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W 0000

Bldg. 00
This visit was for the investigation of
complaint #IN00170468.

Complaint #IN00170468: Substantiated,
Federal/state deficiencies related to the
allegations are cited at W102, W104,
W120, W122, W149, W153, W154,
W156, W157, W159, W189, W249 and
W331.

Unrelated deficiency cited at W248.

Dates of Survey: May 21, 27, 28, 29 and
June 1, 2015.

Facility number: 012557
Provider number: 15G791
AIM number: 201017960A

The following federal deficiencies also

reflect state findings in accordance with
460 IAC 9.

W 0102 483.410

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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GOVERNING BODY AND MANAGEMENT
Bldg. 00 | The facility must ensure that specific
governing body and management
requirements are met.
Based on record review and interview, W 0102 07/01/2015
the Governing Body failed to meet the ;Vollgé ?131 .1‘;11?/[1:;1\?1(}]3;\1:1151;(;
Condition of Participation: Governing
Body for 2 of 2 sampled clients (clients A
and B). The Governing Body neglected to
prevent alleged neglect and/or abuse by In conjunction with the Plan of
not developine and/or implementin Corrections for all other citations in
. P g . P . & this survey, Area Director (AD) will
systematic policies and protocols in review this CONDITION, and ensure
regard to alleged staff abuse and neglect Agency’s abuse/neglect Policy is
of clients A and B resulting in significant implemented at all times, that
injuries (fractured foot and self injury Eelﬁav?orf‘l services bg’ Sle el
o . . t tt
resulting in 21 stitches). The Governing CHAVIOTIS! aTe provicec at 11 home
. according to each Individuals
Body neglected to ensure behavioral behavioral needs, that nursing
services by the behaviorist were provided services consistently provide prompt
at the group home, to clients A and B for and thorough assessments and
their identified behavioral needs. The af;pmp??te medical (zia.re.én ti’e e(;’/em
. t
Governing Body neglected to ensure the o any Ty o an MAvIua andiot
o ] ) - allegation of abuse/neglect, and
facility's nursing services provided ensure a timely and thorough
thorough assessments and medical care investigation is completed in regards
after alleged staff abuse/neglect. The to any allegation of abuse or neglect
Governing Body neglected to ensure the through the following:
facility conducted thorough
investigations in regard to alleged staff
abuse and/or neglect. A.  After investigation, it was
determined that the QDDP, Nurse,
Findings include: and House Manager did not follow
) Agency Policy and Procedure as
) required by their job description
1. Please refer to W122. The Governing concerning an incident of alleged
Body failed to meet the Condition of abuse, and were terminated from
Participation: Client Protections for 2 of employment accordingly.
2 sampled clients (clients A and B). The
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Governing Body neglected to implement B.  All current and new staff have
its written policy and procedures to will be retrained on the following:
pr.event alk?ged abuse a.nd/f>r r?eglect of N Agency Policy and
clients, which resulted in significant Procedure concerning
injuries (fractured foot and self injury abuse/neglect/exploitation of
resulting in 21 stitches). The Governing Individuals served.
Body neglected to put in place measures . _
. ii. Agency Policy and
to prevent harm and recurrence in regard Procedure concerning Individual
to alleged staff abuse and/or neglect. Rights.
2. Please refer to W104. The Governing iii. Agency Policy and
. . Procedure concerning reporting of
Body neglected to exercise general policy incidents
and operating direction over the facility ‘
for 2 of 2 sampled clients (clients A and iv. Refresher training on
B), in a manner to provide oversight to each Individual’s BSP, including
ensure their abuse and neglect policy was HRC approved/anthorized physical
. e . intervention techniques.
implemented. The facility's Governing
Body neglected to immediately report C.  All nurses have been trained on
incidents of alleged client abuse/neglect consistently providing prompt and
and failed to report the results of thorough assessments and
investigative findings in a timely manner. appropriate medical care in the event
The facility's G ine Bod lected of any injury to an individual and/or
© aCI_l y's laoverning '0 Y 'neg 'ec e. allegation of abuse/neglect. All
to exercise general operating direction in assessments and medical care will be
a manner to put measures in place to promptly documented in the
prevent alleged staff physical abuse and Individual’s permanent record.
neglect which resulted in significant o )
o . D. Behaviorist has been trained on
injuries (a fractured foot and self injury ensuring behavioral services are
resultil’lg il’l 21 Stitches). The faCility‘S provided at the home according to
Governing Body neglected to provide each Individuals’ behavioral needs,
oversight to ensure clients A and B were and behaviorist will be signing in/out
provided behavior services as contracted Of,a log book a the h(,m,le a
: o . evidence of visits, training, etc.
with the Behaviorist. The facility's
Governing Body neglected to exercise E. A Director will thoroughly
general operating direction in a manner to train all new Program Director,
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provide oversight to ensure staff showed QDDP, and House Managers upon
competency in their job duties in regard employment on prompt notification
. . S to the administrator of any allegation

to immediately reporting incidents of .
and/or suspicion of abuse/neglect and

alleged abuse/neglect, documentation, on completing thorough and timely

implementing clients A and B's Behavior investigations into any allegation of

Support Plans (BSPs) as written to abuse/neglect.

prevent alleged abuse/neglect and

neglected to take effective/sufficient

corrective action to prevent alleged A trained Area Director, Program

abuse/neglect of clients A and B which Director/QDDP, Nurse, and/or

resulted in signiﬁcant injuries. Behaviorist, will be in the home each
day throughout the week, at various

. . and random times including shift

This federal tag relates to complaint changes and random overnight

#IN000170468. checks. These visits will be to
ensure all Individuals’ plans/protocol

9-3-1(a) and all Agency policy and
procedures are followed, to ensure
the health and safety of all
Individuals served, and to ensure
Agency’s abuse/neglect Policy, and
reporting Policy/Procedures are
implemented at all times. These
visits will ensure that behavioral
services by the behaviorist are
provided at the home according to
each Individuals’ behavioral needs,
that nursing services consistently
provide prompt and thorough
assessments and appropriate medical
care in the event of any injury to an
individual and/or allegation of
abuse/neglect, and ensure a timely
and thorough investigation is
completed in regards to any
allegation of abuse or neglect.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VRKQ11 Facility ID: Q12557 If continuation sheet Page 4 of 141




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

PRINTED: 07/10/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G791

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

06/01/2015

NAME OF PROVIDER OR SUPPLIER

DUNGARVIN INDIANA LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
474 WHITEWOOD DR
VALPARAISO, IN 46385

(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

This monitoring and supervision will
continue until it is evident to each
Individual’s IDT, the Area Director,
and State Director that all Individuals
are free from
abuse/neglect/exploitation, that all
staff have demonstrated competency
in all Individuals’ Plans/Protocol and
in Agency reporting and
abuse/neglect/exploitation policies,
and all Individuals are demonstrating
that they are comfortable, and at
ease, in their home. When this has
been determined, the Area Director
will revise the monitoring schedule
as necessary to ensure sufficient
observations in order to continue the
continuity and effectiveness of this
plan.

A. While monitoring the home,
Area Director, Program
Director/QDDP, Nurse, and/or
Behaviorist will provide ongoing
training and coaching to all staff
working in the home.

B.  Program Director/QDDP,
Nurse, and/or Behaviorist will
promptly communicate any issues,
concerns, or signs of potential

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

VRKQ11 Facility ID: Q12557 If continuation sheet

Page 5 of 141




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

PRINTED: 07/10/2015
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
15G791 B. WING 06/01/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
474 WHITEWOOD DR
DUNGARUVIN INDIANA LLC VALPARAISO, IN 46385
(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
abuse/neglect/exploitation, or
evidence of any anxiety or
allegations, expressed by the
Individuals served to Area Director.
C. The Area Director will
promptly notify Senior Director of
any issues that have been identified,
that have not been addressed by the
Individual’s IDT, or any other
significant issue that may negatively
affect the health and safety of the
Individuals served.
Will be completed by: 7/1/15
Persons Responsible: Area
Director, Program
Director/QDDP, Nurse, and
Behaviorist
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 and interview for W 0104 07/01/2015
2 of 2 sampled clients (clients A and B), W 104 483.410(a)(1)
ey . GOVERNING BODY
the facility's Governing Body neglected
to exercise general operating direction in
a manner to provide oversight to ensure
their abuse and neglect policy was In conjunction with the Plan of
implemented. The facility's Governin Corrections for all other citations in
P ) ) y g this survey, Area Director (AD) will
Body neglected to immediately report review this Standard, and ensure
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incidents of alleged staff to client Agency’s abuse/neglect Policy is
abuse/neglect and failed to report the implemented at all times, that
Its of i tioative findi . behavioral services by the
r.esu s obmvestigative 1n lvngs mna ) behaviorist are provided at the home
timely manner. The facility's Governing according to each Individuals’
Body neglected to exercise general behavioral needs, that nursing
operating direction in a manner to put services consistently provide prompt
measures in place to prevent alleged staff and thorough assessments and
. . appropriate medical care in the event
physical abuse and neglect which resulted . o
T T of any injury to an individual and/or
in significant injuries (a fractured foot allegation of abuse/neglect, and
and self injury resulting in 21 stitches). ensure a timely and thorough
The facility's Governing Body neglected investigation is completed in regards
to provide oversight to ensure clients A to any allegation of abuse or neglect
. . . through the following:
and B were provided behavior services as
contracted with the Behaviorist. The
facility's Governing Body neglected to
exercise general operating direction in a A.  Affer investigation, it was
manner to provide oversight to ensure determined that the Q].)DP’ Nurse,
] o and House Manager did not follow
staff showed competency in their job Agency Policy and Procedure as
duties in regard to immediately reporting required by their job description
incidents of alleged abuse/neglect, concerning an incident of alleged
documentation, implementing clients A abuse, and were terminated from
and B's Behavior Support Plans (BSPs) employment accordingly.
as written to prevent alleged B.  All current and new staff will
abuse/neglect and neglected to take be retrained on the following:
effective/sufficient corrective action to
prevent alleged abuse/neglect of clients A ;‘ . Agency Policy and
. . . . roceaure concernin
and B which resulted in significant L
o abuse/neglect/exploitation of
Injuries. Individuals served.
Findings include: ii. Agency Policy and
Procedure concerning Individual
. Rights.
Please refer to W120: The Governing £
Body neglected to exercise general iii. Agency Policy and
operating direction over the facility to Procedure concerning reporting of
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VRKQ11 Facility ID: Q12557 If continuation sheet Page 7 of 141
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ensure the contracted behaviorist incidents.
provided sufficient staff training and ) o
‘ol he behavioral 1v. Refresher training on
oversight to meet the behavioral support cach Individual’s BSP, including
needs of 2 of 2 sampled clients (clients A HRC approved/authorized physical
and B). intervention techniques.
Please refer to W149: The Governing ¢ ,AH flurses h.a‘./e been trained on
. consistently providing prompt and
Body gegle.cted'to exercise gene.:r.al thorough assessments and
operating direction over the facility for 2 appropriate medical care in the event
of 2 sampled clients residing at the group of any injury to an individual and/or
home (clients A and B), by not ensuring allegation of abuse/neglect. All
. . . . . assessments and medical care will be
implementation of its written policy and .
promptly documented in the
procedure to prevent alleged abuse and Individual’s permanent record.
neglect of clients. The facility neglected
to ensure clients A and B did not sustain D.  Behaviorist has been trained on
significant injuries (fractured foot and ens“f;ni behﬁ"lgral Ser"lcej.are
.. . . . provided at the home according to
Self_‘ l.n'] ury resulting in 21 Stlt?hes)' The each Individuals’ behavioral needs,
facility neglected to ensure client A and behaviorist will be signing in/out
received timely nursing services in regard of a log book at the home as
to assessing her injuries after alleged staff evidence of visits, training, etc.
physical abuse. The facility neglected to , )
. .. . E. A Director will thoroughly
conduct thorough investigations in regard . .
) train all new Program Director,
to abuse and/or neglect allegations. QDDP, and House Managers upon
employment on prompt notification
Please refer to W153: The Governing to the administrator of any allegation
Body neglected to exercise general and/or suspicion of abuse/neglect and
. . . .- on completing thorough and timely
operating direction over the facility by . L, .
] : investigations into any allegation of
not ensuring for 2 of 2 sampled clients abuse/neglect.
(clients A and B), to report allegations of
staff abuse/neglect immediately to the
administrator. ) .
A trained Area Director, Program
Director/QDDP, Nurse, and/or
Please refer to W154: The Governing Behaviorist, will be in the home each
Body neglected to exercise general day throughout the week, at various
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VRKQ11 Facility ID: Q12557 If continuation sheet Page 8 of 141
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operating direction over the facility for 2 and random times including shift
of 2 sampled clients (clients A and B), to changes and random overnight
. . . checks. These visits will be to
provide written evidence thorough .. ,
' o ) ensure all Individuals’ plans/protocol
investigations were conducted in regard and all Agency policy and
to alleged abuse and/or neglect. procedures are followed, to ensure
the health and safety of all
Please refer to W157: The Governing Individuals served, and to ensure
. Agency’s abuse/neglect Policy, and
Body neglected to exercise general . .
) ) ) . reporting Policy/Procedures are
operating direction of the facility for 2 of implemented at all times. These
2 sampled clients (clients A and B), to visits will ensure that behavioral
take sufficient/effective corrective services by the behaviorist are
measures in regard to prov1ded. a.t the home ac.cordlng to
. . each Individuals’ behavioral needs,
preventing/addressing alleged staff abuse . . .
that nursing services consistently
and neglect. provide prompt and thorough
assessments and appropriate medical
Please refer to W189: The Governing care in the event of any injury to an
Body neglected to exercise general individual and/or allegation (,)f
. . . . abuse/neglect, and ensure a timely
operating direction over the facility for 2 . L
] ) and thorough investigation is
of 2 sampled clients (clients A and B), to completed in regards to any
ensure all staff who worked with clients allegation of abuse or neglect.
A and B were sufficiently trained to
assure competence in regard to the
clients' behavioral needs/plans.
This federal tag relates to complaint
#IN000170468.
9-3-1(a) This monitoring and supervision will
continue until it is evident to each
Individual’s IDT, the Area Director,
and State Director that all Individuals
are free from
abuse/neglect/exploitation, that all
staff have demonstrated competency
in all Individuals’ Plans/Protocol and
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VRKQ11 Facility ID: Q12557 If continuation sheet Page 9 of 141
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in Agency reporting and
abuse/neglect/exploitation policies,
and all Individuals are demonstrating
that they are comfortable, and at
ease, in their home. When this has
been determined, the Area Director
will revise the monitoring schedule
as necessary to ensure sufficient
observations in order to continue the
continuity and effectiveness of this
plan.

A.  While monitoring the home,
Area Director, Program
Director/QDDP, Nurse, and/or
Behaviorist will provide ongoing
training and coaching to all staff
working in the home.

B. Program Director/QDDP,
Nurse, and/or Behaviorist will
promptly communicate any issues,
concerns, or signs of potential
abuse/neglect/exploitation, or
evidence of any anxiety or
allegations, expressed by the
Individuals served to Area Director.

C. The Area Director will
promptly notify Senior Director of
any issues that have been identified,
that have not been addressed by the
Individual’s IDT, or any other
significant issue that may negatively
affect the health and safety of the
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the facility failed to ensure the contracted
behaviorist provided sufficient staff
training and oversight to meet the
behavioral support needs of 2 of 2
sampled clients (clients A and B).

Findings include:

A review of the facility's records was
conducted on 5/21/15 at 2:30 P.M..
Review of the facility's Bureau of
Developmental Disabilities Services
(BDDS) reports, General Event
Reports/Internal Reports (GER/IR), Daily
Progress Notes and an investigation
record indicated:

1. -Investigation record dated
11/11/14-12/1/14 in regard to an incident

W 120 483.410(d)(3) SERVICES
PROVIDED WITH OUTSIDE
SOURCES

In conjunction with the Plan of
Corrections for all other citations in
this survey, Area Director (AD) will
review this Standard, and ensure
Agency’s abuse/neglect Policy is
implemented at all times, that
behavioral services by the
behaviorist are provided at the home
according to each Individuals’
behavioral needs, that nursing
services consistently provide prompt
and thorough assessments and
appropriate medical care in the event
of any injury to an individual and/or
allegation of abuse/neglect, and
ensure a timely and thorough
investigation is completed in regards
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Individuals served.
Will be completed by: 7/1/15
Persons Responsible: Area
Director, Program
Director/QDDP, Nurse, and
Behaviorist
W 0120 483.410(d)(3)
SERVICES PROVIDED WITH OUTSIDE
Bldg. 00 SOURCES
The facility must assure that outside
services meet the needs of each client.
Based on record review and interview, W 0120 07/01/2015
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that occurred on 11/10/14 involving to any allegation of abuse or neglect
client B indicated: "Nature of event through the following:
under investigation: Allegation that staff
[Staff #13] physically abused [client B]
by choking [client B]....Date/Time of A.  After investigation, it was
alleged incident: 11/10/14 during an determined that the QDDP, Nurse,
. and House Manager did not follow
evening at the group home....Dates of _
o Agency Policy and Procedure as
Investigation: o required by their job description
11/11/14-12/1/14....Investigation concerning an incident of alleged
completed by [Qualified Intellectual abuse, and were terminated from
Disabilities Professional employment accordingly.
(QIDP)]""ClalmS. al’.ld Responses: On B. All current and new staff will
11/11/14, [Behaviorist name], was pulled be retrained on the following:
to the side and told by [client B] that staff
[Staff #13] choked her. [Behaviorist] i Agency Policy and
then called [QIDP] and told her what was Péoce?“relcor;cerr;“?g N
. t tat
said. [Staff#13] then was called and ?n;ieigfag]::e:vi%m aton o
suspended pending an
investigation....Witness/Evidence: [Staff ii. Agency Policy and
#13] was interviewed on 11/17/14 and Procedure concerning Individual
denies choking the individual served Rights.
[client B]. [Staff #14] was 1nter.V1ewed i Agency Policy and
on 11/17/14 and states that he did not see Procedure concerning reporting of
[Staff #13] choke [client B]. His incidents.
statement does not match the allegation.
[Behaviorist] was interviewed on iv. Refresher training on
: each Individual’s BSP, including
11/18/14 and was told by [client B] that HRC approved/authorized physical
[Staff #13] choked her. [Lead name] intervention techniques.
stated she was told by [client B] that she
lied on [Staff #13]. [Client B] says [Staff C. Al nlurses hf;VF been tramei on
; tent t
#13] choked her for only a minute but f;;rtigeg azgg;:;ie:tlsgggmp an
that she don't (sic) think he meant to do appropriate medical care in the event
it. [QIDP] talked with [client B] on of any injury to an individual and/or
11/11/14 and [client B] told the QIDP allegation of abuse/neglect. All
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that the [Name] that works at her home in assessments and medical care will be
the evening is the [Name] that choked her promptly %Ocumemed in the
the day before not the one that works at Individual’s permanent record.
the boys (sic) home with the curly hair. D. Behaviorist has been trained on
The QIDP also talked with [client B] on ensuring behavioral services are
11/16/14 and was told by [client B] that provided at the home according to
'maybe [Staff #13] didn't do it' and that zizhblef:::::ﬁ;‘Swﬁflgivsll"giln‘;ejiut
'maybe I should get to know him before |
decide I don't like him." Findings of Fact: Z‘f,;;%: z(f)l;zti:sl?irziﬁfgset&
[Client B] was agitated on the night of
11/10/14. [Staff #13] was in the doorway E. . A Director will th‘?roughly
of [client B]'s room as witnessed by ggll;]l);u:;;V}I;ésial\ljlla]i:gee?soﬁpon
another staff. [Client B] was upset at her emplo}:mem on prampt notification
housemate. [Staff #17] told [Staff #13] to the administrator of any allegation
to leave the room because he was a and/or suspicion of abuse/neglect and
target. It took [Staff #17] a few seconds on completing thorough and timely
to leave from calming [client C] in her ;I;leit;f:gg: into any allegation of
room to get to [client B]'s room.
Conclusion Based on Facts: The
investigation is unsubstantiated due to the
fact that [client B] admitted to lying to A trained Area Director, Program
staff about the incident and staff [Staff E;f:\t,?i?s?az’l I\b?riiet’haens(/)?;e cach
#17] witnessing [client B] standing on day throughout the week, at various
the far side of her bedroom behind her and random times including shift
bed. Also [client B] indicating that the changes and random overnight
incident did not happen to the QIDP on checks. These visits will be to
11/16/14. Date investigation was ensure all Inleldugls’ plans/protocol
and all Agency policy and
completed: 12/1/14." Further review of procedures are followed, to ensure
the record failed to indicate the the health and safety of all
behaviorist retrained all staff at the group Individuals served, and to ensure
home on proper implementation of client Agency’s abuse/neglect Policy, and
B's BSP/Behavior Support Plan. Review ff;::;legnf:;;yglr (t)icni:zre;s:e
of the record failed to indicate the visits will ensure that behavioral
behaviorist revisited client B's BSP after services by the behaviorist are
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the documented incident. provided at the home according to
each Individuals’ behavioral needs,
that nursing services consistently
-BDDS report dated 5/23/ 15.:.Date of provide prompt and thorough
Knowledge: 5/24/15...Submitted Date: assessments and appropriate medical
5/25/15 involving client B indicated: care in the event of any injury to an
"On 5/23/15 at approximately 4:03 P.M., individual and/or allegation of
[client B] was sitting at the dining room abzs;/negle;t,. and :‘.nsi_re a timely
. . . an 0orou; mvestigation 18
table talking with her birth mother on the & &

. completed in regards to any
telephone. Staff observed her crying and allegation of abuse or neglect.
wiping the tears from her eyes. Later,
staff then heard the back door slam, and
staff ran down the hall, through the door
in the common area in the back and out
the door outside calling out to [client B].

