments. Staff #7 indicated she had & . .
) The Program Coordinator will
been present when client C fell on check adaptive equipment weekly to
10/23/15 on the overnight shift and at ensure compliance.
9:00 AM. She saw client C fall as she Client C’s ISP will be updated
went around the back of the van to assist to reﬂe;fhhli];t}mﬁ; needi‘ rend
. . c ‘Will monitor trends
with the lift. She stated staff #8 "was o
) ] ) i and patterns in client reportable
right in front of him. He was walking to incidents. The IDT will convene as
his car to leave and was not assisting necessary to discuss an increase in
[client C]." Staff #7 indicated client C reportable incidents such as falls.
took about 30 minutes to leave the In the event that Che_m B has
Kitch h h . a pressure sore, the nurse will
tchen to get FO the V.an on the morning monitor and/or assess Client B on at
of 10/23/15 prior to his fall and was not least a weekly basis until the sore has
rushed. She indicated she had not resolved.
received client specific training for client Client B currently does not
C to assist him using the gait belt or have a pressure sore.
address his falls. 2. How will we identify other
residents having the potential to be
Client C's discharge orders from the affected by the same deficient
hospital were reviewed on 10/26/15 at practice and what corrective
. .. ion wi ?
6:28 PM. The discharge orders indicated action will be taken
. , All residents have the
client C's clonazepam was reduced to 5 potential to be affected by the same
mg (milligrams) from 10 mg. There was deficient practice.
no other information in regards to client The Program Coordinator will
C's diagnosis or instructions to address do home observations weekly to
client C's follow up care ensure staff are implementing the
p ’ plans of clients and the client’s needs
are being met.
The facility's reports to the Bureau of The Program Director will do
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Developmental Disabilities Services were home observations bi-weekly to
reviewed on 10/27/15 at 10:15 AM and ensure staff are implementing the
. . . lans of clients and the client’s needs
included the following for client C: Prams ¢
are being met.
Training completed with the
A BDDS report dated 5/8/15 indicated on staff regarding:
5/8/15 at 6:25 AM, client C fell during 0 How to measure wounds
his shower. Staff reported client C ? dHOW to document skin/wound
. . . . indings
bm1s§d his b.ott(.)m (size ar.ld specific 6 How to document falls
location not indicated). Client C later 0 When to contact the Program
stated, "that he may have hit his head Coordinator
when falling. PC (Program Coordinator) O Training regarding the risk plans
contacted the nurse consultant and was aDnd health needs for Clients B, C and
advised to take [client C] to -the ER 6 How to monitor and document
(emergency room). Corrective action intake and elimination
indicated the PC would follow 0 How to properly cath Client D
recommendations Of (sic) nurse 0 Review the SuperViSiOn needs for
consultant and ER physician. Staff will Client A .
. tor h d The Program Coordinator and
continue to mon.ltor 01‘. any changes an Program Director will be retrained
report concerns immediately." on the appointment process
expectations, following physician
A BDDS report dated 10/3/15 indicated recommendations and
client C "was having chest pains and communication expectations with the
hought he was having a h k e
thought he was having a heart attaf: SO The Program Director will be
staff called the ambulance were (sic) he retrained on the role and expectations
was taken to the hospital and treated. of the QIDP.
Hospital stated he was having an (sic) ~ The Program Director will be
just pains and gave him tylenol. Hospital retrained on the IDT Process.
. i X The Program Coordinator and
staff stated if chest palr.l continues after 3 Program Director will be retrained
to 4 days then go see his doctor." on the expectations for the medical
Corrective action indicated "Staff will charts.
continue to follow mentor (sic) policy as The new nurse will be at the
stated." site weekly to help oversee the
) medical needs of the residents and
complete assessments as needed.
A BDDS report dated 10/7/15 indicated The medical charts for the site
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on 10/7/15 at 7:10 PM, client C was have been reviewed by the nurse.
found by the staff on the bedroom floor, _ The IDT will continue to
"staff tried to help [client C th monitor the needs of all of the
S.a fied to ) elp [client C] up, other clients. The IDT will convene to
client (unspecified) called ambulance, address and monitor the health care
ambulance came and helped [client C] needs of the residents until they
up, there appears to be no injury, but staff improve and/or stabilize.
will continue to check throughout the ~ The need for adaptive
hifL" C i tion indicated equipment for the residents will be
shiit. = Lorrective ac. 1on lr% 1cate reviewed. In the event that additional
Follow Mentors (sic) policy and adaptive equipment is needed the
Procedure on Falls." IDT will obtain it per physician
recommendations.
A BDDS report written by the PD dated tthhte If?T has imp leme}?tffh
. mon statfings to ensure that the
10/23/15 was reviewed on 10/23/15 at Y varne
T team discusses the needs of the
12:20 PM and indicated at 9:00 AM, residents in the following areas:
client C "was walking to the bus lift home, behavior, IDT’s needed,
where his legs gave out and he fell chest family involvement, medical,
first into (sic) the driveway. i (sic) Works.hop/da.y services, financial and
| d hi blood. did not 1 adaptive equipment.
eYa uate .lm’ 1o blood, di i no Oose. All resident risk plans will be
(sic) consciousness, complained of pain reviewed by the nurse. Revisions will
in both wrist (sic), both legs, and in his be implemented as necessary.
face and right eye, called ambulance. Program .
[Client C] was taken to the hospital and Coordinator/QIDP/nurse oversight of
K f oht ob i the MAR’s, intake/elimination and
ept ori an Ovéml.g t.o servation. skin/wound documentation (daily
Corrective action indicated "Follow basis Program Coordinator) and
Mentors (sic) policy on falls." when in the home (QIDP and nurse)
to ensure it is completed and holes
An investigation into the incident on are addressed app rOPnately'
. A new nurse is currently
10/23/15 dated 10/24/15 was reviewed on going through training, The
10/27/1 5 at 1220 PM and indicated the importance Of documenting her
same information as provided in the assessments accurately and ongoing
BDDS report in regards to the incident. will be addressed. . .
Staff #7, client C and the PC were The nurse WI_H be tra,m_ed on
. . . . how to follow up with physician
interviewed as part of the investigation. recommendations to ensure they are
Staff #7 indicated in her interview she implemented and/or addressed by the
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was in the process of taking the clients IDT.
out to the bus so they could go to day Competency training with the
. The intervi indicated staff #7 nurse was completed with staff on
setvices. The mterview mdicated sta 10-28 and 10-29-15 which included
stated "Everything was fine until [client one person transfers, two person
C] just fell all of a sudden, [client C] told transfers, use of a gait belt,
her his legs just give (sic) out and they wheelchair safety, and one person
don't want to work right sometimes, he assist.
laini bout hi st and 1 Training was completed by
was .comp aming about hus wrist and Iegs the nurse on 10-29-15 included body
hurting and that she called the mechanics/safe transfers, updated fall
Ambulance, the PC just pulled up." The risk plan for Client C, adaptive
PC indicated he had just pulled up to the equipment and change in health
group home and found that client C had status reporting. .
. .- The nurse will monitor staff
just fallen. The PC indicated he went . .
) A ] documentation at a minimum of
with client C to the hospital and the nurse weekly and communicate with the
wanted to keep client C overnight to run necessary team members as needed.
tests. Client C was interviewed and The nurse will conduct
stated, "he was walking to the bus and his quar_terly staff observations to ensure
1 . him. his 1 continued competency over adaptive
egs Just g(fwe out on. 1m, 1.s egs stops equipment, body mechanics/safe
(sic) working from time to time and he transfers.
was in some pain and wanted to go to the Client Specific training for
hospital." There was no evidence any new staff will include body
. . . mechanics/safe transfers and the use
other clients present were interviewed as fa gait belt
. N . , of a gait belt.
part of the 1n?/est1gat1on into client C's The Program Coordinator will
fall on the driveway at 9:00 AM on check adaptive equipment weekly to
10/23/15. ensure compliance.
The IDT will monitor trends
A Preliminary Report of Alleged Adult 'fmd, patterns in client ep ortable
. incidents. The IDT will convene as
Endangerment WfiS 'reV1ewed on 10/28/15 necessary to discuss an increase in
at 9:30 AM and indicated " On 10/26/15 reportable incidents such as falls.
APS (Adult Protective Services) received
the following report: ...Please see the 3. What measures will be put
attached police report from [county] into place or Wwhat systemic
. . L. o changes will be made to ensure
regarding [client C] (Victim). Victim that the deficient practice does not
(client C) is mentally handicapped. recur:
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Victim resides in a group home believed The Program Coordinator will
to be under the supervision of do home observations weekly to
REM-Indiana Mentor/Occazio ensure Staf.f are imp 1emen.tmg the
) ) ) plans of clients and the client’s needs