[Client B] continued to run, and staff was
able to stop her at the fence. [Client B]
turned around and staff noticed a large . o L
This monitoring and supervision will
cut on he neck. Staff called to co-worker continue until it is evident to each
for assistance, applied pressure to the Individual’s IDT, the Area Director,
injury until EMT's (sic) (Emergency and State Director that all Individuals
Medical Technician), and coworker a]ge fre/:e fr<l)mt/ L
. apuse/neglect/exploitation, that a
call'ed 911, Area Plrector and nurse. The staff have demonstrated competency
police officer arrived first and asked in all Individuals’ Plans/Protocol and
[client B] what happened. [Client B] in Agency reporting and
went into details about the mom telling abuse/neglect/exploitation policies,
her that her sister ran away and was and all Individuals are demonstrating
laced back i f The offi that they are comfortable, and at
p ace. ac mt? oster care. ¢ othicer ease, in their home. When this has
explained to [client B] that there are other been determined, the Area Director
ways to deal with anger. [Client B] said will revise the monitoring schedule
she understood. Plan to Resolve: Staff as necessary to ensure sufficient
followed protocol, called 911, applied observations in order to continue the
f 4 and . f’ q ;1 continuity and effectiveness of this
irst .al and notified nurse an plan.
administrator. Staff stayed in contact
with the Nurse the whole duration of the
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incident. EMTs transported [client B] to
[Hospital] were (sic) she received 21 i' \S{hﬂet mo}?ltormg the home,
. .. réa birector, rrogram
stltch.es from [Ph}fs1c1an]. [Psych Director/QDDP, Nurse, and/or
Hospital] was notified by hospital Behaviorist will provide ongoing
personnel due to suicide attempt. [Psych training and coaching to all staff
hospital] arrived and stated said (sic) that working in the home.
they had no facility for [client B] and that
they told us this before and that her psych )
Doctor has a facility that he could admit B. Program Director/QDDP,
her to in Indianapolis. [Client B] Nurse, and/or Behaviorist will
received a tetanus shot and blood was promptly communicate any issues,
drawn (sic) the hospital served [client B] CONCETS, OF SIENS O_fp 9tennal
di The ER (E R abuse/neglect/exploitation, or
1nner. c (Emergency Room) evidence of any anxiety or
Doctor refused to release [client B] to go allegations, expressed by the
home because of the fact that it was Individuals served to Area Director.
attempted suicide at 2:00 A.M. on
5/24/15. [Hospital] admitted [client B] to -
the hospital. AD/QIDP talked with staff C. The Area Director will
on 5/25/15 and they stated they had been promptly notify Senior Director of
following protocol, and after the incident, any issues that have been identified,
they found a broken jar of Jalapeno's (sic) that have not been addressed by the
L. Individual’s IDT, or any other
outside in the back of the house. . . .
significant issue that may negatively
: '
AD/QIDP and [client B]'s IDT affect the health and safety of the
(Interdisciplinary Team) will evaluate Individuals served.
this incident and develop further
procedures to assist in ensuring [client
. .
B]'s health and safety at all times, before Wil be completed by: 7/1/15
she returns to her home. Staff will
continue to follow protocol and reporting Persons Responsible: Area
procedure." Further review of the record g'recmr; P]r)‘ﬁl';a'; 4
. o .. . irect , ,
failed to indicate the behaviorist retrained reetor Q frse, an
Behaviorist
all staff at the group home on proper
implementation of client B's BSP.
Review of the record failed to indicate
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the behaviorist revisited client B's BSP
after the documented incident.

2. -Investigation record dated
3/26/15-4/9/15 for an incident that
occurred on 3/23/15 involving client A
indicated: "Nature of event under
investigation: Allegation by [client A]
that [Staff #13] grabbed her toe and bent
it back. Dated/Time of alleged incident:
3/26/15 approximately 10:25
A.M....Persons involved: [Client A] and
[Staff #13]. Dates of Investigation:
3/26/15-4/9/15. Investigation completed
by [QIDP]....History/Background: [Staff
#13] is a Direct Support Professional
(DSP). He has worked in the home since
October 2014. [Staff#13] was
suspended on 11/11/14 for an allegation
of abuse that was not substantiated and
his employment was reinstated
12/3/14....Claims and Responses: This
investigation is being conducted due to a
report from [client A] to the QIDP on
3/27/15 that a staff [Staff #13] member
grabbed her toe on her left foot and bent
it back breaking her foot. The QIDP
notified [Area Director (AD)]. The staff
was suspended and an investigation of
the allegation was initiated.
Witnesses/Evidence: [Staff #20] stated
that she did not witness [Staff #13] bend
[client A]'s toe or touch her in any
inappropriate manner. She also stated in
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a written statement that [client A] was
kicking walls that day. [Staff #21] stated
that she did not see [Staff #13] touch
[client A]. [Staff#13] stated that he did
not harm the individual. [Client A]
stated that [Staff #13] grabbed her toe
and bent it back breaking it....There is no
mention of [client A] kicking a wall in
the original GER for the behavior but the
(sic) was a GER for the injury....The
doctor diagnosed her with having a
fractured foot not a broken toe. The
nurse was called between 7 P.M. and 8
P.M. on 3/23/15 by [Staff #13] to report
that [client A] was complaining of pain in
her foot. The nurse told staff that [client
A] could have some ibuprofen for pain
and to have ice put on her foot while its
(sic) kept elevated. The QIDP was called
on 3/23/15 by [Staff #21] to report that
[client A] was in an aggressive behavior
that morning a little after 7 A.M. and
again at around 8:20 A.M.. I asked staff
if she had been restrained but was told
that she had not. I then instructed them
to continue following her plan, remove
anything she could throw from the area
and to call me when it was over.
Findings of Fact: [Client A] was agitated
on 3/23/15. [Staff #20] and [Staff #13]
removed items from her room she could
harm herself with. [Client A]'s foot is
fractured....Conclusion Based on Facts:
[Staff #13] was not alone with the
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individual in her room without a second
staff being there. Recommendation: I
recommend [Staff #13] be reinstated due
to an unsubstantiated allegation. I
recommend all staff be retrained on
properly documenting incidents. Date
investigation was completed: 4/9/15."
Review of the record failed to indicate
the behaviorist retrained all staff in
regard to client A's BSP. The record
failed to indicate the behaviorist revisited
client A's BSP in regard to the
documented incident.

-BDDS report dated 3/26/15 involving
client A indicated: "On 3/26/15 [client
A] told the QIDP that a staff bent her toe
back breaking it after an incident in
which she was agitated. The individual
was seen by a doctor who told her to keep
her leg elevated. Staff was suspended
pending the out come of the
investigation. Incident Follow-Up
Report dated 4/10/15 indicated: "Was
further treatment needed for the fractured
foot? She is now wearing a boot
prescribed by her podiatrist. What part of
the foot is the fracture located? The front
of the left foot between the upper foot
and the toes. The result of the allegation
is unsubstantiated."

A review of client A's record was
conducted on 5/27/15 at 10:50 A.M..
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Review of the record indicated a most
current BSP dated 1/27/15. Review of
the record did not indicate the contracted
Behaviorist provided weekly behavior
services to client A at the group home.
The record did not indicate the
Behaviorist provided staff training and
guidance during incidents of physical
aggression, elopement and Self Injurious
Behavior (SIB). The record did not
indicate the behaviorist revisited client
A's 1/27/15 BSP after the documented
incident.

A review of client B's record was
conducted on 5/27/15 at 11:30 A.M..
Review of the record indicated a most
current BSP dated 4/7/14. Review of the
record did not indicate the contracted
Behaviorist provided weekly behavior
services to client B at the group home.
The record did not indicate the
Behaviorist provided staff training and
guidance during incidents of physical
aggression, elopement and Self Injurious
Behavior (SIB). The record did not
indicate the behaviorist revisited client
B's 4/7/14 BSP after the documented
incidents. Review of client B's
Behavioral Support Plan (BSP) dated
4/7/14 indicated:

"BEHAVIORS TO BE DECREASED
(CHALLENGING
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BEHAVIORS/PROBLEM
BEHAVIORS): Self Injurious Behavior
(SIB), Physical
Aggression...Elopement... Property
Destruction...Refusal:

Self-Injurious Behavior: Actions
performed by [client B] in which she uses
her body or a foreign object to inflict
harm on a part of her body causing some
damage to skin integrity, including cuts,
bruises, burns, scrapes or rashes. [Client
B] has a history of cutting her arms and
scratching her lower forearms and face to
the point of skin breakdown. [Client B]
has recently begun to kick and hit walls,
as well as banging her head on the wall
up to three times in rapid succession.

Elopement: Leaving the assigned area
without (1) notifying staff or responsible
person of her intention to leave
supervision prior to departing and/or (2)
leaving the assigned area or supervision
by staff after being declined permission
to leave the area by staff.

Proactive Strategies:

1. Per the request of residential staff,
[client B] will be searched for sharps
(specifically paperclips, staples and other
small sharp objects) upon arrival home
from any community outing. This
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strategy was discussed at a team meeting
and was proposed by residential staff and
management as a means of prompting
[client B] to identify when and if she
plans to harm after being in the
community, specifically after medical
appointments.

Re-Active Strategies:

...Staff should always be mindful of
observing [client B]'s affect for moods
that correlate with this target behavior....

Hierarchy of Physical Interaction of DCI
(crisis intervention) Techniques

Less Restrictive

Physical Redirection/Response
Blocking= to change course or direction
of momentum. Redirection techniques
are used to take advantage of a person's
momentum to redirect without holding on
to the person. Response blocking is the
physical intervention to stop a person's
momentum during events of physical
aggression without holding on to the
person.

Releasing=Gaining release from a
physical hold; this may involve briefly
holding to the hand or the wrist of the
person.
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Walking with or
accompanying/Escorting: Walking with
a person to give direction, guidance, and
protection from harm. Staff may use
light, occasional touch or may have to
use a support walk with their hand on the
upper shoulder and lower arm.

Restrictive physical interaction should
only be used for the protection from harm
and should be terminated as soon as the
need for protection is over.

Side Body Hug=Standing beside/slightly
behind the person holding one of the
arms against the person's body and yours,
hugging along the person's natural waist.
This may be combined with another staff
repeating this same hold on the other side
of the person should a one-person hold
prove to be ineffective.

More restrictive:

One arm Standing=Standing behind the
person, holding one arm of the person in
front of their body with both of your
hands, hugging around the natural
waistline from behind the person.

Two Person Hold= Standing behind the
person with hands in a 'c' formation at
wrist with opposite arm to individual and
arm closest to individual on the shoulder.
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Inner leg should be behind client next to
their inside foot for stability. Staff on
other side with the same stance, bend the
person over slightly for three count then
raise back up. If client drops to the floor
staff is to go with them while maintaining
client safety. During this procedure staff
should be giving short commands to calm
down, take a breath, you are safe; to the
individual." Client B's BSP did not
indicate staff should have "Taken down"
client B. Further review of the record
failed to indicate the contract behaviorist
provided behavior services weekly at the
group home for client B.

FOLLOW-UP:

All of [client B]'s caregivers should be
trained by his/her behavior consultant to
consistently implement her behavior
plan. After all staff are trained, [client
B]'s behavior should be monitored by her
behavior consultant on a weekly basis.
[Client B]'s individual support team (IST)
will review her BSP at least quarterly to
evaluate its appropriateness.” Review of
the record did not indicate the contracted
Behaviorist provided weekly behavior
services to client B at the group home.
The record did not indicate the
Behaviorist provided staff training and
guidance during incidents of physical
aggression, elopement and Self Injurious
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Behavior (SIB). The record did not
indicate the behaviorist retrained staff
after each incident and did not indicate
the client's BSP was revisited after the
incidents.

An interview with Direct Support
Professional (DSP) #1 was conducted on
5/29/15 at 1:30 P.M.. DSP #1 indicated
she had not been trained on clients A and
B's BSPs by the behaviorist. DSP #1
indicated she has many questions and is
confused in regard to how to implement
the clients' BSPs because she gets
different information from different
people. DSP #1 indicated when she
asked the behaviorist how to address
clients A and B's identified needs, the
behaviorist informed her to ignore the
clients behavior and give them space.

An interview with the Area Director
(AD) was conducted on 5/29/15 at 4:15
P.M.. The AD indicated the contract
Behaviorist should be at the group home
at least 10 hours per week. When asked
for documentation to indicate when the
behaviorist went to the group home
weekly, the AD indicated there was no
documentation at the facility to indicate
the facility kept track of when the
contract behaviorist provided services at
the group home on a weekly basis. The
AD further indicated the facility should
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have written documentation to indicate
when the contract behaviorist provided
contracted services to the clients and staff
at the group home.

A review of the contract Behaviorist
contract dated 12/16/13 was conducted
on 5/27/15 at 6:00 P.M.. Review of the
contract indicated in part, but was not

limited to: "...Time Devoted by
Behavioral Consultant. It is anticipated
the behavioral consultant will spend
approximately 40-45 hours per month in
each ESN (extensive support needs)
home for a total of 80-90 hours per
month in fulfilling its obligation under
this contract. The particular amount of
time may vary from day to day or week to
week with the exception being the
behavior consultant will spend 10 hours
of direct observation in each home
weekly. However, the behavior
consultant shall devote a minimum of 40
hours per month per home to its duties in
accordance with this agreement....Review
services: The Behavioral Consultant will
perform reviews of Behavioral Support
Plans...The review will be completed as
each document is written/rewritten for
each consumer, generally upon
admission, annually, and as new
behavioral needs emerge...."

This federal tag relates to complaint
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#IN000170468.
9-3-1(a)
W 0122 483.420
CLIENT PROTECTIONS
Bldg. 00 | The facility must ensure that specific client
protections requirements are met.
Based on record review and interview, W 0122 07/01/2015
the facility failed to meet the Condition W 122 483.420 CLIENT
C . . . PROTECTIONS
of Participation: Client Protections for 2
of 2 sampled clients (clients A and B).
The facility neglected to implement its
written policy and procedure to prevent In conjunction with the Plan of
. Corrections for all other citations in
alleged abuse and/or neglect of clients A ) : .
. o this survey, Area Director (AD) will
and B, which resulted in significant review this CONDITION, and ensure
injuries (fractured foot and a self injury Agency’s abuse/neglect Policy and
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resulting in 21 stitches). Procedure is implemented at all
times, to prevent staff physical abuse
.. . . and neglect of Individuals served,
Findings include: that behavioral services by the
behaviorist are provided at the home
1. Please refer to W149: The facility according to each Individuals’
neglected for 2 of 2 sampled clients behavioral needs, that nursing
(clients A and B), to implement its Segi;es CO“EIStently prot“de é)mmpt
. . an 0orou; assessments an
written policy and procedure to prevent appropriategme dical care in the event
alleged neglect and/or abuse of a client. of any injury to an individual and/or
The facility neglected to ensure client A allegation of abuse/neglect, and
was not neglected by staff. The facility ensure a timely and thorough
neglected to ensure client A received investigation is completed in regards
timelv nursing services in reard to to any allegation of abuse or neglect
y u g g o through the following:
conducting an assessment of injuries after
staff alleged physical abuse.
2. Please refer to W153: The facility ?étenﬁizzlglzt:iﬁagggg ‘gisrse
neglected for 1 of 2 sampled clients and House Manager did not follow
(client A), to report an allegation of staff Agency Policy and Procedure as
abuse/neglect immediately to the required by their job description
administrator. concerning an incident of alleged
abuse, and were terminated from
. employment accordingly.
3. Please refer to W154: The facility
neglected for 2 of 2 sampled clients B.  All current and new staff will
(clients A and B), to provide written be retrained on the following:
evidence thorough investigations were _ A Poli q
. . 1. cnc Ol1Cy an
conducted in regard to alleged physical p geney Y
rocedure concerning
abuse and/or neglect. abuse/neglect/exploitation of
Individuals served.
4. Please refer to W156: The facility B .
neglected to report the results of 3 of 3 ;' q Ager%cy I;Ojlfc},’dan?
. . . . . rocedaure concerning individua
reviewed investigations of allegations of Rights £
staff abuse and Self Injurious Behaviors
(SIB) resulting in significant injury (21 iii. Agency Policy and
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stitches), involving 2 of 2 sampled clients Procedure concerning reporting of
(clients A and B), to the administrator incidents.
within five business days. v Refresher training on
each Individual’s BSP, including
5: Please refer to W157: The facility HRC approved/authorized physical
neglected for 2 of 2 sampled clients intervention techniques.
(clients A and B), to take _
i | . . C. All nurses have been trained on
sufficient/effective corrective measures in consistently providing prompt and
regard to addressing alleged staff neglect thorough assessments and
of clients which resulted in Self Injurious appropriate medical care in the event
Behavior (SIB) with injury. of any injury to an individual and/or
allegation of abuse/neglect. All
. . assessments and medical care will be
This federal tag relates to complaint promptly documented in the
#IN000170468. Individual’s permanent record.
9-3-2(a) D. Behaviorist has been trained on
ensuring behavioral services are
provided at the home according to
each Individuals’ behavioral needs,
and behaviorist will be signing in/out
of a log book at the home as
evidence of visits, training, etc.
E. A Director will thoroughly
train all new Program Director,
QDDP, and House Managers upon
employment on prompt notification
to the administrator of any allegation
and/or suspicion of abuse/neglect and
on completing thorough and timely
investigations into any allegation of
abuse/neglect.
A trained Area Director, Program
Director/QDDP, Nurse, and/or
Behaviorist, will be in the home each
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day throughout the week, at various
and random times including shift
changes and random overnight
checks. These visits will be to
ensure all Individuals’ plans/protocol
and all Agency policy and
procedures are followed, to ensure
the health and safety of all
Individuals served, and to ensure
Agency’s abuse/neglect Policy, and
reporting Policy/Procedures are
implemented at all times. These
visits will ensure that behavioral
services by the behaviorist are
provided at the home according to
each Individuals’ behavioral needs,
that nursing services consistently
provide prompt and thorough
assessments and appropriate medical
care in the event of any injury to an
individual and/or allegation of
abuse/neglect, and ensure a timely
and thorough investigation is
completed in regards to any
allegation of abuse or neglect.

This monitoring and supervision will
continue until it is evident to each
Individual’s IDT, the Area Director,
and State Director that all Individuals
are free from
abuse/neglect/exploitation, that all
staff have demonstrated competency
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in all Individuals’ Plans/Protocol and
in Agency reporting and
abuse/neglect/exploitation policies,
and all Individuals are demonstrating
that they are comfortable, and at
ease, in their home. When this has
been determined, the Area Director
will revise the monitoring schedule
as necessary to ensure sufficient
observations in order to continue the
continuity and effectiveness of this
plan.

A.  While monitoring the home,
Area Director, Program
Director/QDDP, Nurse, and/or
Behaviorist will provide ongoing
training and coaching to all staff
working in the home.

B.  Program Director/QDDP,
Nurse, and/or Behaviorist will
promptly communicate any issues,
concerns, or signs of potential
abuse/neglect/exploitation, or
evidence of any anxiety or
allegations, expressed by the
Individuals served to Area Director.

C. The Area Director will
promptly notify Senior Director of
any issues that have been identified,
that have not been addressed by the
Individual’s IDT, or any other
significant issue that may negatively
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affect the health and safety of the
Individuals served.
Will be completed by: 7/1/15
Persons Responsible: Area
Director, Program
Director/QDDP, Nurse, and
Behaviorist
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 record review and interview, W 0149 07/01/2015
the facility neglected for 2 of 2 sampled W 149 483.420(d)(1) STAFF
. . . . TREATMENT OF CLIENTS
clients (clients A and B), to implement its
written policy and procedure to prevent
alleged abuse and neglect of clients. The
facility neglected to ensure clients A and In conjunction with the Plan of
B were sufficiently monitored by staff Corrections for all other citations in
. . y . . .y . this survey, Area Director (AD) will
which resulted in significant injuries review this Standard, and ensure
(fractured foot and self injury resulting in Agency’s abuse/neglect Policy and
21 stitches). The facility neglected to Procedure is implemented at all
ensure client A received timely medical times, to prevent staff physical abuse
ttention and nursin ; in recard t and neglect of Individuals served,
ate O a u S ) g setv c.es ) cgard to that behavioral services by the
assessing her injuries resulting in a behaviorist are provided at the home
fractured foot. The facility neglected to according to each Individuals’
prevent client B from elopement which behavioral needs, that nursing
led to her incarceration. The facility services consistently provide prompt
and thorough assessments and
neglected to conduct thorough . . .
) T ] . appropriate medical care in the event
investigations in regard to allegations of of any injury to an individual and/or
staff abuse and neglect. allegation of abuse/neglect, and
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ensure a timely and thorough
Findings include: investigation is completed in regards
to any allegation of abuse or neglect
through the following:
A review of the facility's records was
conducted on 5/21/15 at 2:30 P.M..
Review of the facility's Bureau of . o
Developmental Disabilities Services A. A_ﬁer investigation, 1t was
determined that the QDDP, Nurse,
(BDDS) reports, General Event and House Manager did not follow
Reports/Internal Reports (GER/IR), Daily Agency Policy and Procedure as
Progress Notes and an investigation required by their job description
record indicated: concerning an incident of alleged
abuse, and were terminated from
1. -Investigation record dated employment accordingly-
11/11/14-12/1/14 in regard to an incident B.  All current and new staff will
that occurred on 11/10/14 involving be retrained on the following:
client B indicated: "Nature of event _ .
under investigation: Allegation that staff ;)' Age?cy Policy and
rocedure concerning
[Staff #13] physically abused [client B] abuse/neglect/exploitation of
by choking [client B]....Date/Time of Individuals served.
alleged incident: 11/10/14 during an
evening at the group home....Dates of 1. Agency Policy and
.. Procedure concerning Individual
Investigation: Rights.
11/11/14-12/1/14....Investigation
completed by [Qualified Intellectual iii. Agency Policy and
Disabilities Professional Procedure concerning reporting of
(QIDP)]....Claims and Responses: On incidents.
11/11/14, [Behaviorist name], was pulled i, Refresher training on
to the side and told by [client B] that staff cach Individual’s BSP, including
[Staff #13] choked her. [Behaviorist] HRC approved/authorized physical
then called [QIDP] and told her what was intervention techniques.
said. [Staff #13] then was called and C. All nurses have been trained on
suspended pending an consistently providing prompt and
investigation.... Witness/Evidence: [Staff thorough assessments and
#13] was interviewed on 11/17/14 and appropriate medical care in the event
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denies choking the individual served of any injury to an individual and/or
[client B]. [Staff #14] was interviewed allegation of ab:llse/ I:i?gl‘;Ct‘ All.n .
. t
on 11/17/14 and states that he did not see ASSCSSTHEN'S A medical eate Witk be
] ] promptly documented in the
[Staff #13] choke [client B]. His Individual’s permanent record.
statement does not match the allegation.
[Behaviorist] was interviewed on D.  Behaviorist has been trained on
11/18/14 and was told by [client B] that ensurin beuvioral services are
provided at the home according to
[Staff #13] choked her. [Lead S.taff each Individuals’ behavioral needs,
name] stated she was told by [client B] and behaviorist will be signing in/out
that she lied on [Staff #13]. [Client B] of a log book at the home as
says [Staff #13] choked her for only a evidence of visits, training, etc.
minute but that she don't (sic) think he
. (sic) . E. A Director will thoroughly
meant to do it. [QIDP] talked with train all new Program Director,
[client B] on 11/11/14 and [client B] told QDDP, and House Managers upon
the QIDP that the [Male Group Home employment on prompt notification
Staff Name] that works at her home in to the administrator of any allegation
the evening is the [Staff #13] that choked and/or suspieion of abuse/neg.l ect and
on completing thorough and timely
her the day before not the one that works investigations into any allegation of
at the boys (sic) home with the curly hair. abuse/neglect.
The QIDP also talked with [client B] on
11/16/14 and was told by [client B] that
1 T ' 14!
maybe [Staff #13] didn't do it ' and that A trained Area Director, Program
'maybe I should get to know him before I Director/QDDP, Nurse, and/or
decide I don't like him." Findings of Fact: Behaviorist, will be in the home each
[Client B] was agitated on the night of day throughout the week, at various
11/10/14. [Staff #13] was in the doorway and random times including shift
flelient B it ab changes and random overnight
of [client BJ's room as winessed by checks. These visits will be to
another staff. [Client B] was upset at her ensure all Individuals’ plans/protocol
housemate. [Staff#17] told [Staff #13] and all Agency policy and
to leave the room because he was a procedures are followed, to ensure
target. It took [Staff #17] a few seconds the health and safety of all
to1 f Imi lient Clin h Individuals served, and to ensure
0 leave Irom ca r.mng [client C] in her Agency’s abuse/neglect Policy, and
room to get to [client B]'s room. reporting Policy/Procedures are
Conclusion Based on Facts: The implemented at all times. These
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investigation is unsubstantiated due to the visits will ensure that behavioral
fact that [client B] admitted to lying to Seerf’;Sdby tille Eeha“"mt Zfe
. rovided at the home according to
staff about the incident and staff [Staff P . , . &
: ) i ) each Individuals’ behavioral needs,
#17] witnessing [client B] standing on that nursing services consistently
the far side of her bedroom behind her provide prompt and thorough
bed. Also [client B] indicating that the assessments and appropriate medical
incident did not happen to the QIDP on care in the event of any injury to an
. . individual and/or allegation of
11/16/14. Date investigation was .
: ) abuse/neglect, and ensure a timely
completed: 12/1/14." Review of this and thorough investigation is
record failed to indicate all staff who completed in regards to any
Worked at the group home were allegation of abuse or neglect.
interviewed. Review of the record failed
to indicate all clients who reside at the
group home were interviewed. Review
of the record failed to indicate this
incident of alleged staff abuse was
immediately reported to the
administrator. Review of this record
failed to indicate this investigation of This monitoring and supervision will
alleged staff abuse was concluded, and continue until it is evident to each
the findings were reported to the Individual’s IDT, the Area Director,
.. . . and State Director that all Individuals
administrator within 5 business days.
) ] o are free from
Review of the record failed to indicate all abuse/neglect/exploitation, that all
staff who worked at the group home were staff have demonstrated competency
retrained on the clients' plans. Review of in all Individuals” Plans/Protocol and
this record failed to indicate the facility in Agency reportmg. anfi o
ol abuse/neglect/exploitation policies,
put measures in place to prevent and all Individuals are demonstrating
recurrence. that they are comfortable, and at
ease, in their home. When this has
-BDDS report dated 5/11/15 involving been determined, the Area Director
client B indicated: "On 5/11/15 at will revise the monitoring schedule
. : . as necessary to ensure sufficient
app rox¥mately 6:30 P.M. [client B] had observations in order to continue the
just finished eating dinner. House mate continuity and effectiveness of this
asked staff could she talk to her. Staff plan.
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went and sat with other house mate to see
what she wanted. [Client B] then went
outside. She was in the line of sight. A, While monitoring the home,
Staff let her stay out there for 3-5 minutes Area Director, Program
before going to talk to her. When Director/QDDP, Nurse, and/or
housemate talked to her she said she Beh§Vi°riSt will Pr?Vide ongoing
didn't want to come back into the house. training %nd coaching to all staff
i . working in the home.
When staff tried to talk to [client B], she
was verbally aggressive. Staff then i
redirected [client B] and asked her did
she want to get her jello. [Client B] then E’ Prog;;‘ml];‘}rle“f)r/ QDfo
. o t
stated that she didn't want to be in this Hrse, andior BERavIorist wi
promptly communicate any issues,
house any more because her house mate concerns, or signs of potential
gets away with everything. This is when abuse/neglect/exploitation, or
[client B] took off from staff. Staff evidence of any anxiety or
yelled for other staff to come so that they allegations, expressed by the
. Individuals served to Area Director.
could prevent her from leaving. She
made it out of the sub-division. Staff )
followed her on foot, and other staff was
driving behind us. [Client B] was C.  The Area Director will
picking up sticks and rocks a long (sic) pron,lptly notify Senior Dl,recw,r of
h h . h ffon f any issues that have been identified,
the way throwing them at staft on foot that have not been addressed by the
and the van. AD coached staff and staff Individual’s IDT, or any other
followed her behavior protocol and significant issue that may negatively
followed her to ensure her health and affect the health and safety of the
safety. [Client B] never got close to the Individuals served.
neighbor or her property. She was being
verbally and physically aggressive
towards staff. At one point, [client B] Will be completed by: 7/1/15
picked up landscaping stone and threw it
. . . Persons Responsible: Area
at the van, shattering the windshield. Director, Program
[Client B] refused to go back to the Director/QDDP, Nurse, and
home, continued walking and ended up Behaviorist
walking along a highway. Since it was
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becoming dark, and she was walking
along a busy highway, to ensure her
health and safety, the AD instructed staff
to call the police for assistance. Before
the police arrived, staff tried talking to
[client B] again, telling her that she
needed to calm down so that we can talk
about what's going on and that they
needed to get back to the house. She
started yelling and saying that she hates
this house and she doesn't want to go
back. When the police arrived, they
asked [client B] what was the problem,
and she began being aggressive. They
told her if she calms down she can go
back to the house. When staff was
explaining to her the same thing, she
charged towards staff and that is when
the police grabbed her and handcuffed
her. While she was in handcuffs, the
police officers were still trying to calm
her down but she wasn't calming down,
she charged at staff again, and that is
when they put her in the car and stated
they were taking her to jail. While in the
car, [client B] was banging her head on
the door. Plan to Resolve: Staff
followed [client's HRC (Human Rights
Committee) approved BSP protocol,
followed her, ensured her health and
safety, and reported the incident to the
supervisor. Area Director (AD)
maintained frequent phone contact with
staff and provided support. [Client B]'s
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nurse provided the jail with all
information needed. The jail was
contacted today, 5/15/15 at 2:20 P.M.,
and we were informed she had not yet
been processed and we should try again
tomorrow. Facility will contact the jail
tomorrow to obtain her hearing date, bail
amount, charges, etc. The facility will
bail [client B] out as soon as possible and
QIDP will update when further info is
obtained. Staff will continue to follow
protocol and [client B]'s IDT
(Interdisciplinary Team) will continue to
review her BSP and revise as necessary
to best assist her in controlling her
aggressive behavior....[Client B] was
released from jail on the afternoon of
5/14/15 (sic)...." Review of the record did
not indicate staff attempted to physically
escort her back to the home or implement
an approved DCI (crisis intervention)
technique as written in her 4/7/14
Behavior Support Plan.

-BDDS report dated 5/23/15...Date of
Knowledge: 5/24/15...Submitted Date:
5/25/15 involving client B indicated:
"On 5/23/15 at approximately 4:03 P.M.,
[client B] was sitting at the dining room
table talking with her birth mother on the
telephone. Staff observed her crying and
wiping the tears from her eyes. Later,
staff then heard the back door slam, and
staff ran down the hall, through the door
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in the common area in the back and out
the door outside calling out to [client B].
[Client B] continued to run, and staff was
able to stop her at the fence. [Client B]
turned around and staff noticed a large
cut on her neck. Staff called to
co-worker for assistance, applied pressure
to the injury until EMT's (sic)
(Emergency Medical Technician), and
coworker called 911, Area Director and
nurse. The police officer arrived first and
asked [client B] what happened. [Client
B] went into details about the mom
telling her that her sister ran away and
was placed back into foster care. The
officer explained to [client B] that there
are other ways to deal with anger. [Client
B] said she understood. Plan to Resolve:
Staff followed protocol, called 911,
applied first aid and notified nurse and
administrator. Staff stayed in contact
with the Nurse the whole duration of the
incident. EMTs transported [client B] to
[Hospital] were (sic) she received 21
stitches from [Physician]. [Psych
Hospital] was notified by hospital
personnel due to suicide attempt. [Psych
hospital] arrived and stated said (sic) that
they had no facility for [client B] and that
they told us this before and that her psych
Doctor has a facility that he could admit
her to in Indianapolis. [Client B]
received a tetanus shot and blood was
drawn (sic) the hospital served [client B]
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dinner. The ER (Emergency Room)
Doctor refused to release [client B] to go
home because of the fact that it was
attempted suicide at 2:00 A.M. on
5/24/15. [Hospital] admitted [client B] to
the hospital. AD/QIDP talked with staff
on 5/25/15 and they stated they had been
following protocol, and after the incident,
they found a broken jar of Jalapeno's (sic)
outside in the back of the house.
AD/QIDP and [client B]'s IDT
(Interdisciplinary Team) will evaluate
this incident and develop further
procedures to assist in ensuring [client
B]'s health and safety at all times, before
she returns to her home. Staff will
continue to follow protocol and reporting
procedure."

A review of client B's record was
conducted on 5/27/15 at 11:30 A.M..
Review of client B's Behavioral Support
Plan (BSP) dated 4/7/14 indicated:

"BEHAVIORS TO BE DECREASED
(CHALLENGING
BEHAVIORS/PROBLEM
BEHAVIORS): Self Injurious Behavior
(SIB), Physical
Aggression...Elopement...Property
Destruction...Refusal:

Self-Injurious Behavior: Actions
performed by [client B] in which she uses
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her body or a foreign object to inflict
harm on a part of her body causing some
damage to skin integrity, including cuts,
bruises, burns, scrapes or rashes. [Client
B] has a history of cutting her arms and
scratching her lower forearms and face to
the point of skin breakdown. [Client B]
has recently begun to kick and hit walls,
as well as banging her head on the wall
up to three times in rapid succession.

Elopement: Leaving the assigned area
without (1) notifying staff or responsible
person of her intention to leave
supervision prior to departing and/or (2)
leaving the assigned area or supervision
by staff after being declined permission
to leave the area by staff.

3. Elopement: Intervention Steps: ...If
[client B] is showing signs of physical or
verbal aggression of agitation and
redirection is not working, staff will
attempt to physically escort her back to
the home or implement an approved DCI
technique if an escort if (sic) not possible.
As a last resort, staff should implement
an approved DCI technique if an escort if
(sic) not possible and safety becomes a
concern. Agitation is described as
yelling, crying, screaming, talking as if
she is upset about something or someone.

Proactive Strategies:
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1. Per the request of residential staff,
[client B] will be searched for sharps
(specifically paperclips, staples and other
small sharp objects) upon arrival home
from any community outing. This
strategy was discussed at a team meeting
and was proposed by residential staff and
management as a means of prompting
[client B] to identify when and if she
plans to harm after being in the
community, specifically after medical
appointments.

Re-Active Strategies:

...Staff should always be mindful of
observing [client B]'s affect for moods
that correlate with this target behavior....

BEHAVIORS TO BE DECREASED
(CHALLENGING
BEHAVIORS/PROBLEM
BEHAVIORS: Self Injurious Behavior
(SIB), Physical
Aggression...Elopement...Property
Destruction...Refusal...Hierarchy of
Physical Interaction of DCI (crisis
intervention) Techniques:

Hierarchy of Physical Interaction of DCI
(crisis intervention) Techniques

Less Restrictive
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Physical Redirection/Response
Blocking= to change course or direction
of momentum. Redirection techniques
are used to take advantage of a person's
momentum to redirect without holding on
to the person. Response blocking is the
physical intervention to stop a person's
momentum during events of physical
aggression without holding on to the
person.

Releasing=Gaining release from a
physical hold; this may involve briefly
holding to the hand or the wrist of the
person.

Walking with or
accompanying/Escorting: Walking with
a person to give direction, guidance, and
protection from harm. Staff may use
light, occasional touch or may have to
use a support walk with their hand on the
upper shoulder and lower arm.

Restrictive physical interaction should
only be used for the protection from harm
and should be terminated as soon as the
need for protection is over.

Side Body Hug=Standing beside/slightly
behind the person holding one of the
arms against the person's body and yours,
hugging along the person's natural waist.
This may be combined with another staff
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repeating this same hold on the other side
of the person should a one-person hold
prove to be ineffective.

More restrictive:

One arm Standing=Standing behind the
person, holding one arm of the person in
front of their body with both of your
hands, hugging around the natural
waistline from behind the person.

Two Person Hold= Standing behind the
person with hands in a 'c' formation at
wrist with opposite arm to individual and
arm closest to individual on the shoulder.
Inner leg should be behind client next to
their inside foot for stability. Staff on
other side with the same stance, bend the
person over slightly for three count then
raise back up. If client drops to the floor
staff is to go with them while maintaining
client safety. During this procedure staff
should be giving short commands to calm
down, take a breath, you are safe; to the
individual."

FOLLOW-UP:

"All of [client B]'s caregivers should be
trained by his/her behavior consultant to
consistently implement her behavior
plan. After all staff are trained, [client
B]'s behavior should be monitored by her

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

VRKQ11  Facility ID:

012557 If continuation sheet

Page 43 of 141




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

PRINTED: 07/10/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G791

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
06/01/2015

NAME OF PROVIDER OR SUPPLIER

DUNGARVIN INDIANA LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
474 WHITEWOOD DR
VALPARAISO, IN 46385

(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

behavior consultant on a weekly basis.
[Client B]'s individual support team (IST)
will review her BSP at least quarterly to
evaluate its appropriateness.” Review of
the record did not indicate the contracted
Behaviorist provided weekly behavior
services to client B at the group home.
The record did not indicate the
Behaviorist provided staff training and
guidance during incidents of physical
aggression, elopement and Self Injurious
Behavior (SIB). The record did not
indicate the behaviorist revisited the BSP
after the documented incidents.

A review of the facility's records was
conducted on 5/29/15 at 3:00 P.M..
Review of the group home staff "House
Sweeps" logs in which staff documented
room sweeps were to be conducted daily
on every staff scheduled working shift
dated 4/29/15 to 5/29/15 indicated no
room sweeps were conducted on:

5/4/15 for the 3P.M. to 11P.M. shift,
5/5/15 for the 3P.M. to 11 P.M. shift,
5/10/15 for the 11 P.M. to 7 A.M. shift,
5/18/15 for the 11 P.M. to 7 A.M. shift,
5/25/15 for the 11 P.M. to 7 A.M. shift,
5/27/15 for the 11 P.M. to 7 A.M. shift,
and 5/28/15 for the 11 P.M. to 7 A.M.
shift.

Review of the "Room Sweeps" for client
B's bedroom dated 5/16/15 to 5/29/15
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indicated no bedroom sweeps were
conducted on:

5/17/15 for the 11 P.M. to 7 A.M. shift,
5/19/15 for the 11 P.M. to 7 A.M. shift,
No sweeps were conducted for any shift
on 5/24/15, 5/25/15 for the 11 P.M. to 7
A M. shift,

5/26/15 for the 11 P.M. to 7 A.M. shift,
5/27/15 for the 11 P.M. to 7 A.M. shift,
and 5/28/15 for the 11 P.M. to 7 A.M.
shift. No documentation was submitted
for review to indicate the facility ensured
home and bedroom searches for sharps
were conducted on each shift daily by
group home staff.

2. -Investigation record dated
3/26/15-4/9/15 for an incident that
occurred on 3/23/15 involving client A
indicated: "Nature of event under
investigation: Allegation by [client A]
that [Staff #13] grabbed her toe and bent
it back. Dated/Time of alleged incident:
3/26/15 approximately 10:25
A.M....Persons involved: [Client A] and
[Staff #13]. Dates of Investigation:
3/26/15-4/9/15. Investigation completed
by [QIDP]....History/Background: [Staff
#13] is a Direct Support Professional
(DSP). He has worked in the home since
October 2014. [Staff #13] was
suspended on 11/11/14 for an allegation
of abuse that was not substantiated and
his employment was reinstated
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12/3/14....Claims and Responses: This
investigation is being conducted due to a
report from [client A] to the QIDP on
3/27/15 that a staff [Staff #13] member
grabbed her toe on her left foot and bent
it back breaking her foot. The QIDP
notified [Area Director (AD)]. The staff
was suspended and an investigation of
the allegation was initiated.
Witnesses/Evidence: [Staff #20] stated
that she did not witness [Staff #13] bend
[client A]'s toe or touch her in any
inappropriate manner. She also stated in
a written statement that [client A] was
kicking walls that day. [Staff #21] stated
that she did not see [Staff #13] touch
[client A]. [Staff #13] stated that he did
not harm the individual. [Client A]
stated that [Staff #13] grabbed her toe
and bent it back breaking it....There is no
mention of [client A] kicking a wall in
the original GER for the behavior but
there was a GER for the injury....The
doctor diagnosed her with having a
fractured foot not a broken toe. The
nurse was called between 7 P.M. and 8
P.M. on 3/23/15 by [Staff #13] to report
that [client A] was complaining of pain in
her foot. The nurse told staff that [client
A] could have some ibuprofen for pain
and to have ice put on her foot while its
(sic) kept elevated. The QIDP was called
on 3/23/15 by [Staff #21] to report that
[client A] was in an aggressive behavior
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that morning a little after 7 A.M. and
again at around 8:20 A.M.. I asked staff
if she had been restrained but was told
that she had not. I then instructed them
to continue following her plan, remove
anything she could throw from the area
and to call me when it was over.
Findings of Fact: [Client A] was agitated
on 3/23/15. [Staff #20] and [Staff #13]
removed items from her room she could
harm herself with. [Client A]'s foot is
fractured....Conclusion Based on Facts:
[Staff #13] was not alone with the
individual in her room without a second
staff being there. Recommendation: I
recommend [Staff #13] be reinstated due
to an unsubstantiated allegation. I
recommend all staff be retrained on
properly documenting incidents. Date
investigation was completed: 4/9/15."
Review of the record failed to indicate all
staff who worked at the group home were
interviewed. Review of the record failed
to indicate all clients who reside at the
group home were interviewed. Review
of the record failed to indicate the
facility's nursing services assessed client
A's foot after being notified of her
complaining of pain on 3/23/15. The
report failed to indicate the facility
sought timely medical attention of client
A's foot injury. The record failed to
indicate the facility put measures in place
to prevent reoccurrence. The record
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failed to indicate all staff who worked at
the group home were retrained in regard
to implementing client A's BSP. The
record failed to indicate the administrator
was notified of the findings of the
investigation within 5 business days.
Review of the record failed to indicate
staff documented client A's SIB.

-BDDS report dated 3/26/15 involving
client A indicated: "On 3/26/15 [client
A] told the QIDP that a staff bent her toe
back breaking it after an incident in
which she was agitated. The individual
was seen by a doctor who told her to keep
her leg elevated. Staff was suspended
pending the out come (sic) of the
investigation. Incident Follow-Up
Report dated 4/10/15 indicated: "Was
further treatment needed for the fractured
foot? She is now wearing a boot
prescribed by her podiatrist. What part of
the foot is the fracture located? The front
of the left foot between the upper foot
and the toes. The result of the allegation
is unsubstantiated."

A review of client A's record was
conducted on 5/28/15 at 12:30 P.M..
Review of client A's record indicated a
"Medical Visit Summary" dated 3/24/15:
"Reason for Visit: Foot injury. Possible
foot fracture, sent for x-ray. 3/25/15:
X-ray showed foot fracture, referring to
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Podiatry and ordering a boot to use."
Further review failed to indicate the
facility's nursing services assessed client
A's foot after being notified of her
complaining of pain on 3/23/15. Review
of the record indicated the facility did not
take client A for medical attention on
3/23/15. Review of the GER dated
3/23/15 indicated client A complained of
foot pain.

An interview with client A was
conducted on 5/29/15 at 1:50 P.M. Client
A was asked if she could tell this
surveyor what happened during the
documented incident on 3/23/15. Client
A stated: "[Direct Support Professional
(DSP) #13] grabbed my toes and bent
them back and broke my toe." When
asked if she could show me what
happened, client A nodded her head
indicating "yes" and grabbed her four
fingers on her right hand, with her left
hand, and pulled them backwards. When
asked if there was any other staff present
when the incident happened, client A
shook her head indicating "no." When
asked if she kicked her bedroom walls,
client A shook her head indicating "no."
When asked when her foot began to hurt,
client A stated: "The same day." When
asked if she told staff her foot hurt, client
A nodded her head indicating "yes."
When asked did she go to the doctor the
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same day, client A shook her head
indicating "no."

A review of the facility's "Policy and
Procedure Concerning Abuse, Neglect
and Exploitation," dated 2/27/14 was
conducted at the facility's administrative
office on 5/27/15 at 6:30 P.M. and
indicated, in part, the following:
"Dungarvin believes that each individual
has the right to be free from mental,
emotional and physical abuse in his/her
daily life....Abuse, neglect or exploitation
of the individuals' (sic) served is strictly
prohibited in any Dungarvin service
delivery setting....Physical abuse is
defined as any act which constitutes a
violation of the assault, prostitution or
criminal sexual conduct statutes
including intentionally touching another
person in a rude, insolent or angry
manner, willful infliction of injury,
unauthorized restraint/confinement
resulting from physical or chemical
intervention....Emotional/verbal abuse is
defined as non-therapeutic conduct which
produces or could reasonably be expected
to produce pain or injury and is not
accidental, or any repeated conduct which
produces or could reasonably be expected
to produce mental or emotional distress,
including communicating with words or
actions in a individual's presence with
intent to cause fear of retaliation, fear of
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confinement or restraint, cause an
individual to experience emotional
humiliation or distress...Neglect is
defined as failure to provide appropriate
care, supervision, or training, failure to
provide food and medical services as
needed, failure to provide a safe, clean
and sanitary environment and failure to
provide medical supplies/safety
equipment as indicated in the individual's
Individual Support Plan (ISP)....The
Supervisor, or Program
Coordinator/Senior Director, or his/her
delegate will conduct a thorough
investigation of the reported incident.
The investigation will include the
following:

1. Review of witnesses.

2. Any evidence or previous abuse or
neglect.

3. All other evidence to determine the
veracity and seriousness of the charge."

An interview with the Area
Director/Qualified Intellectual
Disabilities Professional (AD/QIDP) was
conducted on 5/29/15 at 4:15 P.M.. The
AD indicated all clients should be free of
abuse and neglect. The AD indicated
thorough investigations should be
completed in regard to all incidents of
alleged abuse and/or neglect. The AD
indicated all incidents of alleged abuse
and/or neglect should be immediately
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reported to the administrator and within
24 hours to BDDS. The AD indicated
Staff #13 was terminated from
employment due to an incident of client
abuse at another group home. The AD
indicated staff are to do room sweeps and
house sweeps every shift for sharp items
clients A and B may potentially harm
themselves with. The AD indicated the
glass jar should have been removed prior
to client B's SIB. The AD indicated the
facility's nursing staff should assess
clients when they complain of pain. The
AD indicated the nurse is to document in
the client's record when they assess
clients. When asked if any corrective
measures were put in place by the IDT to
prevent recurrence, the AD indicated
staff implemented the clients' BSPs as
written and will continue to follow them
as written.