...According to the police report, [client are being met.
C] is around 5' (feet) 10" (inches) and The Program Director will do
weighs over 300 lbs (pounds). Officer home observations bi-weekly to
[name] states in her report that this is the ensure staff are implementing the
second time in two weeks that she has P laILS (.)f Cher?s and the client’s needs
are bemg met.
been to the home due to Victim falling in ”[%aining completed with the
the driveway. The first occurrence was on staff regarding:
10/15/15. Also Officer [name] was 0 How to measure wounds
advised that the [township name] Fire ? How to document skin/wound
Department was out on Victim around Olnd;{l;g; to document falls
4:00 (AM/PM not specified) on this date, 0 When to contact the Program
10/23/15 due to victim falling out of bed. Coordinator
There is concern over a lack of staff or 0 Training regarding the risk plans
supervision at the group home to assist aDnd health needs for Clients B, C and
Victim and also inadequate equipment to o' How to monitor and document
accommodate Victim .... " An attached intake and elimination
police report indicated a Case Narrative 0 How to properly cath Client D
" On 10/23/15, 1 assisted with [township] O Review the supervision needs for
Fire Department on an injured (sic) in a Client I}Fhe Program Coordinator and
fall at [group home address]. This is a Program Direct%)r will be retrained
group home. This is the second time in 2 on the appointment process
weeks that [ have been to the group home expectations, following physician
in regards to the same client falling in the recommendations and
driveway. The prior incident was communication expectations with the
. nurse.
10/15/15. 1 was advised the fire The Program Director will be
department was requested around 04:00 retrained on the role and expectations
on 10/23/15 due to [client C] falling out of the QIDP.
of bed. I was advised the fire department ' The Program Director will be
assisted [client C] in standing. retrained on the IDT Process.
The Program Coordinator and
Program Director will be retrained
On 10/15/15, [client C] had fell (sic) in on the expectations for the medical
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the driveway. [Client C] is approximately charts.
5'10" and weighs over 300 pounds. The _ The new nurse will be at the
fire depart ¢ isted client C1i site weekly to help oversee the
ire .epa men a§s1s e. [clien ) ]in medical needs of the residents and
standing and getting him back into a van. complete assessments as needed.
The fire department requested a The medical charts for the site
wheelchair due to the distance the van have been reviewed by the nurse.
was due to where [client C] fell. A _ The IDT will continue to
heelchai b ht out £ th monitor the needs of all of the
w ee chair was brought out from the clients. The IDT will convene to
facility that would not be large enough address and monitor the health care
for a large adult let alone a client that is needs of the residents until they
obese as [client C]. On this occasion improve and/or stabilize.
[client C] was unsteady on his feet and ~ The need for adaptive
bl Ik with . equipment for the residents will be
was unable to walk without ass1stanc.:e. reviewed. In the event that additional
The fireman had to place each of [client adaptive equipment is needed the
C 's] legs into the van. The (sic) they had IDT will obtain it per physician
to push on his bottom to move him over recommendations.
so that the door would close. [Client C] The IDT has implemented
. monthly staffings to ensure that the
attempted to assist but trembled as he :
A ) ) team discusses the needs of the
tried to move his own weight. There was residents in the following areas:
a small bus that was picking up some of home, behavior, IDT’s needed,
the clients. It is my understanding that family involvement, medical,
[client C] would have to climb the stairs “;Oﬂis,h()p/day Sewices’ financial and
. adaptive equipment.
in order to get on the small bus. The bus Al resident risk plans will be
is equipped with a ramp. One of the reviewed by the nurse. Revisions will
fireman (sic) advised that someone from be implemented as necessary.
the group home advised that there has not 'ngram .
had (sic) a manager for some time. They Coordmator/,QIDP/m%rS? OV_erSIght of
) . hat the cli hi the MAR’s, intake/elimination and
also ad\flsed t .at the clients are s 1pp?d skin/wound documentation (daily
from thlS faclhty to another due to belng basis Program Coordinator) and
understaffed during the daytime. The when in the home (QIDP and nurse)
staff was little to no help in getting to ensure it is completed and holes
[client C] on the van. are addressed approPrlately.
A new nurse is currently
going through training. The
On 10/23/15, [client C] was lying face importance of documenting her
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down on the driveway, which is a slight assessments accurately and ongoing
decline. His face was toward the will be addressed.
. . The nurse will be trained on
downward slope and facing opposite of . .
. how to follow up with physician
the house. [Client C] had a blanket recommendations to ensure they are
draped over him, but he was shaking. I implemented and/or addressed by the
spoke to [client C] and he complained of IDT.
pain to his head. There was no blood or Competency training with the
bvi niuries that 1 1d Client nurse was completed with staff on
obvious injuries that I could see. [Clien 10-28 and 10-29-15 which included
C] stated the staff tell him it is his fault one person transfers, two person
that he falls because he gets in too big of transfers, use of a gait belt,
a hurry. A walker was close to [client C]. wheelchair safety, and one person
One of the fire personnel advised the assist.
Ik dtobe t 11 for th Training was completed by
“_,a er appeare 0 be too small for the the nurse on 10-29-15 included body
size of [client C]. mechanics/safe transfers, updated fall
risk plan for Client C, adaptive
I overheard one of the staff say his equipment and change in health
medication was changed and there should status reporting. .
. The nurse will monitor staff
be improvements. . .
documentation at a minimum of
weekly and communicate with the
The concern in if the equipment for necessary team members as needed.
[client C] is adequate for his size, as well R A
as if there is adequate staff to deal with qua:_terlydsmff Obtservatmns todenjure
. ' . . continued competency over adaptive
[client C S] needs: [C.h.ent Clisa equipment, body mechanics/safe
mentally disabled individual and may not transfers.
be able to adequately express his needs or Client Specific training for
provide for himself to attain what he new staff will include body
needs. " There was a note at the bottom mfeChaI,ltIZS/lstafe transfers and the use
" of a gait belt.
of the r'eport Ff)rward to Adult The Program Coordinator will
Protective Services. " check adaptive equipment weekly to
ensure compliance.
There was no evidence in reports The IDT will monitor trends
provided by the facility the incident of and patterns in client reportable
. . incidents. The IDT will convene as
client C falling on Octob.er.IS, 2015 had necessary to discuss an increase in
been reported to the administrator, reportable incidents such as falls.
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BDDS, investigated or of corrective
action taken to address client C' s fall. 4. How will the corrective
action be monitored to ensure the
. . deficient practice will not recur?
Client C's record was reviewed on The Program Director will
10/27/15 at 12:55 PM. A visit to client monitor to ensure the clients plans
C's primary care physician dated 9/14/15 and needs are being met during their
indicated client C weighed 333.9 pounds bi-weekly observations. .
. The Program Coordinator will
in 4/15. There were no other records . .
o ] ] monitor to ensure the clients plans
found to indicate client C's weight. There and needs are being met during their
was no evidence of an updated Individual weekly observations.
Support Plan since his last ISP dated Mentor’s nurse will be in the
3/4/15. home on a weekly basis or more
frequently as needed to monitor for
) concerns and assess residents.
A Risk Plan updated on 10/27/15 and New staff hired to work at the
previously updated on 10/14/11 indicated site will receive client specific
client C's risks included, but were not training for each individual prior to
limited to medication side effects, _Workmg a shift. This tram.mg .
. . losi includes items such as: client’s diets,
depression, Intermittent Explosive tisk plans, ISP’s, programming, a
Disorder, Personality Disorder, Obesity,
Phlebitis (blood clots), warfarin (blood
thinner/anti-coagulant) therapy, and
history of falls. Client C's risk for
warfarin therapy indicated "Warfarin can
cause very serious (possibly fatal)
bleeding." Client C's falls risk indicated
he "has a history of falls and at risk for
falls. [Client C] is to be using w/c
(wheelchair) and gait belt PRN (as
needed) for increased unsteady gait. Staff
are to ensure environment free from fall
hazards (rugs, cords, etc), if fall occurs
assessment to be completed and PC/PD
to be phoned regarding fall. If (sic)
sustains injury that appears severe/life
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threatening in nature, they are to initiate
EMS (emergency medical services) prior
to notification of PC/PD. Obtain vitals
and document accordingly." The plan
failed to indicate how many staff were to
assist client C in using the gait belt,
transferring or specific information as to
when client C was to use the wheelchair
and gait belt and how staff were to assist
him with the adaptive equipment. The
plan failed to indicate the use of client
C's rolling walker.