This federal tag relates to complaint
#IN000170468.

9-3-2(a)
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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 record review and interview, W 0153 07/01/2015
the facility failed for 2 of 2 sampled
clients .(cllents A and B), to report W 153 483.420(d)(2) STAFF
allegations of staff abuse/neglect TREATMENT OF CLIENTS
immediately to the administrator or to the
Bureau of Developmental Disabilities
Services (BDDS) according to state law. In conjunction with the Plan of
Corrections for all other citations in
Findings include: this survey, Area Director (AD) will
review this Standard, and ensure
A review of the facility's records was ?genij’s abuse/ nleglea Pghcyl‘i‘nd
ted at
conducted on 5/21/15 at 2:30 P.M.. rocecute B TpremER e e
) e times, to prevent staff physical abuse
Review of the facility's Bureau of and neglect of Individuals served,
Developmental Disabilities Services that behavioral services by the
(BDDS) reports, General Event behaviorist are provided at the home
Reports/Internal Reports (GER/IR), Daily according to each Individuals
. .. behavioral needs, that nursing
Progress Notes and an investigation . . .
L. services consistently provide prompt
record indicated: and thorough assessments and
appropriate medical care in the event
1. -Investigation record dated of any injury to an individual and/or
11/11/14-12/1/14 in regard to an incident a“ega“"‘:, of ?bus‘j ‘iﬁgle"t’ End
. . ensurc a t1mely an orou
that occurred on 11/10/14 involving . 4 nmey &
) o investigation is completed in regards
client B indicated: "Nature of event to any allegation of abuse or neglect
under investigation: Allegation that staff through the following:
[Staff #13] physically abused [client B]
by choking [client B]....Date/Time of
alleged incident: 11/10/14 during an A, After investigation, it was
evening at the group home....Dates of determined that the QDDP, Nurse,
Investigation: and House Manager did not follow
11/11/14-12/1/14... Investigation Agency Policy and Procedure as
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completed by [Qualified Intellectual required by their job description
Disabilities Professional concerning an incident of alleged
. buse, and terminated fi
(QIDP)]....Claims and Responses: On abuse, and wete ferminated Hom
o employment accordingly.
11/11/14, [Behaviorist name], was pulled
to the side and told by [client B] that staff B.  All current and new staff will
[Staff #13] choked her. [Behaviorist] be retrained on the following:
then called [QIDP] and told her what was _ .
. i Agency Policy and
said. [Staff#13] then was called and Procedure concerning
suspended pending an abuse/neglect/exploitation of
investigation....Witness/Evidence: [Staff Individuals served.
#13] was interviewed on 11/17/14 and B e and
denies choking the individual served - Ager%cy Fo oy an
. . . Procedure concerning Individual
[client B]. [Staff #14] was interviewed Rights.
on 11/17/14 and states that he did not see
[Staff #13] choke [client B]. His fii. Agency Policy and
statement does not match the allegation. _I’IQCedure concerning reporting of
. . . incidents.
[Behaviorist] was interviewed on
11/18/14 and was told by [client B] that iv. Refiesher training on
[Staff #13] choked her. [Lead name] each Individual’s BSP, including
stated she was told by [client B] that she HRC approved/authorized physical
lied on [Staff #13]. [Client B] says [Staff intervention techniques.
#13] choked helj for 9nly a minute but C.  All nurses have been trained on
that she don't (sic) think he meant to do consistently providing prompt and
it. [QIDP] talked with [client B] on thorough assessments and
11/11/14 and [client B] told the QIDP appropriate medical care in the event
that the [Name] that works at her home in of any injury fo an individual and/or
L. allegation of abuse/neglect. All
the evening is the [Name] that choked her assessments and medical care will be
the boys (sic) home with the curly hair. Individual’s permanent record.
The QIDP also talked with [client B] on haviorist b .
11/16/14 and was told by [client B] that D. Behaviorist has been trained on
' i . ensuring behavioral services are
maybe [Staff #13] didn't do 1t.and that provided at the home according to
'maybe I should get to know him before I each Individuals’ behavioral needs,
decide I don't like him." Findings of Fact: and behaviorist will be signing in/out
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[Client B] was agitated on the night of of a log book at the home as
11/10/14. [Staff #13] was in the doorway evidence of visits, training, efc.
of [client B]'s room as witnessed by E. A Director will thoroughly
another staff. [Client B] was upset at her train all new Program Director,
housemate. [Staff#17] told [Staff #13] QDDP, and House Managers upon
to leave the room because he was a employment on prompt notification
target. It took [Staff #17] a few seconds to the adml?lstrator of any allegation
to leave from calming [client C] in her and/or suspicion of abuse/neglect and
v ) g on completing thorough and timely
room to get to [client B]'s room. investigations into any allegation of
Conclusion Based on Facts: The abuse/neglect.
investigation is unsubstantiated due to the
fact that [client B] admitted to lying to
staff about the incident and staff [Staff A trained Area Director, Program
#17] witnessing [client B] standing on Director/QDDP, Nurse, and/or
the far side of her bedroom behind her Behaviorist, will be in the home each
bed. Also [client B] indicating that the dazil thr‘(’;ghow the welel; at VET;OUS
. . t t
incident did not happen to the QIDP on and randomm fmes ICTucing sl
. . changes and random overnight
11/16/14. Date investigation was checks. These visits will be to
completed: 12/1/14." Review of the ensure all Individuals’ plans/protocol
record failed to indicate this incident, that and all Agency policy and
occurred on 11/10/14 of alleged staff P;O;edlllrgs aff f(;llowes’l lt° ensure
. . the health and safety ot a
abus.e,.was immediately reported to the Individuals served, and to ensure
administrator. Agency’s abuse/neglect Policy, and
reporting Policy/Procedures are
2. -Investigation record dated implemented at all times. These
3/26/15-4/9/15 for an incident that visits will ensure that behavioral
. . . ices by the behaviorist
occurred on 3/23/15 involving client A setviees by he he aviorist are
i & "N ¢ d provided at the home according to
indicated: ature of event under each Individuals’ behavioral needs,
investigation: Allegation by [client A] that nursing services consistently
that [Staff #13] grabbed her toe and bent provide prompt and thorough
it back. Dated/Time of alleged incident: assessments and appropriate medical
. care in the event of any injury to an
3/26/15 approximately 10:25 o .
) ) individual and/or allegation of
AM....Persons involved: [Client A] and abuse/neglect, and ensure a timely
[Staff #13]. Dates of Investigation: and thorough investigation is
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3/26/15-4/9/15. Investigation completed completed in regards to any
by [QIDP]....History/Background: [Staff allegation of abuse or neglect.
#13] is a Direct Support Professional
(DSP). He has worked in the home since
October 2014. [Staff #13] was
suspended on 11/11/14 for an allegation
of abuse that was not substantiated and
his employment was reinstated
12/3/14....Claims and Responses: This
investigation is being conducted due to a This monitoring and supervision will
report from [client A] to the QIDP on ‘130?1’.’(‘116 llmtlI]];tTls EVldAem t}‘;?“?
ndividual’s , the Area Director,
3/27/15 that a staff [Staff #13] member and State Director that all Individuals
grabbed her toe on her left foot and bent are free from
it back breaking her foot. The QIDP abuse/neglect/exploitation, that all
notified [Area Director (AD)]. The staff staff have demonstrated competency
was suspended and an investigation of 1.n all lndmduals- Plans/Protocol and
. . in Agency reporting and
the allegation was initiated. " .
] ) abuse/neglect/exploitation policies,
Witnesses/Evidence: [Staff #20] stated and all Individuals are demonstrating
that she did not witness [Staff #13] bend that they are comfortable, and at
[client A]’S toe or touch her in any ease, in their home. When this has
inappropriate manner. She also stated in be.;n deFeﬂ?ﬁned’ thf A.rea D}Zre(;:ul)r
. . ‘Will revise the monitoring schedule
a written statement that [client A] was 8
o as necessary to ensure sufficient
kicking walls that day. [Staff #21] stated observations in order to continue the
at she did not see a ouc continuity and effectiveness ot this
that she did not Staff #13] touch inuity and effecti f thi
[client A]. [Staff #13] stated that he did plan.
not harm the individual. [Client A]
stated that [Staff #13] grabbed her toe
and bent it back breaking it....There is no A.  While monitoring the home,
mention of [client A] kicking a wall in Area Director, Program
the original GER for the behavior but Director/QDDP, Nurse, and/or
.. Behaviorist will i i
there was a GER for the injury....The €A VIOTISE WITE DT vide ongoing
. . . training and coaching to all staff
doctor diagnosed her with having a working in the home.
fractured foot not a broken toe. The nurse
was called between 7 P.M. and 8 P.M. on }
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3/23/15 by [Staff #13] to report that
[client A] was complaining of pain in her B. Program Director/QDDP,
. Nurse, and/or Behaviorist will
foot. The nurse told staff that [client A] . .
) ) promptly communicate any issues,
could have some ibuprofen for pain and concerns, or signs of potential
to have ice put on her foot while its (sic) abuse/neglect/exploitation, or
kept elevated. The QIDP was called on evidence of any anxiety or
3/23/15 by [Staff #21] to report that allegations, expressed by the
] . . . Individuals served to Area Director.
[client A] was in an aggressive behavior
that morning a little after 7 A.M. and i
again at around 8:20 A.M.. I asked staff
if she had been restrained but was told C. The Area Director will
that she had not. I then instructed them P ron.lptly notify Senior Dl.recm‘r of
; . any issues that have been identified,
to continue following her plan, remove that have not been addressed by the
anything she could throw from the area Individual’s IDT, or any other
and to call me when it was over. significant issue that may negatively
Findings of Fact: [Client A] was agitated affect the health and safety of the
Individuals served.
on 3/23/15. [Staff #20] and [Staff #13]
removed items from her room she could
harm herself with. [Client A]'s foot is
fractured....Conclusion Based on Facts: Will be completed by: 7/1/15
[Staff #13] was not alone with the .
. lin h h Persons Responsible: Area
individual in her room without a second Director, Program
staff being there. Recommendation: I Director/QDDP, Nurse, and
recommend [Staff #13] be reinstated due Behaviorist
to an unsubstantiated allegation. |
recommend all staff be retrained on
properly documenting incidents. Date
investigation was completed: 4/9/15."
Review of the record failed to indicate all
staff who worked at the group home were
interviewed. Review of the record failed
to indicate all clients who reside at the
group home were interviewed. Review
of the record failed to indicate this
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incident was reported to BDDS in a
timely manner.

-BDDS report dated 3/26/15 involving
client A indicated: "On 3/26/15 [client
A] told the QIDP that a staff bent her toe
back breaking it after an incident in
which she was agitated. The individual
was seen by a doctor who told her to keep
her leg elevated. Staff was suspended
pending the out come (sic) of the
investigation. Incident Follow-Up
Report dated 4/10/15 indicated: "Was
further treatment needed for the fractured
foot? She is now wearing a boot
prescribed by her podiatrist. What part of
the foot is the fracture located? The front
of the left foot between the upper foot
and the toes. The result of the allegation
is unsubstantiated." Review of this report
failed to indicate this incident was
reported to BDDS in a timely manner.

BDDS report dated 5/23/15...Date of
Knowledge: 5/24/15...Submitted Date:
5/25/15 involving client B indicated:
"On 5/23/15 at approximately 4:03 P.M.,
[client B] was sitting at the dining room
table talking with her birth mother on the
telephone. Staff observed her crying and
wiping the tears from her eyes. Later,
staff then heard the back door slam, and
staff ran down the hall, through the door
in the common area in the back and out
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the door outside calling out to [client B].
[Client B] continued to run, and staff was
able to stop her at the fence. [Client B]
turned around and staff noticed a large
cut on he neck. Staff called to co-worker
for assistance, applied pressure to the
injury until EMT's (sic) (Emergency
Medical Technician), and coworker
called 911, Area Director and nurse. The
police officer arrived first and asked
[client B] what happened. [Client B]
went into details about the mom telling
her that her sister ran away and was
placed back into foster care. The officer
explained to [client B] that there are other
ways to deal with anger. [Client B] said
she understood. Plan to Resolve: Staff
followed protocol, called 911, applied
first aid and notified nurse and
administrator. Staff stayed in contact
with the Nurse the whole duration of the
incident. EMTs transported [client B] to
[Hospital] were (sic) she received 21
stitches from [Physician]. [Psych
Hospital] was notified by hospital
personnel due to suicide attempt. [Psych
hospital] arrived and stated said (sic) that
they had no facility for [client B] and that
they told us this before and that her psych
Doctor has a facility that he could admit
her to in Indianapolis. [Client B]
received a tetanus shot and blood was
drawn the hospital (sic) served [client B]
dinner. The ER (Emergency Room)
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Doctor refused to release [client B] to go
home because of the fact that it was
attempted suicide at 2:00 A.M. on
5/24/15. [Hospital] admitted [client B] to
the hospital. AD/QIDP talked with staff
on 5/25/15 and they stated they had been
following protocol, and after the incident,
they found a broken jar of Jalapeno's (sic)
outside in the back of the house.
AD/QIDP and [client B]'s IDT
(Interdisciplinary Team) will evaluate
this incident and develop further
procedures to assist in ensuring [client
B]'s health and safety at all times, before
she returns to her home. Staff will
continue to follow protocol and reporting
procedure." Review of the record
indicated the administrator was not
immediately notified of the incident.
Further review of the report failed to
indicate this incident was reported to
BDDS in a timely manner.

An interview with the Area
Director/Qualified Intellectual
Disabilities Professional (AD/QIDP) was
conducted on 5/29/15 at 4:15 P.M.. The
AD/QIDP indicated the staff should have
immediately reported the allegations of
staff abuse/neglect to him. The
AD/QIDP further indicated the staff did
not immediately report the allegations of
staff abuse/neglect to him.
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This federal tag relates to complaint
#IN000170468.
9-3-1(b)
9-3-2(a)
W 0154 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
Bldg. 00 The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on record review and interview for W 0154 07/01/2015
1 of 2 sampled clients (client B), the W54 483.420(d)(3) STAFF
.. . . . . TREATMENT OF CLIENTS
facility failed to provide written evidence
a thorough investigation was conducted
in regard to an allegation of staff physical
abuse. In conjunction with the Plan of
Corrections for all other citations in
Lo . this survey, Area Director (AD) will
Findings include: review this Standard, and ensure
Agency’s abuse/neglect Policy and
A review of the facility's records was Procedure is implemented at all
conducted on 5/21/15 at 2:30 P.M times, to prevent staff physical abuse
. o d neglect of Individual d
Review of the facility's Bureau of andnegiect oF MAVICUA'S SEVEc,
0 . that behavioral services by the
Developmental Disabilities Services behaviorist are provided at the home
(BDDS) reports, General Event according to each Individuals’
Reports/Internal Reports (GER/IR), Daily behavioral needs, that nursing
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Progress Notes and an investigation services consistently provide prompt
record indicated: and thorough assessments and
appropriate medical care in the event
of any injury to an individual and/or
-Investigation record dated allegation of abuse/neglect, and
11/11/14-12/1/14 in regard to an incident ensure a timely and thorough
that occurred on 11/10/14 involving investigation is completed in regards
client B indicated: "Nature of event to any allegation of abuse or neglect
under investigation: Allegation that staff through the following:
[Staff #13] physically abused [client B]
by choking [client B]....Date/Time of
alleged incident: 11/10/14 during an A.  Affer investigation, it was
evening at the group home....Dates of determined that the Q],)DP’ Nurse,
= and House Manager did not follow
Investigation: Agency Policy and Procedure as
11/11/14-12/1/14....Investigation required by their job description
completed by [Qualified Intellectual concerning an incident of alleged
Disabilities Professional abuse, and were terminated from
(QIDP)]....Claims and Responses: On employment accordingly.
11/11/14, [Behaviorist name], was pulled B.  All current and new staff will
to the side and told by [client B] that staff be retrained on the following:
[Staff #13] choked her. [Behaviorist]
then called [QIDP] and told her what was i Agency Policy and
said. [Staff#13] then was called and Procedure concerning
abuse/neglect/exploitation of
suspended pending an Individuals served.
investigation....Witness/Evidence: [Staff
#13] was interviewed on 11/17/14 and ii. Agency Policy and
denies choking the individual served Procedure concerning Individual
[client B]. [Staff #14] was interviewed Rights.
on 11/17/14 and states that he did not see iii. Agency Policy and
[Staff #13] choke [client B]. His Procedure concerning reporting of
statement does not match the allegation. incidents.
[Behaviorist] was interviewed on . .
. iv. Refresher training on
11/18/14 and was told by [client B] that cach Individual’s BSP, including
[Staff #13] choked her. [Lead name] HRC approved/authorized physical
stated she was told by [client B] that she intervention techniques.
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lied on [Staff #13]. [Client B] says [Staff
#13] choked her for only a minute but C. ftn Eurses hZ‘.’e been tratmeion
. . consistently providing prompt an
that she don't (sic) think he meant to do P & PIomp
) ) ) thorough assessments and
it. [QIDP] talked with [client B] on appropriate medical care in the event
11/11/14 and [client B] told the QIDP of any injury to an individual and/or
that the [Name] that works at her home in allegation of abuse/neglect. All
the evening is the [Name] that choked her assessments and medwfﬂ care will be
promptly documented in the
the day before not the one that works at i
) ) ] Individual’s permanent record.
the boys (sic) home with the curly hair.
The QIDP also talked with [client B] on D. Behaviorist has been trained on
11/16/14 and was told by [client B] that ensuring behavioral services are
. . ided at the home according to
'maybe [Staff #13] didn't do it' and that provi
, ybel ] . each Individuals’ behavioral needs,
maybe I should get to know him before I and behaviorist will be signing in/out
decide I don't like him." Findings of Fact: of a log book at the home as
[Client B] was agitated on the night of evidence of visits, training, etc.
11/10/14. [Staff #13] was in the doorway
. , . E. A Director will thoroughly
of [client B]'s room as witnessed by . .
) train all new Program Director,
another staff. [Client B] was upset at her QDDP, and House Managers upon
housemate. [Staff#17] told [Staff #13] employment on prompt notification
to leave the room because he was a to the administrator of any allegation
target. It took [Staff #17] a few seconds and/or SulSp.iCimLOf ab‘ilse/ “gg}eCtland
. . . t t t
to leave from calming [client C] in her on comPIEing Horough and Hmety
) investigations into any allegation of
room to get to [client B]'s room. abuse/neglect.
Conclusion Based on Facts: The
investigation is unsubstantiated due to the
fact that [client B] admitted to lying to . )
ff ab he incid d staff [Staff A trained Area Director, Program
staft a .Outt .e 1net .ent and sta [ ta Director/QDDP, Nurse, and/or
#17] witnessing [client B] standing on Behaviorist, will be in the home each
the far side of her bedroom behind her day throughout the week, at various
bed. Also [client B] indicating that the and random times in01Udin$ shift
incident did not happen to the QIDP on changes and ran(.io.m OYemlght
11/16/14. Date i L. checks. These visits will be to
- Date lnveStlgatl(?n was ) ensure all Individuals’ plans/protocol
completed: 12/1/14." Review of this and all Agency policy and
record failed to indicate all staff who procedures are followed, to ensure
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worked at the group home were the health and safety of all
interviewed. Review of the record failed K‘dmd“alsser"/ed’ alnd t; ;‘“S“re ‘
.. . . ency’s abuse/neglect Policy, an
to indicate all clients who reside at the geney . & Y
) ) reporting Policy/Procedures are
group home were interviewed. implemented at all times. These
visits will ensure that behavioral
An interview with the Area services by the behaviorist are
Director/Qualified Intellectual Disability Pfozlfe; a,‘dthelh?tf)n; aCForC}ng’
. each Individuals’ behavioral needs,
Professional (AD/QIDP) was conducted . . .
that nursing services consistently
on 5/29/15 at 4:15 P.M.. The AD provide prompt and thorough
indicated the prior Qualified Intellectual assessments and appropriate medical
Disabilities Professional (QIDP) should care in the event of any injury to an
have conducted a thorough investigation H;dm/duallantd/ Orsnega“on t(.)f |
. abuse/neglect, and ensure a time
in regard to alleged staff abuse. The AD geeh peue d ey
o ) and thorough investigation is
indicated the QIDP did not conduct a completed in regards to any
thorough investigation in regard to this allegation of abuse or neglect.
incident. No written documentation was
submitted for review to indicate a
thorough investigation was conducted in
regard to this allegation of abuse.
This federal tag relates to complaint
#IN000170468.
This monitoring and supervision will
9-3-2(a) continue until it is evident to each
Individual’s IDT, the Area Director,
and State Director that all Individuals
are free from
abuse/neglect/exploitation, that all
staff have demonstrated competency
in all Individuals’ Plans/Protocol and
in Agency reporting and
abuse/neglect/exploitation policies,
and all Individuals are demonstrating
that they are comfortable, and at
ease, in their home. When this has
been determined, the Area Director
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will revise the monitoring schedule
as necessary to ensure sufficient
observations in order to continue the
continuity and effectiveness of this
plan.

A.  While monitoring the home,
Area Director, Program
Director/QDDP, Nurse, and/or
Behaviorist will provide ongoing
training and coaching to all staff
working in the home.

B. Program Director/QDDP,
Nurse, and/or Behaviorist will
promptly communicate any issues,
concerns, or signs of potential
abuse/neglect/exploitation, or
evidence of any anxiety or
allegations, expressed by the
Individuals served to Area Director.

C. The Area Director will
promptly notify Senior Director of
any issues that have been identified,
that have not been addressed by the
Individual’s IDT, or any other
significant issue that may negatively
affect the health and safety of the
Individuals served.

Will be completed by: 7/1/15
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Persons Responsible: Area
Director, Program
Director/QDDP, Nurse, and
Behaviorist
W 0156 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
Bldg. 00 The results of all investigations must be
reported to the administrator or designated
representative or to other officials in
accordance with State law within five
working days of the incident.
Based on record review and interview, W 0156 07/01/2015
the facility failed to report the results of 2
of 3 reYlewed 1nvest1gatlor'1$ of . W 156 483.420(d)(4) STAFF
allegations of staff abuse, involving 2 of TREATMENT OF CLIENTS
2 sampled clients (clients A and B), to
the administrator within five business
days. In conjunction with the Plan of
Corrections for all other citations in
Findings include: this survey, Area Director (AD) will
review this Standard, and ensure
A review of the facility's records was ?genzy’s abuse/ nleglea P;)hclend
rocedure is implemented at a
conducted on 5/21/15 at 2:30 P.M.. : P .
] o times, to prevent staff physical abuse
Review of the facility's Bureau of and neglect of Individuals served,
Developmental Disabilities Services that behavioral services by the
(BDDS) reportsj General Event behaviorist are provided at the home
Reports/Internal Reports (GER/IR), Daily according to each Individuals’
. . . behavioral needs, that nursing
Progress Notes and investigation records . . .
S services consistently provide prompt
indicated: and thorough assessments and
appropriate medical care in the event
1_ _Investigation record dated of any injury to an individual and/or
11/11/14-12/1/14 in regard to an incident a“egatlm:_ of ?bus?;ig]ea’ End
) . ensure a timely and thorou
that occurred on 11/10/14 involving . -4 mey &
investigation is completed in regards
1 1 1 .on
client B indicated: "Nature of event to any allegation of abuse or neglect
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under investigation: Allegation that staff through the following:
[Staff #13] physically abused [client B]
by choking [client B]....Date/Time of
alleged incident: 11/10/14 during an A.  After investigation, it was
evening at the group home....Dates of determined that the QDDP, Nurse,
Investigation: and House Manager did not follow
11/11/14-12/1/14....Investigation Agency Policy and Procedure as
. required by their job description
co.mpl.e_te.d by [Qual.lﬁed Intellectual concerning an incident of alleged
Disabilities Professional abuse, and were terminated from
(QIDP)]....Claims and Responses: On employment accordingly.
11/11/14, [Behaviorist name], was pulled I . il
to the side and told by [client B] that staff B. A .Currem ane new S.ta .
L be retrained on the following:
[Staff #13] choked her. [Behaviorist]
then called [QIDP] and told her what was i Agency Policy and
said. [Staff#13] then was called and Procedure concerning
suspended pending an zlib(lil.se./(;legllect/expziloitation of
investigation....Witness/Evidence: [Staff natvicuals servec.
#13] was interviewed on 11/17/14 and i, Agency Policy and
denies choking the individual served Procedure concerning Individual
[client B]. [Staff #14] was interviewed Rights.
on 11/17/14 and states that he did not see .
fF 41 hok T . iii. Agency Policy and
[Staff #13] choke [client B]. His ) Procedure concerning reporting of
statement does not match the allegation. incidents.
[Behaviorist] was interviewed on
11/18/14 and was told by [client B] that . o Refresher training on
[Staff #13] choked her. [Lead Staff' cach Individuals BSP,’ mCludmfg
. HRC approved/authorized physical
name] stated she was told by [client B] intervention techmiques.
that she lied on [Staff #13]. [Client B]
says [Staff #13] choked her for only a C. All nurses have been trained on
minute but that she don't (sic) think he C}‘I’HSISte}?ﬂy providing prgmpt and
. . t t
meant to do it. [QIDP] talked with Orougn assessrietlls and
] ) appropriate medical care in the event
[client B] on 11/11/14 and [client B] told of any injury to an individual and/or
the QIDP that the [Male Group Home allegation of abuse/neglect. All
Staff Name] that works at her home in assessments and medical care will be
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the evening is the [Staff #13] that choked promptly documented in the
her the day before not the one that works Individual’s permanent record.
at the boys (sic) home Wlth th? curly hair. D. Behaviorist has been trained on
The QIDP also talked with [client B] on ensuring behavioral services are
11/16/14 and was told by [client B] that provided at the home according to
'maybe [Staff #13] didn't do it' and that each Individuals® behavioral needs,
'maybe I should get to know him before T and behaviorist will be signing in/out
. . . Ry of a log book at the home as
decide I don't like him." Findings of Fact: o8 - -
i ] > evidence of visits, training, etc.
[Client B] was agitated on the night of
11/10/14. [Staff #13] was in the doorway E. A Director will thoroughly
of [client B]'s room as witnessed by train all new Program Director,
another staff. [Client B] was upset at her QDDP, and House Manage_rs upon
employment on prompt notification
housemate. [Staff#17] told [Staff #13] to the administrator of any allegation
to leave the room because he was a and/or suspicion of abuse/neglect and
target. It took [Staff #17] a few seconds on completing thorough and timely
to leave from calming [client C] in her investigations into any allegation of
room to get to [client B]'s room. abuse/neglect.
Conclusion Based on Facts: The
investigation is unsubstantiated due to the
fact that [client B] admitted to lying to A trained Area Director, Program
staff about the incident and staff [Staff glfth)r/ QDDI.)]’I I;I“r.se’hang/ or .
. . . . chaviorist, will be 1n the home eac
#1171 Wlt.nessmg [client B] stand.lng on day throughout the week, at various
the far side of her bedroom behind her and random times including shift
bed. Also [client B] indicating that the changes and random overnight
incident did not happen to the QIDP on checks. These visits will be to
11/16/14. Date investigation was ensure all Individuals’ plans/protocol
| . . and all Agency policy and
completed: 12/1/14." Review of this geney paiey
) o o o procedures are followed, to ensure
record failed to indicate this investigation the health and safety of all
of alleged staff abuse was concluded, Individuals served, and to ensure
and the findings were reported to the Agency’s abuse/neglect Policy, and
administrator within 5 business days. reporting Policy/Procedures are
implemented at all times. These
o visits will ensure that behavioral
2. -Investigation record dated services by the behaviorist are
3/26/15-4/9/15 for an incident that provided at the home according to
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occurred on 3/23/15 involving client A each Individuals® behavioral needs,
indicated: "Nature of event under that nursing services consistently
investigation: Allegation by [client A] g:::;:;ggﬁgitja:sptr};?r?;gehmedical
that [Staff #13] grabbed her toe and bent care in the event of any injury to an
it back. Dated/Time of alleged incident: individual and/or allegation of
3/26/15 approximately 10:25 abuse/neglect, and ensure a timely
A.M....Persons involved: [Client A] and and thorough investigation is
[Staff #13]. Dates of Investigation: :ﬁ:g;l zze;l;?:gﬁzzdsrtzeagrgc .
3/26/15-4/9/15. Investigation completed
by [QIDP]....History/Background: [Staff
#13] is a Direct Support Professional
(DSP). He has worked in the home since
October 2014. [Staff #13] was
suspended on 11/11/14 for an allegation
of abuse that was not substantiated and
his employme'nt was reinstated . This monitoring and supervision will
12/3/14....Claims and Responses: This continue until it is evident fo cach
investigation is being conducted due to a Individual’s IDT, the Area Director,
report from [client A] to the QIDP on and State Director that all Individuals
3/27/15 that a staff [Staff #13] member are free from
grabbed her toe on her left foot and bent :::Ei:j;él;:geo’;pslt‘r’:;go:(;ria;Z:Cy
it back breaking her foot. The QIDP : . ,
notified [Area Director (AD)]. The staff 12 ilgiiixi;;ziinzlszmtOCOI nd
was suspended and an investigation of abuse/neglect/exploitation policies,
the allegation was initiated. and all Individuals are demonstrating
Witnesses/Evidence: [Staff #20] stated that t}.'ey are comfortable, and_ at
that she did not witness [Staff #13] bend e ;‘;t?j;ﬂsfffhe\fg ]t)lliif;sr
[client A]'s toe or touch her in any will revise the monitoring schedule
inappropriate manner. She also stated in as necessary to ensure sufficient
a written statement that [client A] was observations in order to continue the
kicking walls that day. [Staff #21] stated continuity and effectiveness of this
that she did not see [Staff #13] touch plan.
[client A]. [Staff#13] stated that he did
not harm the individual. [Client A]
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stated that [Staff #13] grabbed her toe A.  While monitoring the home,
and bent it back breaking it....There is no Area Director, Program
. . . . Director/QDDP, Nurse, and/or
mention of [client A] kicking a wall in Lo : .
o ] Behaviorist will provide ongoing
the original GER for the behavior but training and coaching to all staff
there was a GER for the injury....The working in the home.
doctor diagnosed her with having a
fractured foot not a broken toe. The -
nurse was called between 7 P.M. and 8 B. Program Director/QDDP,
P.M. on 3/23/15 by [Staff #13] to report Nurse, and/or Behaviorist will
that [client A] was complaining of pain in promptly communicate any issues,
her foot. The nurse told staff that [client concerns, or signs O_fp9te“tial
A] could have some ibuprofen for pain ab}lse/negleCt/eXplo{tauon’ or
. o evidence of any anxiety or
an.d to have ice put on her foot while its allegations, expressed by the
(sic) kept elevated. The QIDP was called Individuals served to Area Director.
on 3/23/15 by [Staff #21] to report that
[client A] was in an aggressive behavior -
that. morning a little after 7 A.M. and C. The Area Director will
again at around 8:20 A.M.. I asked staff promptly notify Senior Director of
if she had been restrained but was told any issues that have been identified,
that she had not. I then instructed them that have not been addressed by the
to continue following her plan, remove Individual’s IDT, or any other -
thi h 1d th f th significant issue that may negatively
anything she cou .I'OW rom the area affect the health and safety of the
and to call me when it was over. Individuals served.
Findings of Fact: [Client A] was agitated
on 3/23/15. [Staff #20] and [Staff #13]
removed items from her room she could .
. . . Will be completed by: 7/1/15
harm herself with. [Client A]'s foot is
fractured....Conclusion Based on Facts: Persons Responsible: Area
[Staff #13] was not alone with the Director, Program
individual in her room without a second Director/QDDP, Nurse, and
. . Behaviorist
staff being there. Recommendation: 1 chavioris
recommend [Staff #13] be reinstated due
to an unsubstantiated allegation. I
recommend all staff be retrained on
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W 0157

Bldg. 00

properly documenting incidents. Date
investigation was completed: 4/9/15."
The record failed to indicate the
administrator was notified of the findings
of the investigation within 5 business
days.

An interview with the Area
Director/Qualified Intellectual Disability
Professional (AD/QIDP) was conducted
on 5/29/15 at 4:15 P.M.. The AD/QIDP
indicated the results of the investigations
should have been reported to the
administrator within 5 business days.
The AD/QIDP further indicated the
results of the investigations were not
reported to the administrator within 5
business days.

This federal tag relates to complaint
#IN000170468.

9-3-2(a)

483.420(d)(4)

STAFF TREATMENT OF CLIENTS

If the alleged violation is verified, appropriate
corrective action must be taken.

Based on record review and interview for

W 0157

07/01/2015
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2 of 2 sampled clients (clients A and B), W 157 483.420(d)4) STAFF
the facility failed to take TREATMENT OF CLIENTS
sufficient/effective corrective measures in
regard to preventing/addressing alleged
staff neglect. In conjunction with the Plan of
Corrections for all other citations in
Findines include: this survey, Area Director (AD) will
g ’ review this Standard, and ensure
Agency’s abuse/neglect Policy and
A review of the facility's records was Procedure is implemented at all
conducted on 5/21/15 at 2:30 P.M.. times, to prevent staff physical abuse
Review of the facility's Bureau of and neglect of Individuals served,
Developmental Disabilities Services that bﬁ?ha.v ioral serviees by the
behaviorist are provided at the home
(BDDS) reports, General Event according to each Individuals’
Reports/Internal Reports (GER/IR), Daily behavioral needs, that nursing
Progress Notes and investigation records services consistently provide prompt
indicated: and thorough assessments and
appropriate medical care in the event
o of any injury to an individual and/or
1. -Investigation record dated allegation of abuse/neglect, and
11/11/14-12/1/14 in regard to an incident ensure a timely and thorough
that occurred on 11/10/14 involving investigation is completed in regards
client B indicated: "Nature of event to any allegation of abuse or neglect
. . . th h the following:
under investigation: Allegation that staff rough fhe foflowing
[Staff #13] physically abused [client B]
by choking [client B]....Date/Time of
alleged incident: 11/10/14 during an A Affer investigation, it was
evening at the group home....Dates of determined that the QI?DP’ Nurse,
I S and House Manager did not follow
nyestigation: o Agency Policy and Procedure as
11/11/14-12/1/14....Investigation required by their job description
completed by [Qualified Intellectual concerning an incident of alleged
Disabilities Professional abuse, and were terminated from
(QIDP)]....Claims and Responses: On employment accordingly.
11/11/14, [Behaviorist name], was pulled B. Al current and new staff will
to the side and told by [client B] that staff be retrained on the following:
[Staff #13] choked her. [Behaviorist]
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then called [QIDP] and told her what was i Agency Policy and
said. [Staff #13] then was called and Procedure concerning
ded di abuse/neglect/exploitation of
.suspel.l © i pen mg an ) Individuals served.
investigation....Witness/Evidence: [Staff
#13] was interviewed on 11/17/14 and ii. Agency Policy and
denies choking the individual served Procedure concerning Individual
[client B]. [Staff #14] was interviewed Rights.
on 11/17/14 and state.:s that he d.1d not see i Agency Policy and
[Staff #13] choke [client B]. His Procedure concerning reporting of
statement does not match the allegation. incidents.
[Behaviorist] was interviewed on o
. iv. Refresher training on
11/18/14 and was told by [client B] that cach Individual’s BSP, including
[Staff #13] choked her. [Lead Staff HRC approved/authorized physical
name] stated she was told by [client B] intervention techniques.
that she lied on [Staff #13]. [Client B]
says [Staff #13] choked her for only a o Al nurses Bawe becn rained on
; . . tent t
minute but that she don't (sic) think he CONSISIENEY PrOVICINg Prompt al
. ] thorough assessments and
meant to do it. [QIDP] talked with appropriate medical care in the event
[client B] on 11/11/14 and [client B] told of any injury to an individual and/or
the QIDP that the [Male Group Home allegation of abuse/neglect. All
Staff Name] that works at her home in assessments and medical care will be
.. tly d ted in th
the evening is the [Staff #13] that choked prompty cocumentec il e
Individual’s permanent record.
her the day before not the one that works
at the boys (sic) home with the curly hair. D. Behaviorist has been trained on
The QIDP also talked with [client B] on ensufing behavioral SerViceS.are
11/16/14 and was told by [client B] that prol‘ilfej a,tdthelh,otr)ni ac.cor(img t:;
, . , . €ach Individauals® b€havioral necds,
maybe [Staff #13] didn't do it ) and that and behaviorist will be signing in/out
'maybe I should get to know him before I of a log book at the home as
decide I don't like him." Findings of Fact: evidence of visits, training, etc.
[Client B] was agitated on the night of _ .
11/10/14. [Staff #13] was in the doorway E. A Director will thoroughly
. , i train all new Program Director,
of [client B]'s room as witnessed by QDDP, and House Managers upon
another staff. [Client B] was upset at her employment on prompt notification
housemate. [Staff#17] told [Staff #13] to the administrator of any allegation
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to leave the room because he was a and/or suspicion of abuse/neglect and
target. It took [Staff #17] a few seconds on completing thorough and timely
. . . investigations into any allegation of
to leave from calming [client C] in her
) abuse/neglect.
room to get to [client B]'s room.
Conclusion Based on Facts: The
investigation is unsubstantiated due to the _ .
fact that [client B] admitted to lying to A.tramed Area Director, Program
o Director/QDDP, Nurse, and/or
staff ab.out th.e 1nc@ent and staftj [Staff Behaviorist, will be in the home each
#17] witnessing [client B] standing on day throughout the week, at various
the far side of her bedroom behind her and random times including shift
bed. Also [client B] indicating that the changes and ra“‘.io.m O‘femight
incident did not happen to the QIDP on checks. Thes.e VISIES will beto
. L ensure all Individuals’ plans/protocol
11/16/14. Date 1nvest1gat1(.>n was . and all Agency policy and
completed: 12/1/14." Review of this procedures are followed, to ensure
record failed to indicate the facility took the health and safety of all
sufficient/effective corrective action to Individuals served, and to ensure
Agency’s abuse/neglect Policy, and
prevent recurrence. . .
reporting Policy/Procedures are
implemented at all times. These
2. -BDDS report dated 5/11/15 involving visits will ensure that behavioral
client B indicated: "On 5/11/15 at services by the behaviorist are
approximately 6:30 P.M. [client B] had provided at the home according to
. . . . each Individuals’ behavioral needs,
just finished eating dinner. House mate . . .
that nursing services consistently
asked staff could she talk to her. Staff provide prompt and thorough
went and sat with other house mate to see assessments and appropriate medical
what she wanted. [Client B] then went care in the event of any injury to an
outside. She was in the line of sight. ”k‘)dw‘/‘i“a]la“d/ or (";‘”egat‘on of |
. t t
Staff let her stay out there for 3-5 minutes abusemegiect, and ensure @ tmely
. and thorough investigation is
before going to talk to her. When completed in regards to any
housemate talked to her she said she allegation of abuse or neglect.
didn't want to come back into the house.
When staff tried to talk to [client B], she
was verbally aggressive. Staff then
redirected [client B] and asked her did
she want to get her jello. [Client B] then
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stated that she didn't want to be in this
house any more because her house mate
get.s away with everything. This is when This monitoring and supervision will
[client B] took off from staff. Staff continue until it is evident to each
yelled for other staff to come so that they Individual’s IDT, the Area Director,
could prevent her from leaving. She and State Director that all Individuals
made it out of the sub-division. Staff are free from
foll dh foot. and other staff abuse/neglect/exploitation, that all
O. qwe e_r on foot, a.n other stall was staff have demonstrated competency
driving behind us. [Client B] was in all Individuals’ Plans/Protocol and
picking up sticks and rocks a long (sic) in Agency reporting and
the way throwing them at staff on foot abuse/neglect/exploitation policies,
and the van. AD (Area Director) coached and all Individuals are demonstrating
) . that they are comfortable, and at
staff and staff followed her behavior case, in their home, When this has
protocol and followed her to ensure her been determined, the Area Director
health and safety. [Client B] never got will revise the monitoring schedule
close to the neighbor or her property. as necessary to ensure sufficient
She was being verbally and physically Obse_rv ations in Order_ to continue _the
. . continuity and effectiveness of this
aggressive towards staff. At one point, plan,
[client B] picked up landscaping stone
and threw it at the van, shattering the
windshield. [Client B] refused to go A Whi oring the b
. . . ile monitoring the home,
back to the home, continued walking and . g
) ] Area Director, Program
ended up walking along a highway. Director/QDDP, Nurse, and/or
Since it was becoming dark, and she was Behaviorist will provide ongoing
walking along a busy highway, to ensure training and coaching to all staff
her health and safety, the AD instructed working in the home.
staff to call the police for assistance.
Before the police arrived, staff tried _
talking to [client B] again, telling her that B. Program Director/QDDP,
she needed to calm down so that we can Nurse, and/or Beha_‘VioriSt V‘fi“
talk about what's going on and that they promptly comm unlc;te fmyt,lslsues’
concerns, or signs o1 potentia
needed to get back to the house. She abuse/neglect/exploitation, or
started yelling and saying that she hates evidence of any anxiety or
this house and she doesn't want to go allegations, expressed by the
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back. When the police arrived, they Individuals served to Area Director.
asked [client B] what was the problem,
and she began being aggressive. They i
told her if she calms down she can go C. The Area Director will
back to the house. When staff was promptly notify Senior Director of
explaining to her the same thing, she any issues that have been identified,
charged towards staff and that is when that_ h_ave not been addressed by the
R Individual’s IDT, or any other
the police grabbed her and handcuffed significant issue that may negatively
her. While she was in handcuffs, the affect the health and safety of the
police officers were still trying to calm Individuals served.
her down but she wasn't calming down,
she charged at staff again, and that is
when they put her in the car and stated Will be completed by: 7/1/15
they were taking her to jail. While in the
car, [client B] was banging her head on Persons Responsible: Area
the door. Plan to Resolve: Staff g:::z:z:;gg;f;aﬁurse and
followed [client B's] HRC (Human Behaviorist ’
Rights Committee) approved BSP
protocol, followed her, ensured her health
and safety, and reported the incident to
the supervisor. Area Director (AD)
maintained frequent phone contact with
staff and provided support. [Client B]'s
nurse provided the jail with all
information needed. The jail was
contacted today, 5/15/15 at 2:20 P.M.,
and we were informed she had not yet
been processed and we should try again
tomorrow. Facility will contact the jail
tomorrow to obtain her hearing date, bail
amount, charges, etc. The facility will
bail [client B] out as soon as possible and
QIDP will update when further info is
obtained. Staff will continue to follow
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to best assist her

5/14/15 (sic)...."

physically escort

3. -BDDS report

telephone. Staff

cut on her neck.

protocol and [client B]'s IDT
(Interdisciplinary Team) will continue to
review her BSP and revise as necessary

in controlling her

aggressive behavior....[Client B] was
released from jail on the afternoon of

Review of the record

did not indicate staff attempted to

her back to the home or

implement an approved DCI (crisis
intervention) technique as written in her
4/7/14 Behavior Support Plan.

dated 5/23/15...Date of

Knowledge: 5/24/15...Submitted Date:
5/25/15 involving client B indicated:
"On 5/23/15 at approximately 4:03 P.M.,
[client B] was sitting at the dining room
table talking with her birth mother on the

observed her crying and

wiping the tears from her eyes. Later,
staff then heard the back door slam, and
staff ran down the hall, through the door
in the common area in the back and out
the door outside calling out to [client B].
[Client B] continued to run, and staff was
able to stop her at the fence. [Client B]
turned around and staff noticed a large

Staff called to

co-worker for assistance, applied pressure
to the injury until EMT's (sic)
(Emergency Medical Technician), and
coworker called 911. Area Director and
nurse. The police officer arrived first and
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asked [client B] what happened. [Client
B] went into details about the mom
telling her that her sister ran away and
was placed back into foster care. The
officer explained to [client B] that there
are other ways to deal with anger. [Client
B] said she understood. Plan to Resolve:
Staff followed protocol, called 911,
applied first aid and notified nurse and
administrator. Staff stayed in contact
with the Nurse the whole duration of the
incident. EMTs transported [client B] to
[Hospital] were (sic) she received 21
stitches from [Physician]. [Psych
Hospital] was notified by hospital
personnel due to suicide attempt. [Psych
hospital] arrived and stated said (sic) that
they had no facility for [client B] and that
they told us this before and that her psych
Doctor has a facility that he could admit
her to in Indianapolis. [Client B]
received a tetanus shot and blood was
drawn the hospital served [client B]
dinner. The ER (Emergency Room)
Doctor refused to release [client B] to go
home because of the fact that it was
attempted suicide at 2:00 A.M. on
5/24/15. [Hospital] admitted [client B] to
the hospital. AD/QIDP talked with staff
on 5/25/15 and they stated they had been
following protocol, and after the incident,
they found a broken jar of Jalapeno's (sic)
outside in the back of the house.
AD/QIDP and [client B]'s IDT
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(Interdisciplinary Team) will evaluate
this incident and develop further
procedures to assist in ensuring [client
B]'s health and safety at all times, before
she returns to her home. Staff will
continue to follow protocol and reporting
procedure."