IDT (interdisciplinary) meeting notes on
10/16/15 in client C's record entered by
the Behavior Analyst (BA) indicated
client C "has been observed falling
asleep, having difficulty walking,
standing, getting out of bed." The note
indicated client C's psychiatrist nurse
practitioner (NP) had "increased Seroquel
(anti-psychotic)from 400 mg (milligrams)
daily to 400 mg BID (twice daily),
changed Depakote (seizures/mood
stability) from 2,000 mg at bedtime to
1,000 mg BID, changed Clonazepam
(anxiety) from 1 mg BID to 1 mg TID
(three times daily), added Zyprexa Zydis
5 mg PRN (as needed) for agitation on
September 16, 2015. After med
(medication) change, staff nurse, [name]
stated [client C] had increased his falls
over the weekend and contacted [client
C's] [primary care physician (PCP)] to
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request a med decrease of Seroquel.
[PCP], decreased Seroquel back to 400
mg daily-other psych med changes made
by [NP] were continued. Even after
dosage change of Seroquel, [client C]
displays frequent difficulty ambulating
requiring the fire department to be
contacted three times during the month of
October to assist staff in helping [client
C] get up/ambulate. [Client C] has also
been taken to the ER twice since his
admission due to reports he was having a
heart attack on one occasion and reports
he was having difficulty walking on the
second occasion-no medical confirmation
was made at either ER visit. [Client C]
had some med changes that occurred at
the nursing home prior to his admission
to the group home on September 11,
2015. Said changes that included Provigil
discontinued and Keppra added. [Client
C] has completed labs to check Depakote
and ammonia levels. [Client C] has also
recently completed a sleep study. We do
not currently have lab results or sleep
study results...Recommendations: 1)
PC/PD will schedule an appt
(appointment) with [PCP] to address:
recommendations regarding Provigil
(medication to increase alertness);
recommendations regarding need for
Keppra (seizures); discuss results and get
copies from sleep study; request order for
wheelchair PRN; discuss order for use of
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gait belt at all times except when [client
C] is seated in his wheelchair and in bed;
request order for OT (occupational
therapy)/PT (physical therapy)
evaluation; request an order for new ted
hose (support stockings). 2) PC/PD will
begin a 24 hr (hour) sleep chart so [client
C's] sleeping can be tracked at the day
service and the group home. 3) PC/PD
will contact the lab facility to request
copies of [client C's] recent labs-results
will be scanned to therap
(electronic/digital recording system). 4)
[Client C's] level of agitation and threats
of physical harm to others has decreased
since he has had increased medical
issues-it is recommended by the staff
nurse [name], that staff refrain from
using the Zyprexa Zydis PRN medication
as [client C] is not currently a physical
harm to others. If staff question [client
C's] agitation and feel he is a threat to
himself or others, the PC/PD should be
contacted...."