4. -Investigation record dated
3/26/15-4/9/15 for an incident that
occurred on 3/23/15 involving client A
indicated: "Nature of event under
investigation: Allegation by [client A]
that [Staff #13] grabbed her toe and bent
it back. Dated/Time of alleged incident:
3/26/15 approximately 10:25
A.M....Persons involved: [Client A] and
[Staff #13]. Dates of Investigation:
3/26/15-4/9/15. Investigation completed
by [QIDP]....History/Background: [Staff
#13] is a Direct Support Professional
(DSP). He has worked in the home since
October 2014. [Staff #13] was
suspended on 11/11/14 for an allegation
of abuse that was not substantiated and
his employment was reinstated
12/3/14....Claims and Responses: This
investigation is being conducted due to a
report from [client A] to the QIDP on
3/27/15 that a staff [Staff #13] member
grabbed her toe on her left foot and bent
it back breaking her foot. The QIDP
notified [Area Director (AD)]. The staff
was suspended and an investigation of
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the allegation was initiated.
Witnesses/Evidence: [Staff #20] stated
that she did not witness [Staff #13] bend
[client A]'s toe or touch her in any
inappropriate manner. She also stated in
a written statement that [client A] was
kicking walls that day. [Staff#21] stated
that she did not see [Staff #13] touch
[client A]. [Staff#13] stated that he did
not harm the individual. [Client A]
stated that [Staff #13] grabbed her toe
and bent it back breaking it....There is no
mention of [client A] kicking a wall in
the original GER for the behavior but
there was a GER for the injury....The
doctor diagnosed her with having a
fractured foot not a broken toe. The
nurse was called between 7 P.M. and 8
P.M. on 3/23/15 by [Staff #13] to report
that [client A] was complaining of pain in
her foot. The nurse told staff that [client
A] could have some ibuprofen for pain
and to have ice put on her foot while its
(sic) kept elevated. The QIDP was called
on 3/23/15 by [Staff #21] to report that
[client A] was in an aggressive behavior
that morning a little after 7 A.M. and
again at around 8:20 A.M.. I asked staff
if she had been restrained but was told
that she had not. I then instructed them
to continue following her plan, remove
anything she could throw from the area
and to call me when it was over.
Findings of Fact: [Client A] was agitated
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on 3/23/15. [Staff #20] and [Staff #13]
removed items from her room she could
harm herself with. [Client A]'s foot is
fractured....Conclusion Based on Facts:
[Staff #13] was not alone with the
individual in her room without a second
staff being there. Recommendation: 1
recommend [Staff #13] be reinstated due
to an unsubstantiated allegation. I
recommend all staff be retrained on
properly documenting incidents. Date
investigation was completed: 4/9/15."
The record failed to indicate the facility
put measures in place to prevent
reoccurrence. The record failed to
indicate all staff who worked at the group
home were retrained in regard to
implementing client A's BSP.

5. -BDDS report dated 3/26/15 involving
client A indicated: "On 3/26/15 [client
A] told the QIDP that a staff bent her toe
back breaking it after an incident in
which she was agitated. The individual
was seen by a doctor who told her to keep
her leg elevated. Staff was suspended
pending the out come (sic) of the
investigation. Incident Follow-Up
Report dated 4/10/15 indicated: "Was
further treatment needed for the fractured
foot? She is now wearing a boot
prescribed by her podiatrist. What part of
the foot is the fracture located? The front
of the left foot between the upper foot
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and the toes. The result of the allegation
is unsubstantiated."

A review of client A's record was
conducted on 5/28/15 at 12:30 P.M..
Review of client A's record indicated a
"Medical Visit Summary" dated 3/24/15
which indicated: "Reason for Visit: Foot
injury. Possible foot fracture, sent for
x-ray. 3/25/15: X-ray showed foot
fracture, referring to Podiatry and
ordering a boot to use." Further review
failed to indicate the facility's nursing
services assessed client A's foot after
being notified of her complaining of pain
on 3/23/15. Review of the record
indicated the facility did not take client A
for medical attention on 3/23/15.

No documentation was available for
review to indicate the facility took
sufficient/effective corrective action to
prevent recurrence.

An interview with the Area
Director/Qualified Intellectual Disability
Professional (AD/QIDP) was conducted
on 5/29/15 at 4:15 P.M.. The AD
indicated staff still implements clients A
and B's plans as written. When asked if
any measures were put in place to prevent
recurrence, the AD indicated staff were
retrained on the clients' BSPs.
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This federal tag relates to complaint
#IN000170468.
9-3-2(a)
W 0159 483.430(a)
QUALIFIED MENTAL RETARDATION
Bldg. 00 | PROFESSIONAL
Each client's active treatment program must
be integrated, coordinated and monitored by
a qualified mental retardation professional.
Based on record review and interview, W 0159 07/01/2015
the PD/Qualified Intellectual Disabilities
Professwna.ll (PD/QIDP) failed for 2 of 2 W 159 483.430(2) QMRP
sampled clients (clients A and B), to
coordinate services and ensure measures
were put in place to prevent alleged
buse/nealect In conjunction with the Plan of
abuse/neglect. Corrections for all other citations in
this survey, Area Director (AD) will
Findings include: review this Standard, and ensure
Agency’s abuse/neglect Policy and
Please refer to W120: The facility failed Procedure is implemented at all
.. times, to prevent staff physical abuse
to ensure the contracted behaviorist .
. ] o and neglect of Individuals served,
provided sufficient staff training and that behavioral services by the
oversight to meet the behavioral support behaviorist are provided at the home
according to each Individuals’
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needs of 2 of 2 sampled clients (clients A behavioral needs, that nursing
and B) services consistently provide prompt
and thorough assessments and
. ) appropriate medical care in the event
Please refer to W189: The facility failed of any injury to an individual and/or
for 2 of 2 sampled clients (clients A and allegation of abuse/neglect, and
B), to ensure all staff who worked with ensure a timely and thorough
clients A and B were sufficiently trained investigation is completed in regards
. to any allegation of abuse or neglect
to assure competence in regard to the .
] ! through the following:
client's behavioral needs/plans.
Please refer to W249: The facility failed . S
for 2 of 2 sampled clients (clients A and A A_ﬁer investigation, it was
. . . determined that the QDDP, Nurse,
B), to properly implement their Behavior and House Manager did not follow
Support Plans (BSP). Agency Policy and Procedure as
required by their job description
This federal tag relates to complaint concerning an incident of alleged
HIN000170468 abuse, and were terminated from
) employment accordingly.
9-3-3(a) B.  All current and new staff will
be retrained on the following:
i Agency Policy and
Procedure concerning
abuse/neglect/exploitation of
Individuals served.
ii. Agency Policy and
Procedure concerning Individual
Rights.
ii. Agency Policy and
Procedure concerning reporting of
incidents.
iv. Refresher training on
each Individual’s BSP, including
HRC approved/authorized physical
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intervention techniques.

C.  All nurses have been trained on
consistently providing prompt and
thorough assessments and
appropriate medical care in the event
of any injury to an individual and/or
allegation of abuse/neglect. All
assessments and medical care will be
promptly documented in the
Individual’s permanent record.

D. Behaviorist has been trained on
ensuring behavioral services are
provided at the home according to
each Individuals’ behavioral needs,
and behaviorist will be signing in/out
of a log book at the home as
evidence of visits, training, etc.

E. A Director will thoroughly
train all new Program Director,
QDDP, and House Managers upon
employment on prompt notification
to the administrator of any allegation
and/or suspicion of abuse/neglect and
on completing thorough and timely
investigations into any allegation of
abuse/neglect.

A trained Area Director, Program
Director/QDDP, Nurse, and/or
Behaviorist, will be in the home each
day throughout the week, at various
and random times including shift
changes and random overnight
checks. These visits will be to
ensure all Individuals’ plans/protocol
and all Agency policy and
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procedures are followed, to ensure
the health and safety of all
Individuals served, and to ensure
Agency’s abuse/neglect Policy, and
reporting Policy/Procedures are
implemented at all times. These
visits will ensure that behavioral
services by the behaviorist are
provided at the home according to
each Individuals’ behavioral needs,
that nursing services consistently
provide prompt and thorough
assessments and appropriate medical
care in the event of any injury to an
individual and/or allegation of
abuse/neglect, and ensure a timely
and thorough investigation is
completed in regards to any
allegation of abuse or neglect.

This monitoring and supervision will
continue until it is evident to each
Individual’s IDT, the Area Director,
and State Director that all Individuals
are free from
abuse/neglect/exploitation, that all
staff have demonstrated competency
in all Individuals’ Plans/Protocol and
in Agency reporting and
abuse/neglect/exploitation policies,
and all Individuals are demonstrating
that they are comfortable, and at
ease, in their home. When this has
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been determined, the Area Director
will revise the monitoring schedule
as necessary to ensure sufficient
observations in order to continue the
continuity and effectiveness of this
plan.

A.  While monitoring the home,
Area Director, Program
Director/QDDP, Nurse, and/or
Behaviorist will provide ongoing
training and coaching to all staff
working in the home.

B.  Program Director/QDDP,
Nurse, and/or Behaviorist will
promptly communicate any issues,
concerns, or signs of potential
abuse/neglect/exploitation, or
evidence of any anxiety or
allegations, expressed by the
Individuals served to Area Director.

C. The Area Director will
promptly notify Senior Director of
any issues that have been identified,
that have not been addressed by the
Individual’s IDT, or any other
significant issue that may negatively
affect the health and safety of the
Individuals served.

Will be completed by: 7/1/15
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Persons Responsible: Area
Director, Program
Director/QDDP, Nurse, and
Behaviorist
W 0189 483.430(e)(1)
STAFF TRAINING PROGRAM
Bldg. 00 The facility must provide each employee
with initial and continuing training that
enables the employee to perform his or her
duties effectively, efficiently, and
competently.
Based on record review and interview for W 0189 07/01/2015
2 of 2 sampled clients (clients A and B), r;gé;:ifsme)m TRAINING
the facility failed to ensure all staff who
worked with clients A and B were
sufficiently trained to assure competence
in regard to the client's behavioral In conjunction with the Plan of
needs/plans Corrections for all other citations in
p ’ this survey, Area Director (AD) will
review this Standard, and ensure
Findings include: Agency’s abuse/neglect Policy and
Procedure is implemented at all
A review of the facility's records was times (Including providing sufficient
nducted on 5/21/15 at 2:30 P.M staff at all times for the needs of the
co 'uc cao o ’a ) o individuals), to prevent staff physical
Review of the facility's Bureau of abuse and neglect of Individuals
Developmental Disabilities Services served, that behavioral services by
(BDDS) reports, General Event the behaviorist are provided at the
Reports/Internal Reports (GER/IR), Daily l;o}rlne _aCC(l’rdmg to;a‘:h Individuals
. . . , that
Progress Notes and an investigation chavioralneeds, that nursing
L. services consistently provide prompt
record indicated: and thorough assessments and
appropriate medical care in the event
1. -Investigation record dated of any injury to an individual and/or
11/11/14-12/1/14 in regard to an incident allegation of TbusZnEglect, End
. . ensure a timely and thoro
that occurred on 11/10/14 involving cstte a Hmety ) 1{11g d
lient B indicated: "Nature of event nvestigation 1s completed 1n regards
clien :
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under investigation: Allegation that staff to any allegation of abuse or neglect
[Staff #13] physically abused [client B] through the following:
by choking [client B]....Date/Time of
alleged incident: 11/10/14 during an
evening at the group home....Dates of A.  After investigation, it was
Investigation: determined that the QDDP, Nurse,
11/11/14-12/1/14....Investigation and House Manager did not follow
. Agency Policy and Procedure as
completed by [Qualified Intellectual required by their job description
Disabilities Professional concerning an incident of alleged
(QIDP)]....Claims and Responses: On abuse, and were terminated from
11/11/14, [Behaviorist name], was pulled employment accordingly.
to the side and told by [client B1 th.at staff B.  All current and new staff will
[Staff #13] choked her. [Behaviorist] be retrained on the following:
then called [QIDP] and told her what was
said. [Staff#13] then was called and i Agency Policy and
suspended pending an Péoce?“relcor;cerr;‘?g o
. L ) . t tat
investigation....Witness/Evidence: [Staff abusernegiectiexp Otation o
] ) Individuals served.
#13] was interviewed on 11/17/14 and
denies choking the individual served ii. Agency Policy and
[client B]. [Staff #14] was interviewed Procedure concerning Individual
on 11/17/14 and states that he did not see Rights.
[Staff #13] choke [client B]. His ' i Agency Policy and
statement does not match the allegation. Procedure concerning reporting of
[Behaviorist] was interviewed on incidents.
11/18/14 and was told by [client B] that
iv. Refresher training on
[Staff#13] choked her, [.Lead name] each Individual’s BSP, including
stated she was told by [client B] that she HRC approved/authorized physical
lied on [Staff #13]. [Client B] says [Staff intervention techniques.
#13] choked her for only a minute but
that she don't (sic) think he meant to do ;' . Agency Policy and
. . . rting t
it. [QIDP] talked with [client B] on TocedHife CONCCIAg reporting "o
] supervisor when insufficient staff are
11/11/14 and [client B] told the QIDP on duty at any time.
that the [Name] that works at her home in
the evening is the [Name] that choked her
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the day before not the one that works at
the boys (sic) home with the curly hair. C. ftn Eurses hZ‘.’e been tratmeion
. . consisten roviain, rompt an
The QIDP also talked with [client B] on P § promp
i thorough assessments and
11/16/14 and was told by [client B] that appropriate medical care in the event
'maybe [Staff #13] didn't do it' and that of any injury to an individual and/or
'maybe I should get to know him before I allegation of abuse/neglect. All
decide I don't like him." Findings of Fact: assessrgenés and mfd(;?al tchare will be
. . . TOm; ocumented 1 the
[Client B] was agitated on the night of promp Y
) Individual’s permanent record.
11/10/14. [Staff #13] was in the doorway
of [client B]'s room as witnessed by D. Behaviorist has been trained on
another staff. [Client B] was upset at her ensuring behavioral services are
ided at the home according to
housemate. [Staff#17] told [Staff #13 provi &
[ ] [ ] each Individuals’ behavioral needs,
to leave the room because he was a and behaviorist will be signing in/out
target. It took [Staff #17] a few seconds of a log book at the home as
to leave from calming [client C] in her evidence of visits, training, etc.
room to get to [client B]'s room. Lih .
. E. A Direct ill t
Conclusion Based on Facts: The . rector Wit Toroughty
) o ] train all new Program Director,
investigation is unsubstantiated due to the QDDP, and House Managers upon
fact that [client B] admitted to lying to employment on prompt notification
staff about the incident and staff [Staff to the administrator of any allegation
#17] witnessing [client B] standing on and/or SulSp.lCIOILOf ab‘ilse/ “;g}eCtland
. . ting t t
the far side of her bedroom behind her on comPIEing Horough and Hmety
) A investigations into any allegation of
bed. Also [client B] indicating that the abuse/neglect.
incident did not happen to the QIDP on
11/16/14. Date investigation was F. Area Director will work with
completed: 12/1/14." HR Departm.ent and Agency Team to
hire and retain sufficient staff, so that
home will consistently have
-BDDS report dated 5/23/15...Date of sufficient staff for client’s needs.
Knowledge: 5/24/15...Submitted Date:
5/25/15 involving client B indicated:
"On 5/23/15 at approximately 4:03 P.M., ) .
. o . A trained Area Director, Program
[client B] was sitting at the dining room Director/QDDP, Nurse, and/or
table talklng Wlth hel‘ blrth mOther on the Behaviorist’ will be in the home each
telephone. Staff observed her crying and day throughout the week, at various
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wiping the tears from her eyes. Later, and random times including shift
staff then heard the back door slam, and changes and random overnight
staff ran down the hall, through the door checks. Thes? YISHS ‘jvm be to
ensure all Individuals’ plans/protocol
in the common area in the back and out and all Agency policy and
the door outside calling out to [client B]. procedures are followed, to ensure
[Client B] continued to run, and staff was the health and safety of all
able to stop her at the fence. [Client B] IndiVid“,als served, and to ensure
turned around and staff noticed a large Agenc.y s abgse/neglea Policy, and
reporting Policy/Procedures are
cut on her neck. Staff called to implemented at all times. These
co-worker for assistance, applied pressure visits will ensure that behavioral
to the injury until EMT's (sic) services by the behaviorist are
(mergeney Media T, nd
coworker called 911, Area Director and that nursing services consistently ’
nurse. The police officer arrived first and provide prompt and thorough
asked [client B] what happened. [Client assessments and appropriate medical
B] went into details about the mom care in the event of any injury to an
telling her that her sister ran away and individual and/or allegation (,)f
was placed back into foster care. The :EzS;;l:ogi;t’issssf;zrznaitslmely
officer explained to [client B] that there completed in regards to any
are other ways to deal with anger. [Client allegation of abuse or neglect.
B] said she understood. Plan to Resolve:
Staff followed protocol, called 911,
applied first aid and notified nurse and
administrator. Staff stayed in contact
with the Nurse the whole duration of the
incident. EMTs transported [client B] to
[Hospital] were (sic) she received 21
stitches from [Physician]. [Psych This monitoring and supervision will
Hospital] was notified by hospital continue until it is evident to each
personnel due to suicide attempt. [Psych Individual’s IDT, the Area Director,
hospital] arrived and stated said (sic) that :’;:f:zt?r?gecmr that all Individuals
they had no facility for [client B] and that abuse/neglect/exploitation, that all
they told us this before and that her psych staff have demonstrated competency
Doctor has a facility that he could admit in all Individuals’ Plans/Protocol and
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her to in Indianapolis. [Client B] in Agency reporting and
received a tetanus shot and blood was abuse/neglect/exploitation policies,
. . . and all Individuals are demonstrating
d?awn (sic) the hospital served [client B] that they are comfortable, and at
dinner. The ER (Emergency Room) ease, in their home. When this has
Doctor refused to release [client B] to go been determined, the Area Director
home because of the fact that it was will revise the monitoring schedule
attempted suicide at 2:00 A.M. on as necessary to ensure sufficient
. R observations in order to continue the
5/24/15. [Hospital] admitted [client B] to o . .
. . continuity and effectiveness of this
the hospital. AD/QIDP talked with staff plan.
on 5/25/15 and they stated they had been
following protocol, and after the incident,
they found a broken jar of Jalapeno's (sic
y. . J P (sic) A.  While monitoring the home,
outside in the bacl.< of the house. Area Director, Program
AD/QIDP and [client B]'s IDT Director/QDDP, Nurse, and/or
(Interdisciplinary Team) will evaluate Behaviorist will provide ongoing
this incident and develop further training and coaching to all staff
< . . working in the home.
procedures to assist in ensuring [client
B]'s health and safety at all times, before
she returns to her home. Staff will
continue to follow protocol and reporting B.  Program Director/QDDP,
procedure." Nurse, and/or Beha.wiorist V\{ill
promptly communicate any issues,
. . concerns, or signs of potential
A review of the facility's records was abuse/neglect/exploitation, or
conducted on 5/29/15 at 3:00 P.M.. evidence of any anxiety or
Review of the group home staff "House allegations, expressed by the
Sweeps" logs in which staff documented Individuals served to Area Director.
room sweeps that were to be conducted
daily on every staff scheduled working i
shift dated 4/29/15 to 5/29/15 indicated C. The Area Director will
no room sweeps for client B were promptly notify Senior Director of
conducted on: any issues that have been identified,
’ . that have not been addressed by the
5/4/15 for the 3P.M. to 11P.M. shift, Individual’s IDT, or any other
5/5/15 fOI‘ the 3PM tO 1 1 PM Shlft, significant issue that may negative]y
5/10/15 for the 11 P.M. to 7 A.M. shift, affect the health and safety of the
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5/18/15 for the 11 P.M. to 7 A.M. shift,
5/25/15 for the 11 P.M. to 7 A.M. shift,
5/27/15 for the 11 P.M. to 7 A.M. shift,
and 5/28/15 for the 11 P.M. to 7 A.M.
shift.

Review (5/29/15 at 3:00 P.M.) of the
"Room Sweeps" for client A's bedroom
dated 5/16/15 to 5/29/15 indicated no
bedroom sweeps were conducted on:
5/17/15 for the 11 P.M. to 7 A.M. shift,
5/19/15 for the 11 P.M. to 7 A.M. shift,
No sweeps were conducted for any shift
on 5/24/15,

5/25/15 for the 11 P.M. to 7 A.M. shift,
5/26/15 for the 11 P.M. to 7 A.M. shift,
5/27/15 for the 11 P.M. to 7 A.M. shift,
and 5/28/15 for the 11 P.M. to 7 A.M.
shift.

No documentation was submitted for
review to indicate the facility ensured
home and bedroom searches were
conducted on each shift daily by group
home staff.

2. -Investigation record dated
3/26/15-4/9/15 for an incident that
occurred on 3/23/15 involving client A
indicated: "Nature of event under
investigation: Allegation by [client A]
that [Staff #13] grabbed her toe and bent
it back. Dated/Time of alleged incident:
3/26/15 approximately 10:25
A.M....Persons involved: [Client A] and

Individuals served.

Will be completed by: 7/1/15

Persons Responsible: Area
Director, Program
Director/QDDP, Nurse, and
Behaviorist
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[Staff #13]. Dates of Investigation:
3/26/15-4/9/15. Investigation completed
by [QIDP]....History/Background: [Staff
#13] is a Direct Support Professional
(DSP). He has worked in the home since
October 2014. [Staff #13] was
suspended on 11/11/14 for an allegation
of abuse that was not substantiated and
his employment was reinstated
12/3/14....Claims and Responses: This
investigation is being conducted due to a
report from [client A] to the QIDP on
3/27/15 that a staff [Staff #13] member
grabbed her toe on her left foot and bent
it back breaking her foot. The QIDP
notified [Area Director (AD)]. The staff
was suspended and an investigation of
the allegation was initiated.
Witnesses/Evidence: [Staff #20] stated
that she did not witness [Staff #13] bend
[client A]'s toe or touch her in any
inappropriate manner. She also stated in
a written statement that [client A] was
kicking walls that day. [Staff#21] stated
that she did not see [Staff #13] touch
[client A]. [Staff #13] stated that he did
not harm the individual. [Client A]
stated that [Staff #13] grabbed her toe
and bent it back breaking it.... There is no
mention of [client A] kicking a wall in
the original GER for the behavior but the
(sic) was a GER for the injury....The
doctor diagnosed her with having a
fractured foot not a broken toe. The
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nurse was called between 7 P.M. and 8
P.M. on 3/23/15 by [Staff #13] to report
that [client A] was complaining of pain in
her foot. The nurse told staff that [client
A] could have some ibuprofen for pain
and to have ice put on her foot while its
(sic) kept elevated. The QIDP was called
on 3/23/15 by [Staff #21] to report that
[client A] was in an aggressive behavior
that morning a little after 7 A.M. and
again at around 8:20 A.M.. I asked staff
if she had been restrained but was told
that she had not. I then instructed them
to continue following her plan, remove
anything she could throw from the area
and to call me when it was over.

Findings of Fact: [Client A] was agitated
on 3/23/15. [Staff #20] and [Staff #13]
removed items from her room she could
harm herself with. [Client A]'s foot is
fractured....Conclusion Based on Facts:
[Staff #13] was not alone with the
individual in her room without a second
staff being there. Recommendation: 1
recommend [Staff #13] be reinstated due
to an unsubstantiated allegation. |
recommend all staff be retrained on
properly documenting incidents. Date
investigation was completed: 4/9/15."