Client C's MAR (medication
administration record) dated 10/2015
failed to indicate a sleep chart for client
C, the use of a wheelchair or of a rolling
walker. The MAR indicated client C's
gait belt may be used prn (as needed).
The MAR indicated the use of
clonazepam .5 mg twice daily and listed
the side effect of drowsiness, depakote
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ER (extended release) 2,000 mg, with a
side effect of drowsiness, Keppra
(seizures) 500 mg twice daily with a side
effect of drowsiness, weakness and
dizziness, perphenazine (psychosis) 6 mg
with side effects of dizziness, drowsiness
and anxiety, Seroquel (anti-psychosis)
400 mg daily with a side effect of
drowsiness, and warfarin 6 mg daily and
Zyprexa Zydis 5 mg (anti-psychotic)
every 8 hours as needed.

A General Event Report (GER) in client
C's record dated 5/18/15 indicated in the
section Event Information "Describe
what happened before the event: don't
know, client says it happened this
morning when another peer was helping
him up from the floor...Comments: client
says he couldn't get up off the floor,
asked him if he fell out of bed, he said
trying to get out of bed and slid to floor.
Told me staff was aware...." The sections
for Corrective Action Taken, Plan of
Future Corrective Actions and Follow-Up
actions, were blank. The report indicated
the residential manager (PC) was notified
by staff #2 on 5/18/15 at 8:31 PM. The
PD (Program Director)/QIDP (Qualified
Intellectual Disabilities Professional)
reviewed the report on 5/19/15 at 9:50
AM. There was no evidence the incident
was reported to the Area Director or the
group home nurse was notified of the
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incident. There was no evidence in the
report of an assessment to determine if
client C was injured during the incident.