-BDDS report dated 3/26/15 involving
client A indicated: "On 3/26/15 [client
A] told the QIDP that a staff bent her toe
back breaking it after an incident in
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which she was agitated. The individual
was seen by a doctor who told her to keep
her leg elevated. Staff was suspended
pending the out come (sic) of the
investigation. Incident Follow-Up
Report dated 4/10/15 indicated: "Was
further treatment needed for the fractured
foot? She is now wearing a boot
prescribed by her podiatrist. What part of
the foot is the fracture located? The front
of the left foot between the upper foot
and the toes. The result of the allegation
is unsubstantiated."

A review of client A's record was
conducted on 5/27/15 at 10:50 A.M..
Review of client A's Behavioral Support
Plan (BSP) dated 1/27/15 indicated:
"BEHAVIORS TO BE DECREASED
(CHALLENGING
BEHAVIORS/PROBLEM
BEHAVIORS): Self Injurious Behavior
(SIB), Verbal Aggression, Physical
Aggression...Elopement... Hierarchy of
Physical Interaction of DCI (crisis
intervention) Techniques:

Hierarchy of Physical Interaction of DCI
(crisis intervention) Techniques

Less Restrictive

Physical Redirection/Response
Blocking= to change course or direction
of momentum. Redirection techniques
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are used to take advantage of a person's
momentum to redirect without holding on
to the person. Response blocking is the
physical intervention to stop a person's
momentum during events of physical
aggression without holding on to the
person.

Releasing=Gaining release from a
physical hold; this may involve briefly
holding to the hand or the wrist of the
person.

Walking with or
accompanying/Escorting: Walking with
a person to give direction, guidance, and
protection from harm. Staff may use
light, occasional touch or may have to
use a support walk with their hand on the
upper shoulder and lower arm.

Restrictive physical interaction should
only be used for the protection from harm
and should be terminated as soon as the
need for protection is over.

Side Body Hug=Standing beside/slightly
behind the person holding one of the
arms against the person's body and your,
hugging along the person's natural waist.
This may be combined with another staff
repeating this same hold on the other side
of the person should a one-person hold
prove to be ineffective.
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More restrictive:

One arm Standing=Standing behind the
person, holding one arm of the person in
front of their body with both of your
hands, hugging around the natural
waistline from behind the person.

Two Person Hold= Standing behind the
person with hands in a 'c' formation at
wrist with opposite arm to individual and
arm closest to individual on the shoulder.
Inner leg should be behind client next to
their inside foot for stability. Staff on
other side with the same stance, bend the
person over slightly for three count then
raise back up. If client drops to the floor
staff is to go with them while maintaining
client safety. During this procedure staff
should be giving short commands to calm
down, take a breath, you are safe; to the
individual."

FOLLOW-UP:

"All of [client A]'s caregivers should be
trained by his/her behavior consultant to
consistently implement her behavior
plan. After all staff are trained, [client
Al]'s behavior should be monitored by her
behavior consultant on a weekly basis.
[Client A]'s individual support team
(IST) will review her BSP at least
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quarterly to evaluate its appropriateness."
Review of the record did not indicate the
contracted Behaviorist provided weekly
behavior services to client A at the group
home. The record did not indicate the
Behaviorist provided staff training and
guidance during incidents of physical
aggression, elopement and Self Injurious
Behavior (SIB). Review of the record did
not indicate the contracted Behaviorist
provided weekly behavior services to
client A at the group home. The record
did not indicate the Behaviorist provided
staff training and guidance during
incidents of physical aggression,
elopement and Self Injurious Behavior
(SIB).

A review of client B's record was
conducted on 5/27/15 at 11:30 A.M..
Review of client B's Behavioral Support
Plan (BSP) dated 4/7/14 indicated:
"BEHAVIORS TO BE DECREASED
(CHALLENGING
BEHAVIORS/PROBLEM
BEHAVIORS): Self Injurious Behavior
(SIB), Physical
Aggression...Elopement... Property
Destruction...Refusal...Hierarchy of
Physical Interaction of DCI (crisis
intervention) Techniques:

Hierarchy of Physical Interaction of DCI
(crisis intervention) Techniques
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Less Restrictive

Physical Redirection/Response
Blocking= to change course or direction
of momentum. Redirection techniques
are used to take advantage of a person's
momentum to redirect without holding on
to the person. Response blocking is the
physical intervention to stop a person's
momentum during events of physical
aggression without holding on to the
person.

Releasing=Gaining release from a
physical hold; this may involve briefly
holding to the hand or the wrist of the
person.

Walking with or
accompanying/Escorting: Walking with
a person to give direction, guidance, and
protection from harm. Staff may use
light, occasional touch or may have to
use a support walk with their hand on the
upper shoulder and lower arm.

Restrictive physical interaction should
only be used for the protection from harm
and should be terminated as soon as the
need for protection is over.

Side Body Hug=Standing beside/slightly
behind the person holding one of the
arms against the person's body and your,
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hugging along the person's natural waist.
This may be combined with another staff
repeating this same hold on the other side
of the person should a one-person hold
prove to be ineffective.

More restrictive:

One arm Standing=Standing behind the
person, holding one arm of the person in
front of their body with both of your
hands, hugging around the natural
waistline from behind the person.

Two Person Hold= Standing behind the
person with hands in a 'c' formation at
wrist with opposite arm to individual and
arm closest to individual on the shoulder.
Inner leg should be behind client next to
their inside foot for stability. Staff on
other side with the same stance, bend the
person over slightly for three count then
raise back up. If client drops to the floor
staff is to go with them while maintaining
client safety. During this procedure staff
should be giving short commands to calm
down, take a breath, you are safe; to the
individual."

FOLLOW-UP:
"All of [client B]'s caregivers should be

trained by his/her behavior consultant to
consistently implement her behavior
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services to client

Behavior (SIB).

she had not been

the clients' BSPs

honest with you;
given the clients'

plan. After all staff are trained, [client
B]'s behavior should be monitored by her
behavior consultant on a weekly basis.
[Client B]'s individual support team (IST)
will review her BSP at least quarterly to
evaluate its appropriateness." Review of
the record did not indicate the contracted
Behaviorist provided weekly behavior

B at the group home.

The record did not indicate the
Behaviorist provided staff training and
guidance during incidents of physical
aggression, elopement and Self Injurious

The record did not

indicate the behaviorist revisited the BSP
after the documented incidents.

An interview with Direct Support
Professional (DSP) #1 was conducted on
5/29/15 at 1:30 P.M.. DSP #1 indicated

trained on clients A and

B's BSPs by the behaviorist. DSP #1
indicated she has many questions and is
confused in regard to how to implement

because she gets

different information from different

people. When the AD asked DSP #1 if
she received training before working at
the group home, DSP #1 stated: "To be

no, I did not. I was
books and told to read

through their books." When asked if the
behaviorist trained her on each client's
BSP, DSP #1 indicated she did not. DSP
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#1 further indicated when she has asked
the behaviorist how to address the clients'
aggressive behaviors and SIB, DSP #1
stated "The behaviorist told me to leave
them alone until they calm down and
then check on them. She told me we do
not use physical intervention." When
asked if she was trained on bedroom and
house checks, DSP #1 stated: "I was told
to do bedroom checks every shift but I
was not told to do house checks every
shift."

An interview with the Area
Director/Qualified Intellectual Disability
Professional (AD/QIDP) was conducted
on 5/29/15 at 4:15 P.M.. The AD
indicated staff were not able to handle
client B's SIB. The AD indicated all staff
who work at the group home with clients
A and B should have been trained on
their BSPs. The AD further indicated
staff should have implemented their
BSPs as written.

This federal tag relates to complaint
#IN000170468.

9-3-3(a)
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W 0248 483.440(c)(7)
INDIVIDUAL PROGRAM PLAN
Bldg. 00 | A copy of each client's individual plan must
be made available to all relevant staff,
including staff of other agencies who work
with the client, and to the client, parents (if
the client is a minor) or legal guardian.
Based on record review and interview, W 0248 07/01/2015
the facility failed for 1 of 2 sampled W 248 483.440(c)(7)
. R . INDIVIDUAL PROGRAM PLAN
clients (client B), by not ensuring the
client's Behavior Support Plan (BSP) was
available for all staff who worked with
her at the group home. In conjunction with the Plan of
Corrections for all other citations in
Lo . this survey, Area Director (AD) will
Findings include: review this Standard, and ensure all
current ISP, BSP, and Risk Plans are
A review of the facility's records was filed in each Individuals’ permanent
conducted on 5/21/15 at 2:30 P.M file at the home, for easy reference
. o for all staff. AD will
Review of the facility's Bureau of oratsa W CTIsuTe
S ) Agency’s abuse/neglect Policy and
Developmental Disabilities Services Procedure is implemented at all
(BDDS) reports, General Event times (Including providing sufficient
Reports/Internal Reports (GER/IR), Daily staff at all times for the needs of the
Progress Notes and an investigation individuals), to prevent staff physical
d indicated: abuse and neglect of Individuals
record indicated. served, that behavioral services by
the behaviorist are provided at the
-Investigation record dated home according to each Individuals’
behavioral needs, that nursing
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11/11/14-12/1/14 in regard to an incident services consistently provide prompt
that occurred on 11/10/14 involving and thorough assessments and
client B indicated: "Nature of event 2?; rr?;) :rll?z;Zd;ailncda;ézgzs(;:t
under investigation: Allegation that staff allegation of abuse/neglect, and
[Staff #13] physically abused [client B] ensure a timely and thorough
by choking [client B]....Date/Time of investigation is completed in regards
alleged incident: 11/10/14 during an to any allegation of abuse or neglect
. through the following:
evening at the group home....Dates of
Investigation:
11/11/14-12/1/14....Investigation
completed by [Qualified Intellectual A. After investigation, it was
Disabilities Professional determined that the QDDP, Nurse,
. and House Manager did not follow
(QIDP)]....Claims and Responses: On Agency Policy and Procedure as
11/11/14, [Behaviorist name], was pulled required by their job description
to the side and told by [client B] that staff concerning an incident of alleged
[Staff #13] choked her. [Behaviorist] abuse, and were terminated from
then called [QIDP] and told her what was employment accordingly.
said. [Staff #13] then was called and B.  All current and new staff will
suspended pending an be retrained on the following:
investigation....Witness/Evidence: [Staff
#13] was interviewed on 11/17/14 and i Agency Policy and
denies choking the individual served Procedure coneerning
abuse/neglect/exploitation of
[client B]. [Staff#14] was interviewed Individuals served.
on 11/17/14 and states that he did not see
[Staff #13] choke [client B]. His ii. Agency Policy and
statement does not match the allegation. ll;r.();edure concerning Individual
[Behaviorist] was interviewed on 1ehs
11/18/14 and was told by [client B] that iii. Agency Policy and
[Staff #13] choked her. [Lead name] Procedure concerning reporting of
stated she was told by [client B] that she incidents.
lied on [Staff #13]. [Client B] says [Staff - Refresher training on
#13] choked her for only a minute but cach Individual’s BSP, including
that she don't (sic) think he meant to do HRC approved/authorized physical
it. [QIDP] talked with [client B] on intervention techniques.
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completed: 12/1/14."

11/11/14 and [client B] told the QIDP
that the [Name] that works at her home in
the evening is the [Name] that choked her
the day before not the one that works at
the boys (sic) home with the curly hair.
The QIDP also talked with [client B] on
11/16/14 and was told by [client B] that
'maybe [Staff #13] didn't do it' and that
'maybe I should get to know him before I
decide I don't like him." Findings of Fact:
[Client B] was agitated on the night of
11/10/14. [Staff #13] was in the doorway
of [client B]'s room as witnessed by
another staff. [Client B] was upset at her
housemate. [Staff#17] told [Staff #13]
to leave the room because he was a
target. It took [Staff #17] a few seconds
to leave from calming [client C] in her
room to get to [client B]'s room.
Conclusion Based on Facts: The
investigation is unsubstantiated due to the
fact that [client B] admitted to lying to
staff about the incident and staff [Staff
#17] witnessing [client B] standing on
the far side of her bedroom behind her
bed. Also [client B] indicating that the
incident did not happen to the QIDP on
11/16/14. Date investigation was

-BDDS report dated 5/23/15...Date of
Knowledge: 5/24/15...Submitted Date:
5/25/15 involving client B indicated:

V. Agency Policy and
Procedure concerning reporting to
supervisor when insufficient staff are
on duty at any time.

C.  All nurses have been trained on
consistently providing prompt and
thorough assessments and
appropriate medical care in the event
of any injury to an individual and/or
allegation of abuse/neglect. All
assessments and medical care will be
promptly documented in the
Individual’s permanent record.

D. Behaviorist has been trained on
ensuring behavioral services are
provided at the home according to
each Individuals’ behavioral needs,
and behaviorist will be signing in/out
of a log book at the home as
evidence of visits, training, etc.

E. A Director will thoroughly
train all new Program Director,
QDDP, and House Managers upon
employment on prompt notification
to the administrator of any allegation
and/or suspicion of abuse/neglect and
on completing thorough and timely
investigations into any allegation of
abuse/neglect.

F.  Area Director will work with
HR Department and Agency Team to
hire and retain sufficient staff, so that
home will consistently have
sufficient staff for client’s needs.

"On 5/23/15 at approximately 4:03 P.M.,
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[client B] was sitting at the dining room
table talking with her birth mother on the
telephone. Staff observed her crying and A trained Area Director, Program
wiping the tears from her eyes. Later, Director/QDDP, Nurse, and/or
staff then heard the back door slam, and Behaviorist, will be in the home each
staff ran down the hall, through the door day throughout the week, at various
in the common area in the back and out and random times indudin.g shift
. i . changes and random overnight
the door outside calling out to [client B]. checks. These visits will be to
[Client B] continued to run, and staff was ensure all Individuals’ plans/protocol
able to stop her at the fence. [Client B] and all Agency policy and
turned around and staff noticed a large procedures are followed, to ensure
cut on he neck. Staff called to co-worker the _h?alth and safety of all
i . Individuals served, and to ensure
for assistance, applied pressure to the Agency’s abuse/neglect Policy, and
injury until EMT's (sic) (Emergency reporting Policy/Procedures are
Medical Technician), and coworker implemented at all times. These
called 911, Area Director and nurse. The visits will ensure that behavioral
police officer arrived first and asked services by the behaviorist are
. . provided at the home according to
[client B] what happened. [Client B] each Individuals’ behavioral needs,
went into details about the mom telling that nursing services consistently
her that her sister ran away and was provide prompt and thorough
placed back into foster care. The officer assessments and appropriate medical
explained to [client B] that there are other care 1 the event of any injury to an
. . . individual and/or allegation of
ways to deal with anger. [Client B] said abuse/neglect, and ensure a timely
she understood. Plan to Resolve: Staff and thorough investigation is
followed protocol, called 911, applied completed in regards to any
first aid and notified nurse and allegation of abuse or neglect.
administrator. Staff stayed in contact
with the Nurse the whole duration of the
incident. EMTs transported [client B] to
[Hospital] were (sic) she received 21
stitches from [Physician]. [Psych
Hospital] was notified by hospital
personnel due to suicide attempt. [Psych
hospital] arrived and stated said (sic) that This monitoring and supervision will
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they had no facility for [client B] and that continue until it is evident to each
they told us this before and that her psych Individual s IDT, the Area leef’tor’
Doctor has a facility that he could admit and State Director that all Individuals
are free from
her to in Indianapolis. [Client B] abuse/neglect/exploitation, that all
received a tetanus shot and blood was staff have demonstrated competency
drawn the hospital served [client B] in all Individuals’ Plans/Protocol and
dinner. The ER (Emergency Room) “;Ag‘;ncylresormllg_f?fi i
. apuse/neglect/exploitation policCies,
Doctor refused to release [client B] to go gechexp P .
) and all Individuals are demonstrating
home because of the fact that it was that they are comfortable, and at
attempted suicide at 2:00 A.M. on 5/24/1. ease, in their home. When this has
[Hospital] admitted [client B] to the been determined, the Area Director
hospital. AD/QIDP talked with staff on llrevise the monitoring schedule
as necessal 0 €nsurc suiicien
5/25/15 and they stated they had been observatio;}; in order to continue the
following protocol, and after the incident, continuity and effectiveness of this
they found a broken jar of Jalapeno's (sic) plan.
outside in the back of the house."
A review of client B's group home record A.  While monitoring the home
was conducted on 5/27/15 at 11:30 A.M.. Area Director, Program
Review of the record indicated a BSP Director/QDDP, Nurse, and/or
dated 4/7/14 for staff guidance. At 1:30 Behaviorist will provide ongoing
P M... the AD was asked if the IDT training and coaching to all staff
B ) working in the home.
revisited client B's BSP after the
mentioned incidents, the AD said there is )
an updated BSP, and retrieved a BSP
dated 2/23/15 from the computer. The E’ Prog;;‘ml];l}rl“tf)r/ QtDD'Il)l’
. urse, and/or behaviorist wi
updated BSP was not available for the . .
] promptly communicate any issues,
group home staff for guidance. concerns, or signs of potential
abuse/neglect/exploitation, or
An interview with the Area evidence of any anxiety or
Director/Qualified Intellectual Disability ?”g,gégonlsa eXPfessted:Y th]; t
. ndividuals served to Arca irector.
Professional (AD/QIDP) was conducted
on 5/29/15 at 4:15 P.M.. The PD i
indicated client B's BSP dated 2/23/15
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should be at the group home for all staff. C.  The Area Director will
promptly notify Senior Director of
any issues that have been identified,
9-3-4(a) Y
that have not been addressed by the
Individual’s IDT, or any other
significant issue that may negatively
affect the health and safety of the
Individuals served.
Will be completed by: 7/1/15
Persons Responsible: Area
Director, Program
Director/QDDP, Nurse, and
Behaviorist
W 0249 483.440(d)(1)
PROGRAM IMPLEMENTATION
Bldg. 00 As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient
number and frequency to support the
achievement of the objectives identified in
the individual program plan.
Based on record review and interview the W 0249 07/01/2015
facility failed for 2 of 2 sampled clients
(ch'ents A aI.ld B), to properly implement W 249 483.440(d)(1)
their Behavior Support Plans (BSP). INDIVIDUAL PROGRAM PLAN
Findings include:
. e In conjunction with the Plan of
A review of the facility's records was Corrections for all other citations in
conducted on 5/21/15 at 2:30 P.M.. this survey, Area Director (AD) will
Review of the facility's Bureau of review this Standard, and ensure all
current ISP, BSP, and Risk Plans are
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Developmental Disabilities Services filed in each Individuals® permanent
(BDDS) reports, General Event ?le altl t}ieflgori% fofueasy reference
Reports/Internal Reports (GER/IR), Daily :;:nc;,z a‘buse /rzjgleirtm;;icy and
Progress Notes and investigation records Procedure is implemented at all
indicated: times (Including providing sufficient
staff at all times for the needs of the
1. -Investigation record dated individuals), to prevent s.ta.ff physical
11/11/14-12/1/14 in regard to an incident ::rlis: daﬁsaziif:i;fr;?ix?z:iSby
that occurred on 11/10/14 involving the bef’laviorist are provided at the
client B indicated: "Nature of event home according to each Individuals’
under investigation: Allegation that staff behavioral needs, that nursing
[Staff #13] physically abused [client B] :fg;zsr gsnilzzztslsy Hllf’;(l’tvsljz é)mmpt
by choking [client B]....Date/Time of appropriateg medical care in the event
alleged incident: 11/10/14 during an of any injury to an individual and/or
evening at the group home....Dates of allegation of abuse/neglect, and
Investigation: ensure a timely and thorough
11/11/14-12/1/14....Investigation EZS;‘iizz‘alnfncst{na%lj:;doinnfgﬁzrc‘:S
completed by [Qualified Intellectual through the following:
Disabilities Professional
(QIDP)]....Claims and Responses: On
11/11/14, [Behaviorist name], was pulled A After investisation. |
to the side and told by [client B] that staff détemigzzlgxiﬁagggg ‘gisrse’
[Staff #13] choked her. [Behaviorist] and House Manager did not follow
then called [QIDP] and told her what was Agency Policy and Procedure as
said. [Staff#13] then was called and required by their job description
suspended pending an concerning an incidel?t of alleged
investigation....Witness/Evidence: [Staff abuse, and were tefminiated from
#13] was interviewed on 11/17/14 and employment accordingly.
denies choking the individual served B.  All current and new staff will
[client B]. [Staff #14] was interviewed be retrained on the following:
on 11/17/14 and states that he did not see i Agency Policy and
[Staff #13] choke [client B]. His P'mce dure concerning
statement does not match the allegation. abuse/neglect/exploitation of
[Behaviorist] was interviewed on Individuals served.
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11/18/14 and was told by [client B] that
[Staff #13] choked her. [Lead Staff - Agency Policy and
. Procedure concerning Individual
name] stated she was told by [client B] Rights
that she lied on [Staff #13]. [Client B]
says [Staff #13] choked her for only a iii. Agency Policy and
minute but that she don't think he meant ?m.ced“re concerning reporting of
to do it. [QIDP] talked with [client B] on incidents.
11/11/14 and [client B] told the QIDP . Refresher training on
that the [Male Group Home Staff Name] each Individual’s BSP, including
that works at her home in the evening is HRC approved/authorized physical
the [Staff #13] that choked her the day intervention techniques.
before not the one that works at the boys .
] j . V. Agency Policy and
(sic) home with the curly hair. The QIDP Procedure concerning reporting to
also talked with [client B] on 11/16/14 supervisor when insufficient staff are
and was told by [client B] that 'maybe on duty at any time.
[Staff #13] didn't do it' and that 'maybe I
should get to know him before I decide I
don't like him." Findings of Fact: [Client C.  All nurses have been trained on
B] was agitated on the night of 11/10/14. consistently providing prompt and
[Staff #13] was in the doorway of [client thorough assessments and
B]'s room as witnessed by another staff. appropriate medical care in the event
i her h of any injury to an individual and/or
[Client B] was upset at her housemate. allegation of abuse/neglect. All
[Staff #17] told [Staff #13] to leave the assessments and medical care will be
room because he was a target. It took promptly documented in the
[Staff #17] a few seconds to leave from Individual’s permanent record.
Cal.mmg ['(:hent Clin her ro.om to get to D. Behaviorist has been trained on
[client B]'s room. Conclusion Based on ensuring behavioral services are
Facts: The investigation is provided at the home according to
unsubstantiated due to the fact that [client each Individuals’ behavioral needs,
B] admitted to lying to staff about the and behaviorist will be signing in/out
incident and staff [Staff #17] witnessing Of.a log book .at. the h.on.le »®
] ] ) evidence of visits, training, etc.
[client B] standing on the far side of her
bedroom behind her bed. Also [client B] E. A Director will thoroughly
indicating that the incident did not train all new Program Director,
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happen to the QIDP on 11/16/14. Date QDDP, and House Managers upon
investigation was completed: 12/1/14." employment on prompt notification
to the administrator of any allegation
. . and/or suspicion of abuse/neglect and
2. -BDDS report dated 5/11/15 involving on completing thorough and timely
client B indicated: "On 5/11/15 at investigations into any allegation of
approximately 6:30 P.M. [client B] had abuse/neglect.
just finished eating dinner. House mate F Area Director will work with
. rea pirector will work wi
asked staff cou?d she talk to her. Staff HR Department and Agency Team to
went and sat with other house mate to see hire and retain sufficient staff, so that
what she wanted. [Client B] then went home will consistently have
outside. She was in the line of sight. sufficient staff for client’s needs.
Staff let her stay out there for 3-5 minutes
before going to talk to her. When
housemate talked to her she said she A trained Area Director, Program
didn't want to come back into the house. Director/QDDP, Nurse, and/or
When staff tried to talk to [client B], she dBeha;lnorlsL, Wlllhbe n ﬂlze hom? each
. t tt t
was verbally aggressive. Staff then 2y TAroughot fae week, at various
. . . and random times including shift
redirected [client B] and asked her did changes and random overnight
she want to get her jello. [Client B] then checks. These visits will be to
stated that she didn't want to be in this ensure all Individuals’ plans/protocol
house any more because her house mate and alé Agencyfp‘l’lhcy an
. . .. proceaures are rollowed, to ensure
get.s away with everything. This is when the health and safety of all
[client B] took off from staff. Staff Individuals served, and to ensure
yelled for other staff to come so that they Agency’s abuse/neglect Policy, and
could prevent her from leaving. She reporting Policy/Procedures are
made it out of the sub-division. Staff “?’Plem'el‘;ted at allhumtfsﬁ T.hes"i
t that
followed her on foot, and other staff was VISTES W GSUTe that benaviora
o ) ] services by the behaviorist are
driving behind us. [Client B] was provided at the home according to
picking up sticks and rocks a long (sic) each Individuals’ behavioral needs,
the way throwing them at staff on foot that nursing services consistently
and the van. AD (Area Director) coached provide promptdand thorough dical
. t t
staff and staff followed her behavior ASSeSSIEn'S dc appropriate medicd
care in the event of any injury to an
protocol and followed her to ensure her individual and/or allegation of
health and safety. [Client B] never got abuse/neglect, and ensure a timely
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close to the neighbor or her property. and thorough investigation is
She was being verbally and physically completed in regards to any
aggressive towards staff. At one point, allegation of abuse or neglect.
[client B] picked up landscaping stone
and threw it at the van, shattering the
windshield. [Client B] refused to go
back to the home, continued walking and
ended up walking along a highway.
Since it was becoming dark, and she was
walking along a busy highway, to ensure
her health and safety, the AD instructed This monitoring and supervision will
staff to call the police for assistance. fggf\l:;jallm:llls;ls ti\;ljl\erzztg;z};or’
Before the police arrived, staff tried and State Director that all Individuals
talking to [client B] again, telling her that are free from
she needed to calm down so that we can abuse/neglect/exploitation, that all
talk about what's going on and that they staff have demonstrated competency
in all Individuals’ Plans/Protocol and
needed to get back to the house. She in Agency reporting and
started yelling and saying that she hates abuse/neglect/exploitation policies,
this house and she doesn't want to go and all Individuals are demonstrating
back. When the police arrived, they that they are comfortable, and at
asked [client B] what was the problem, case, in their home. When this has
. . been determined, the Area Director
and she began being aggressive. They will revise the monitoring schedule
told her if she calms down she can go as necessary to ensure sufficient
back to the house. When staff was observations in order to continue the
explaining to her the same thing, she continuity and effectiveness of this
charged towards staff and that is when plan.
the police grabbed her and handcuffed
her. While she was in handcuffs, the
police officers were still trying to calm A.  While monitoring the home,
her down but she wasn't calming down, Area Director, Program
she charged at staff again, and that is Dlrectf)r/QD])‘P, Nurs.e’ and/o?
. Behaviorist will provide ongoing
when they put her in the car and stated training and coaching to all staff
they were taking her to jail. While in the working in the home.
car, [client B] was banging her head on
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VRKQ11 Facility ID: Q12557 If continuation sheet Page 114 of 141