A GER dated 6/2/15 indicated client C
"was sick last night, staff monitored all
night. [Client C] got up this morning and
was not feeling well still, had high temp
(temperature) (not specified) and low 02
(oxygen level in the blood stream). He
was taken to doctor and sent to the
emergency room...Comments: [client C]
was admitted into the emergency room
because of his condition, as of 3 pm he
was being admitted into the ICU
(intensive care unit)." There was no
corrective action or follow up listed in
the report. A BDDS report attached to the
GER indicated on 6/2/15 at 11:30 AM,
client C was taken to the hospital after
being sick all night with a high
temperature and low O2 saturations.
Corrective action indicated "I told the
staff to do the same thing if he complains
about it a lot, then take him to the
hospital. So we would use the same plan
as before."

T-Log nursing notes were reviewed on
10/28/15 at 9:50 AM and indicated on
10/6/15, "Called and spoke with [PD] on
Sunday regarding [client C], stated
hospital states did not have a heart attack,
give tylenol as needed. Checked up on
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[client C] on Monday (date not
specified), he appeared tired from
increase in psych (psychotropic) meds
(medications) but was alert and able to
carry on conversatin (sic), ¢/o (complains
of) knees hurting, no other distress
noted." The note failed to indicate any
follow up action to address client C's
chest pain, appearance of being tired or
of his knee pain.

A note from the nurse dated 10/7/15
indicated PD "notified order received last
night to decrease seroquel to 400 mg
(milligrams) daily due to lethargy. Called
[primary care physician's] office and
requested new script for calcium citrate
and fax order for seroquel decrease.
Client more alert today...."

A nursing note dated 10/9/15 indicated
"Client refused body assessment, states,
T'm OK,' called [primary care physician's]
office 2nd time and asked about new
script for calcium citrate, awaiting
orders."

A nursing note dated 10/12/15 indicated
client C "continues to deny any injuries
from fall, denies any further pain in his
chest, c/o right knee pain, no swelling
noted, left thumb healing, nail healing
and coming off, no s/sx (symptoms) of
infection, area pink, no swelling noted."
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A nursing note dated 10/26/15 at 12:38
PM indicated a social worker at the
hospital wanted to talk to her about PT
(physical therapy) for client C. The note
indicated he would be referred to a home
health agency to evaluate and treat client
C's needs. The social worker "further
advised he will be discharged today-I
requested records from his stay be sent
with staff upon discharge so we may have
in his chart and she advised she would
ensure a packet would be made and sent.
She could not advise as to any changes in
medication. PD/AD/PC advised of above
and requested to schedule follow up with
[PCP] immediately."

A note dated 10/27/15 at 9:15 AM
indicated "Upon review of discharge
orders it is noted that perphenazine and
warafin (sic) orders are changed as well. I
phoned [Hospital] and spoke with [name]
who was working on floor [client C] was
on...." The discussion with the nurse at
the hospital indicated client C's warfarin
(blood thinner) and perphenazine were to
be continued as they were upon
admission at 6 mg daily warfarin and 6
mg TID of perphenazine. The note
indicated client C was to be scheduled for
PT evaluation within 48 hours and the PC
was aware. The note indicated client C
was to see his PCP on 11/2/15.
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A nursing note dated 10/27/15 indicated
client C was assessed and when
awakened, indicated he was OK. Client
C's vital signs were normal and the nurse
noted client C was "somewhat lethargic
during assessment but could have just
been tired."

Additional T-Log nursing notes were
reviewed on 10/28/15 at 3:50 PM. A
nursing note dated 10/28/15 at 2:51 PM
indicated client C was sleeping, but
awakened easily. "He was independent in
undressing and transferring to his w/c
wheelchair...Staff commented that [client
C] was more alert and mobile than he has
been recently...."

A note dated 10/28/15 at 3:08 PM
indicated client C was being referred for
a CPAP (continuous pressure airway
machine) and client C's PCP had sent
orders for PT evaluation and treatment
and had requested an order for a
wheelchair and gait belt for "safety
purposes."

A nursing note dated 10/28/15 at 3:12
PM indicated the nurse had checked on
another client and while at the group
home, checked on client C, "I was
surprised to see him up and alert and
oriented a totally different person that |
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had assessed 4 hours earlier...."

A Polysomnography Report (evaluation
of sleep quality) was reviewed on
10/27/15 at 11:45 AM and indicated
client C had been diagnosed with "severe
obstructive sleep apnea with significant
oxygen desaturations," with a total of 305
respiratory events and a calculated apnea
(stopping and starting sleep)/hypoxia
(lack of oxygen) was 50 events per hour.
Client C had an oxygen saturation below
89% for a total of 150 minutes. The
report indicated a recommendation to use
a CPAP machine to aid in preventing
airway obstruction during sleep.

A Mayo Clinic website mayoclinic.org
reviewed on 10/29/15 at 2:30 PM
indicated sleep apnea is a "potentially
serious sleep disorder in which breathing
repeatedly stops and starts." A side effect
listed on the website indicated tiredness
even after a full night's sleep.

Indiana Mentor Meeting Notes dated
10/19/15 indicated "Discussed falls with
[client C] and how to get him up in the
morning." There was no additional
evidence of specific information in
regards to how staff were to assist client
C to get up in the morning. Staff present
at the meeting included the PC, staff #6,
staff #3, staff #4 and day services
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coordinator #1. There was no evidence
staff #2, #5, #7, #8 or #9 as listed on the
staff list provided at the entrance of the
survey were present or had been provided
information from the meeting.

The group home nurse was interviewed
on 10/27/15 at 11:30 AM and indicated
she had just transferred to the group
home on 10/26/15 and the Area Director
(AD) should be able to provide evidence
of staff training for client C's updated risk
plan.

The AD and Regional Director were
interviewed on 10/28/15 at 3:40 PM and
indicated client C's risk plan should be
specific as to how staff were to use the
gait belt, when to use the wheelchair and
walker and how to assist client C if he
were to fall.

An electronic/digital message sent to all
staff working in the group home dated
10/27/15 at 2:21 PM was reviewed on
10/28/15 at 3:53 PM and indicated client
C "is to remain in his wheelchair at all
times per hospital orders until further
notice." There was no evidence of a
physician's order for the use of client C's
wheelchair or of staff training to use the
wheelchair, transferring client C,
assisting him in using the gait belt or
what to do if client C fell.
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The AD was interviewed on 10/28/15 at
3:53 PM and indicated there was no
evidence staff had not been trained on
client C's plan updated on 10/27/15.

The PD was interviewed on 10/28/15 at
4:00 PM and stated, "I didn't elaborate
with the notes," and indicated he had
instructed staff to use the wheelchair or
call the on-call supervisor if client C fell.
He indicated he had demonstrated how
client C was to be lifted under his arms
and how to use the wheelchair. The PD
stated, "Sometimes his legs don't work,"
and stated "We would use a sling (gait
belt)" and had demonstrated its use at the
meeting. The PD indicated staff #7 and
#8 had not attended the meeting and there
was no additional training since client C's
fall on 10/23/15.

The AD was interviewed on 11/2/15 at

5:20 PM and indicated the nurse should
have noticed a pattern of client C's falls
and addressed them.

2. A BDDS report dated 6/11/15
indicated client B was taken on the
evening of 6/10/15 for evaluation of a
pressure ulcer and indicated client B
would be taken to the wound center for
follow up treatment.
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Client B's records were reviewed on
10/27/15 at 1:25 PM. A wound care
clinic note dated 6/19/15 indicated client
B's treatment of his pressure ulcer was
complete and he could return as needed.
Client B's Risk Plan updated 4/13/14
indicated he was at risk for impaired skin
integrity including pressure ulcers and
staff were trained to document injuries to
the skin in Therap. Client B's
Skin/Wound Assessments from
9/1/15-10/27/15 indicated client B had a
pressure ulcer on 9/14/15 10 cm
(centimeters) by 8 cm.

A nursing assessment dated 10/27/15 at
9:19 PM indicated client B was assessed
by the nurse at the AD ' s request and
found no open areas on his skin. There
was no evidence of a nursing assessment
of client B ' s wound prior to 10/27/15
and after he was diagnosed with a
pressure ulcer on 6/10/15.

The nurse indicated on 11/5/15 at 12:17
PM the staff would be retrained on
documenting in the skin/wound module
for client B.

3. A BDDS report dated 9/8/15 indicated
client D was taken to the ER and
diagnosed with a UTI (urinary tract
infection) and possible ear infection and
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was admitted to the hospital for IV
(intravenous) antibiotic therapy.
Corrective action indicated the facility
would continue to follow physician's
orders upon discharge.

A BDDS report dated 10/8/15 indicated
client D was taken to the ER and
diagnosed with a UTI and required the
use of IV antibiotics to treat the infection.
Corrective action indicated staff were to
take client D to an urgent care center
immediately if they suspect he had a UTL

Client D's records were reviewed on
10/28/15 at 11:20 AM. A Risk Plan dated
5/25/15 indicated client D had a risk of
urinary retention which placed him at risk
for a UTI. Prevention included "Staff are
trained in the signs of urinary retention.
Elimination is tracked in the use of
Therap (digital/electronic record keeping
system) in the Intake/Elimination
module...Staff are to report any of the
signs of urinary retention immediately to
the RC (residential coordinator/PC) (pain
with urination, difficulty or inability to
urinate, blood in the urine and abdominal
distention. Client D had a risk of prostate
gland enlargement which can block the
flow of urine. Staff are to report any
concerns to supervisor who will consult
with nurse/MD (medical doctor)."
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Client D's September, 2015 medication
administration record (MAR) in the
record failed to indicate client D was
catheterized on 9/6/15 or on 9/20/15 at
6:00 AM. The instructions indicated staff
were to "Insert Straight Catheter as per
training instructions and enter the amount
(if any) in Health Tracking (Therap). If
not output of urine, when cathed (sic)
(catheterized) within 3 days call RC. If
[client D] produces urine when cathed,
mark as a 'void' along with the amount in
Health Tracking."

Client D 's October, 2015 MAR
indicated staff failed to document client
D was catheterized on 10/3, 10/4, and
10/12/15 at 6:00 AM.

Client D ' s Intake and Elimination Daily
Data Forms for September,
2015-October, 2015 in the record
indicated there was no documentation of
client D' s output on 9/5-/6/15 and no
documentation for client D ' s output for
10/3-10/14/15.

The group home nurse was interviewed
on 11/5/15 at 1:54 PM and indicated staff
were supposed to document when client
D was catheterized and to record the
results and stated the documentation is
inaccurate or missing. She indicated the
nurse should be reviewing the data on a
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daily basis.
This federal tag relates to compla
int #INO0185516.
9-3-6(a)
W 0460 | 483.480(a)(1)
FOOD AND NUTRITION SERVICES
Bldg. 00 Each client must receive a nourishing,
well-balanced diet including modified and
specially-prescribed diets.
Based on observation, record review and W 0460 W 460 Food and Nutrition 12/09/2015
interview, the facility failed to provide 4 ]S;r;;lc‘;s —
. . ach client must recei1ve a
of 4 sampled clients (clients A, B, C and o .
o ) ) nourishing, well-balanced diet
D) and 4 of 4 additional clients (clients E, including modified and
F, G and H) with well-balanced diets, and specially-prescribed diets.
failed to ensure there was adequate food
in the home to provide specified menu 1. What corrective action will
hoi be accomplished?
choices. The Program Coordinator will
do home observations weekly to
Findings include: ensure staff are implementing the
plans of clients and the client’s needs
Observations at the group home were are being met. . .
completed on 10/27/15 from 7:10 AM The Pro,gram ,Dlrecmr will do
18:38 AM. Cli . home observations bi-weekly to
until s: - Client C ate a c1nr.13mon ensure staff are implementing the
roll and beverage. No other food items plans of clients and the client’s needs
were offered for the breakfast meal. An are being met.
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uneaten partial pan of rolls was on the Training completed with the
kitchen counter. staff regarding:
0 Client’s A-H diets
o Following the menus
The menu for the week dated week 3 0 Use of the food substitution logs
fall/winter was reviewed on 10/27/15 at The Program Coordinator will
8:00 AM and indicated 3/4 cup of apple be trained on how to follow dietary
juice, 3/4 cup of whole grain cereal or 1/2 guidelines for the residents, menus
cup of cereal of choice, 2 slices of whole for the.group home, shopp 1n8
according to the menus, using the
wheat toast, 1 tsp (teaspoon) of food substitution logs, and ensuring
margarine, 1 boiled egg, 1 cup of water, there is enough food in the home.
coffee/tea as desired and 1 cup of skim
milk or 1/2 % milk. 2.  How will we identify other
residents having the potential to be
affected by the same deficient
Staff #4 was interviewed on 10/27/15 at practice and what corrective
8:05 AM and indicated there was no food action will be taken?
in the house listed on the menu except Allresidents have the
cereal and stated, "They had that potential to be affected by the same
Do . deficient practice.
yesterday." She indicated clients A, B, D, The Program Coordinator will
E, F, G and H had already eaten their do home observations weekly to
breakfast of cinnamon rolls. ensure staff are implementing the
plans of clients and the client’s needs
The contents of the refrigerator, freezer are being met. _ )
The Program Director will do
and pantry shelves were observed on home observations bi-weekly to
10/27/15 at 8:05 PM and indicated there ensure staff are implementing the
were 8 eggs, 2 containers of biscuits, 1 plans of clients and the client’s needs
inch remaining in a gallon of milk, 2 are being met. _
containers of buttermilk biscuits, 3 cans Trau.nng completed with the
. . . staff regarding:
of frozen fruit punch, 3 plastic containers o Client’s A-H diets
of cereal, 7 potatoes, 3 onions, and 1 zip o Following the menus
closed 1 pound plastic container of sliced 0 Use of the food substitution logs
frozen chicken meat. The Program Coordinator will
be trained on how to follow dietary
. . . guidelines for the residents, menus
The Program Director was interviewed for the group home, shopping
on 10/29/15 at 7:30 AM. When asked according to the menus, using the
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about adequate food in the home, he
indicated there should be adequate food
and he supplied the staff with funds to
purchase enough food for menus.

9-3-8(a)

food substitution logs, and ensuring
there is enough food in the home.

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

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

0 Client’s A-H diets
o Following the menus
0 Use of the food substitution logs

The Program Coordinator will
be trained on how to follow dietary
guidelines for the residents, menus
for the group home, shopping
according to the menus, using the
food substitution logs, and ensuring
there is enough food in the home.

4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?
The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.
The Program Coordinator will
monitor to ensure the clients plans
and needs are being met during their
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W 0488

Bldg. 00

483.480(d)(4)

DINING AREAS AND SERVICE

The facility must assure that each client eats
in @ manner consistent with his or her

weekly observations.

Mentor’s nurse will be in the
home on a weekly basis or more
frequently as needed to monitor for
concerns and assess residents.

New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
includes items such as: client’s diets,
risk plans, ISP’s, programming, and
medication review.

Monthly supervisory visit
check sheets to be completed by the
QIDP. These will be forwarded to
the Area Director for review.

Quarterly Health and Safety
assessments will be completed by the
Program Coordinator and/or the
Program Director and forwarded to

the Quality Improvement department.

These assessments include a review
of the environmental needs for the
home, review of risk plans, ISP, BSP
and client specific training for the
residents. The assessment also
includes an interview of staff to
ensure they know how to properly
document medical needs, how to
report incidents, diets and
understanding of BSP’s.

5.  What is the date by which the
systemic changes will be
completed?

December 9th, 2015
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developmental level.
Based on observation and interview, the W 0488 W 488 Dining Areas and Service 12/09/2015
facility failed to encourage 4 of 4 The facility must ensure that each
. . client eats in a manner consistent
sampled Chent_s .(cllents. A, B, C and D) with his or her developmental level.
and 4 of 4 additional clients (clients E, F,
G and H) to participate in the preparation 1. What corrective action will
of meals. be accomplished?
The Program Coordinator will
.- . do home observations weekly to
Findings include: . .
ensure staff are implementing the
plans of clients and the client’s needs
Observations were completed at the are being met.
group home on 10/29/15 from 6:38 AM The Program Director will do
until 7:30 AM. Staff #4 prepared the home Obsewatl(fns bl'weel,dy to
breakf: f fried ik and ensure staff are implementing the
) r'ea a.St otine ] eggs, toast, ml. an plans of clients and the client’s needs
juice without assistance from clients A, are being met.
B, C,D, E, F, G and H or prompting Training completed with the
clients to assist. Staff #4 set the table for staff regarding: '
client C while client G and the PD 0 Active treatment exp cctations
di d ino f (competency test provided)
1Scussed seasoning 1or €ggs. The IDT has implemented
monthly staffings to ensure that the
The Program Director was interviewed team discusses the needs of the
on 10/29/15 at 7:30 AM. When asked residents in the following areas:
. N . home, behavior, IDT’s needed,
about clients assisting in cooking, he o ,
o . . family involvement, medical,
1nfhcated he had not noticed the clients workshop/day services, financial and
failed to participate in cooking. adaptive equipment.
Formal programming will be
The Area Director was interviewed on implemented for Clients A-H
11/2/15 at 5:20 PM and indicated clients :eﬁlardmg meal prep and seiting the
.. . . . apble.
should be assisting in preparing their
meals. 2.  How will we identify other
residents having the potential to be
9-3-8(a) affected by the same deficient
practice and what corrective
action will be taken?
All residents have the
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potential to be affected by the same
deficient practice.

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

O Active treatment expectations
(competency test provided)

The Program Director/QIDP
will ensure that there is formal
programming in place for all
residents that address identified
needs.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

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

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
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home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

O Active treatment expectations
(competency test provided)

The Program Director/QIDP
will ensure that there is formal
programming in place for all
residents that address identified
needs.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

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

The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.

The Program Coordinator will
monitor to ensure the clients plans
and needs are being met during their
weekly observations.

Mentor’s nurse will be in the
home on a weekly basis or more
frequently as needed to monitor for
concerns and assess residents.

New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
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includes items such as: client’s diets,
risk plans, ISP’s, programming, and
medication review.

The IDT has implemented
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

Monthly supervisory visit
check sheets to be completed by the
QIDP. These will be forwarded to
the Area Director for review.

The QIDP will monitor and
review the resident’s needs. As the
needs arise, formal programming will
be implemented.

Quarterly Health and Safety
assessments will be completed by the
Program Coordinator and/or the
Program Director and forwarded to
the Quality Improvement department.
These assessments include a review
of the environmental needs for the
home, review of risk plans, ISP, BSP
and client specific training for the
residents. The assessment also
includes an interview of staff to
ensure they know how to properly
document medical needs, how to
report incidents, diets and
understanding of BSP’s.

5.  What is the date by which the
systemic changes will be
completed?

December 9th, 2015
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