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

PRINTED: 07/10/2015
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
15G791 B. WING 06/01/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
474 WHITEWOOD DR
DUNGARVIN INDIANA LLC VALPARAISO, IN 46385
(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
the door. Plan to Resolve: Staff -
followed [client B's] HRC (Human B p Director/QDDP
. . . rogram Director. s
Rights Committee) approved BSP Nurse, angd/or Behaviorist will
protocol, followed her, ensured her health promptly communicate any issues,
and safety, and reported the incident to concerns, or signs of potential
the Supervisor. Area Director (AD) abuse/neglect/exploitation, or
maintained frequent phone contact with eﬁlderi,ce of any anXIZtl}; Oih
. . ' allegations, €Xpresse y the
staff and provided support. [Client B]'s Individuals served to Area Director.
nurse provided the jail with all
information needed. The jail was _
contacted today, 5/15/15 at 2:20 P.M.,
. C. The Area Director will
and we were informed she had not yet . R,
] promptly notify Senior Director of
been processed and we should try again any issues that have been identified,
tomorrow. Facility will contact the jail that have not been addressed by the
tomorrow to obtain her hearing date, bail Individual’s IDT, or any other
amount, charges, etc. The facility will significant issue that may negatively
. . . affect the health and safety of the
bail [client B] out as soon as possible and -
. . . Individuals served.
QIDP will update when further info is
obtained. Staff will continue to follow
protocol and [client B]'s IDT
(Interdisciplinary Team) will continue to Will be completed by: 7/1/15
review her. BSP a.nd revise z?s necessary Persons Responsible: Area
to best assist her in controlling her Director, Program
aggressive behavior....[Client B] was Director/QDDP, Nurse, and
released from jail on the afternoon of Behaviorist
5/14/15 (sic)...." Review of the record
did not indicate staff attempted to
physically escort her back to the home or
implement an approved DCI (crisis
intervention) technique as written in her
4/7/14 Behavior Support Plan.
3. -BDDS report dated 5/23/15...Date of
Knowledge: 5/24/15...Submitted Date:
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5/25/15 involving client B indicated:

"On 5/23/15 at approximately 4:03 P.M.,
[client B] was sitting at the dining room
table talking with her birth mother on the
telephone. Staff observed her crying and
wiping the tears from her eyes. Later,
staff then heard the back door slam, and
staff ran down the hall, through the door
in the common area in the back and out
the door outside calling out to [client B].
[Client B] continued to run, and staff was
able to stop her at the fence. [Client B]
turned around and staff noticed a large
cut on her neck. Staff called to
co-worker for assistance, applied pressure
to the injury until EMT's (sic)
(Emergency Medical Technician), and
coworker called 911, Area Director and
nurse. The police officer arrived first and
asked [client B] what happened. [Client
B] went into details about the mom
telling her that her sister ran away and
was placed back into foster care. The
officer explained to [client B] that there
are other ways to deal with anger. [Client
B] said she understood. Plan to Resolve:
Staff followed protocol, called 911,
applied first aid and notified nurse and
administrator. Staff stayed in contact
with the Nurse the whole duration of the
incident. EMTs transported [client B] to
[Hospital] were (sic) she received 21
stitches from [Physician]. [Psych
Hospital] was notified by hospital
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personnel due to suicide attempt. [Psych
hospital] arrived and stated said (sic) that
they had no facility for [client B] and that
they told us this before and that her psych
Doctor has a facility that he could admit
her to in Indianapolis. [Client B]
received a tetanus shot and blood was
drawn (sic) the hospital served [client B]
dinner. The ER (Emergency Room)
Doctor refused to release [client B] to go
home because of the fact that it was
attempted suicide at 2:00 A.M. on
5/24/15. [Hospital] admitted [client B] to
the hospital. AD/QIDP talked with staff
on 5/25/15 and they stated they had been
following protocol, and after the incident,
they found a broken jar of Jalapeno's (sic)
outside in the back of the house.
AD/QIDP and [client B]'s IDT
(Interdisciplinary Team) will evaluate
this incident and develop further
procedures to assist in ensuring [client
BJ's health and safety at all times, before
she returns to her home. Staff will
continue to follow protocol and reporting
procedure."

A review of client B's record was
conducted on 5/27/15 at 11:30 A.M..
Review of client B's Behavioral Support
Plan (BSP) dated 4/7/14 indicated:

"BEHAVIORS TO BE DECREASED
(CHALLENGING
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BEHAVIORS/PROBLEM
BEHAVIORS: Self Injurious Behavior
(SIB), Physical
Aggression...Elopement... Property
Destruction...Refusal:

Self-Injurious Behavior: Actions
performed by [client B] in which she uses
her body or a foreign object to inflict
harm on a part of her body causing some
damage to skin integrity, including cuts,
bruises, burns, scrapes or rashes. [Client
B] has a history of cutting her arms and
scratching her lower forearms and face to
the point of skin breakdown. [Client B]
has recently begun to kick and hit walls,
as well as banging her head on the wall
up to three times in rapid succession.

Elopement: Leaving the assigned area
without (1) notifying staff or responsible
person of her intention to leave
supervision prior to departing and/or (2)
leaving the assigned area or supervision
by staff after being declined permission
to leave the area by staff.

3. Elopement: Intervention Steps: ...If
[client B] is showing signs of physical or
verbal aggression of agitation and
redirection is not working, staff will
attempt to physically escort her back to
the home or implement an approved DCI
technique if an escort if (sic) not possible.
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As a last resort, staff should implement
an approved DCI technique if an escort if
(sic) not possible and safety becomes a
concern. Agitation is described as
yelling, crying, screaming, talking as if
she is upset about something or someone.

Proactive Strategies:

1. Per the request of residential staff,
[client B] will be searched for sharps
(specifically paperclips, staples and other
small sharp objects) upon arrival home
from any community outing. This
strategy was discussed at a team meeting
and was proposed by residential staff and
management as a means of prompting
[client B] to identify when and if she
plans to harm after being in the
community, specifically after medical
appointments.

Re-Active Strategies:

...Staff should always be mindful of
observing [client B]'s affect for moods
that correlate with this target behavior....

"BEHAVIORS TO BE DECREASED
(CHALLENGING
BEHAVIORS/PROBLEM
BEHAVIORS): Self Injurious Behavior
(SIB), Physical
Aggression...Elopement... Property
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Destruction...Refusal...Hierarchy of
Physical Interaction of DCI (crisis
intervention) Techniques:

Hierarchy of Physical Interaction of DCI
(crisis intervention) Techniques

Less Restrictive

Physical Redirection/Response
Blocking= to change course or direction
of momentum. Redirection techniques
are used to take advantage of a person's
momentum to redirect without holding on
to the person. Response blocking is the
physical intervention to stop a person's
momentum during events of physical
aggression without holding on to the
person.

Releasing=Gaining release from a
physical hold; this may involve briefly
holding to the hand or the wrist of the
person.

Walking with or
accompanying/Escorting: Walking with
a person to give direction, guidance, and
protection from harm. Staff may use
light, occasional touch or may have to
use a support walk with their hand on the
upper shoulder and lower arm.

Restrictive physical interaction should
only be used for the protection from harm
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and should be terminated as soon as the
need for protection is over.

Side Body Hug=Standing beside/slightly
behind the person holding one of the
arms against the person's body and yours,
hugging along the person's natural waist.
This may be combined with another staff
repeating this same hold on the other side
of the person should a one-person hold
prove to be ineffective.

More restrictive:

One arm Standing=Standing behind the
person, holding one arm of the person in
front of their body with both of your
hands, hugging around the natural
waistline from behind the person.

Two Person Hold= Standing behind the
person with hands in a 'c' formation at
wrist with opposite arm to individual and
arm closest to individual on the shoulder.
Inner leg should be behind client next to
their inside foot for stability. Staff on
other side with the same stance, bend the
person over slightly for three count then
raise back up. If client drops to the floor
staff is to go with them while maintaining
client safety. During this procedure staff
should be giving short commands to calm
down, take a breath, you are safe; to the
individual."
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FOLLOW-UP:

"All of [client B]'s caregivers should be
trained by his/her behavior consultant to
consistently implement her behavior
plan. After all staff are trained, [client
B]'s behavior should be monitored by her
behavior consultant on a weekly basis.
[Client B]'s individual support team (IST)
will review her BSP at least quarterly to
evaluate its appropriateness." Review of
the record did not indicate the contracted
Behaviorist provided weekly behavior
services to client B at the group home.
The record did not indicate the
Behaviorist provided staff training and
guidance during incidents of physical
aggression, elopement and Self Injurious
Behavior (SIB). The record did not
indicate the behaviorist revisited the BSP
after the documented incidents.

A review of the facility's records was
conducted on 5/29/15 at 3:00 P.M..
Review of the group home staff "House
Sweeps" logs in which staff documented
room sweeps to be conducted daily on
every staff scheduled working shift dated
4/29/15 to 5/29/15 indicated no house
sweeps were conducted on:

5/4/15 for the 3P.M. to 11P.M. shift,
5/5/15 for the 3P.M. to 11 P.M. shift,
5/10/15 for the 11 P.M. to 7 A.M. shift,

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

VRKQ11  Facility ID:

012557 If continuation sheet

Page 122 of 141




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

PRINTED: 07/10/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G791

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
06/01/2015

NAME OF PROVIDER OR SUPPLIER

DUNGARVIN INDIANA LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
474 WHITEWOOD DR
VALPARAISO, IN 46385

(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

5/18/15 for the 11 P.M. to 7 A.M. shift,
5/25/15 for the 11 P.M. to 7 A.M. shift,
5/27/15 for the 11 P.M. to 7 A.M. shift,
and 5/28/15 for the 11 P.M. to 7 A.M.
shift.

Review of the "Room Sweeps" for client
B's bedroom dated 5/16/15 to 5/29/15
indicated no bedroom sweeps were
conducted on:

5/17/15 for the 11 P.M. to 7 A.M. shift,
5/19/15 for the 11 P.M. to 7 A.M. shift,
No sweeps were conducted for any shift
on 5/24/15, 5/25/15 for the 11 P.M. to 7
A .M. shift,

5/26/15 for the 11 P.M. to 7 A.M. shift,
5/27/15 for the 11 P.M. to 7 A.M. shift,
and 5/28/15 for the 11 P.M. to 7 A.M.
shift.

No documentation was submitted for
review to indicate the facility ensured
home and bedroom searches were
conducted on each shift daily by group
home staff.

4. -Investigation record dated
3/26/15-4/9/15 for an incident that
occurred on 3/23/15 involving client A
indicated: "Nature of event under
investigation: Allegation by [client A]
that [Staff #13] grabbed her toe and bent
it back. Dated/Time of alleged incident:
3/26/15 (sic) approximately 10:25
A.M....Persons involved: [Client A] and
[Staff #13]. Dates of Investigation:
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3/26/15-4/9/15. Investigation completed
by [QIDP]....History/Background: [Staff
#13] is a Direct Support Professional
(DSP). He has worked in the home since
October 2014. [Staff #13] was
suspended on 11/11/14 for an allegation
of abuse that was not substantiated and
his employment was reinstated
12/3/14....Claims and Responses: This
investigation is being conducted due to a
report from [client A] to the QIDP on
3/27/15 that a staff [Staff #13] member
grabbed her toe on her left foot and bent
it back breaking her foot. The QIDP
notified [Area Director (AD)]. The staff
was suspended and an investigation of
the allegation was initiated.
Witnesses/Evidence: [Staff #20] stated
that she did not witness [Staff #13] bend
[client A]'s toe or touch her in any
inappropriate manner. She also stated in
a written statement that [client A] was
kicking walls that day. [Staff #21] stated
that she did not see [Staff #13] touch
[client A]. [Staff #13] stated that he did
not harm the individual. [Client A]
stated that [Staff #13] grabbed her toe
and bent it back breaking it.... There is no
mention of [client A] kicking a wall in
the original GER for the behavior but
there was a GER for the injury....The
doctor diagnosed her with having a
fractured foot not a broken toe. The
nurse was called between 7 P.M. and 8
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P.M. on 3/23/15 by [Staff #13] to report
that [client A] was complaining of pain in
her foot. The nurse told staff that [client
A] could have some ibuprofen for pain
and to have ice put on her foot while its
(sic) kept elevated. The QIDP was called
on 3/23/15 by [Staff #21] to report that
[client A] was in an aggressive behavior
that morning a little after 7 A.M. and
again at around 8:20 A.M.. I asked staff
if she had been restrained but was told
that she had not. I then instructed them
to continue following her plan, remove
anything she could throw from the area
and to call me when it was over.
Findings of Fact: [Client A] was agitated
on 3/23/15. [Staff #20] and [Staff #13]
removed items from her room she could
harm herself with. [Client A]'s foot is
fractured....Conclusion Based on Facts:
[Staff #13] was not alone with the
individual in her room without a second
staff being there. Recommendation: I
recommend [Staff #13] be reinstated due
to an unsubstantiated allegation. |
recommend all staff be retrained on
properly documenting incidents. Date
investigation was completed: 4/9/15."
Further review did not indicate the staff
implemented DCI techniques to prevent
client A from injury.

A review of client A's record was
conducted on 5/27/15 at 10:50 A.M..
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Review of client A's BSP dated 1/27/15
indicated: "BEHAVIORS TO BE
DECREASED (CHALLENGING
BEHAVIORS/PROBLEM
BEHAVIORS): Verbal Aggression, Self
Injurious Behavior (SIB), Physical
Aggression...Elopement...Due to a history
of SIB, recent resurfacing of the
behavior, as well as [client A]'s
placement at a home with roommates
who also have a history of self-injury,
whole house sweeps of common areas
each shift (sic). Items that can be used
for self harm or weapons will be
removed, such as magazines with staples,
pencils, pens, plastic wrapping, string,
beads, etc....If [client A] is physically
aggressive with staff, the target staff
should use DCI (crisis intervention
techniques) to protect themselves from
bodily harm:

Hierarchy of Physical Interaction of DCI
(crisis intervention) Techniques

Less Restrictive

Physical Redirection/Response
Blocking= to change course or direction
of momentum. Redirection techniques
are used to take advantage of a person's
momentum to redirect without holding on
to the person. Response blocking is the
physical intervention to stop a person's
momentum during events of physical
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aggression without holding on to the
person.

Releasing=Gaining release from a
physical hold; this may involve briefly
holding to the hand or the wrist of the
person.

Walking with or
accompanying/Escorting: Walking with
a person to give direction, guidance, and
protection from harm. Staff may use
light, occasional touch or may have to
use a support walk with their hand on the
upper shoulder and lower arm.

Restrictive physical interaction should
only be used for the protection from harm
and should be terminated as soon as the
need for protection is over.

Side Body Hug=Standing beside/slightly
behind the person holding one of the
arms against the person's body and yours,
hugging along the person's natural waist.
This may be combined with another staff
repeating this same hold on the other side
of the person should a one-person hold
prove to be ineffective.

More restrictive:

One arm Standing=Standing behind the
person, holding one arm of the person in
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front of their body with both of your
hands, hugging around the natural
waistline from behind the person.

Two Person Hold= Standing behind the
person with hands in a 'c' formation at
wrist with opposite arm to individual and
arm closest to individual on the shoulder.
Inner leg should be behind client next to
their inside foot for stability. Staff on
other side with the same stance, bend the
person over slightly for three count then
raise back up. If client drops to the floor
staff is to go with them while maintaining
client safety. During this procedure staff
should be giving short commands to calm
down, take a breath, you are safe; to the
individual."

Client A's BSP did not indicate staff
should have "Taken down" client A.
Further review of the record failed to
indicate the contract behaviorist provided
behavior services weekly at the group
home for the client.

FOLLOW-UP:

"All of [client A]'s caregivers should be
trained by his/her behavior consultant to
consistently implement her behavior
plan. After all staff are trained, [client
Al]'s behavior should be monitored by her
behavior consultant on a weekly basis.
[Client A]'s individual support team
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(IST) will review her BSP at least
quarterly to evaluate its appropriateness."

A review of client B's record was
conducted on 5/27/15 at 11:30 A.M..
Review of client B's Behavioral Support
Plan (BSP) dated 4/7/14 indicated:

"BEHAVIORS TO BE DECREASED
(CHALLENGING
BEHAVIORS/PROBLEM
BEHAVIORS): Self Injurious Behavior
(SIB), Physical
Aggression...Elopement...Property
Destruction...Refusal:

Self-Injurious Behavior: Actions
performed by [client B] in which she uses
her body or a foreign object to inflict
harm on a part of her body causing some
damage to skin integrity, including cuts,
bruises, burns, scrapes or rashes. [Client
B] has a history of cutting her arms and
scratching her lower forearms and face to
the point of skin breakdown. [Client B]
has recently begun to kick and hit walls,
as well as banging her head on the wall
up to three times in rapid succession.

Elopement: Leaving the assigned area
without (1) notifying staff or responsible
person of her intention to leave
supervision prior to departing and/or (2)
leaving the assigned area or supervision
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by staff after being declined permission
to leave the area by staff.

3. Elopement: Intervention Steps: ...If
[client B] is showing signs of physical or
verbal aggression of agitation and
redirection is not working, staff will
attempt to physically escort her back to
the home or implement an approved DCI
technique if an escort if (sic) not possible.
As a last resort, staff should implement
an approved DCI technique if an escort if
(sic) not possible and safety becomes a
concern. Agitation is described as
yelling, crying, screaming, talking as if
she is upset about something or someone.

Proactive Strategies:

1. Per the request of residential staff,
[client B] will be searched for sharps
(specifically paperclips, staples and other
small sharp objects) upon arrival home
from any community outing. This
strategy was discussed at a team meeting
and was proposed by residential staff and
management as a means of prompting
[client B] to identify when and if she
plans to harm after being in the
community, specifically after medical
appointments.

Re-Active Strategies:
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...Staff should always be mindful of
observing [client B]'s affect for moods
that correlate with this target behavior....

"BEHAVIORS TO BE DECREASED
(CHALLENGING
BEHAVIORS/PROBLEM
BEHAVIORS): Self Injurious Behavior
(SIB), Physical
Aggression...Elopement...Property
Destruction...Refusal...Hierarchy of
Physical Interaction of DCI (crisis
intervention) Techniques:

Hierarchy of Physical Interaction of DCI
(crisis intervention) Techniques

Less Restrictive

Physical Redirection/Response
Blocking= to change course or direction
of momentum. Redirection techniques
are used to take advantage of a person's
momentum to redirect without holding on
to the person. Response blocking is the
physical intervention to stop a person's
momentum during events of physical
aggression without holding on to the
person.

Releasing=Gaining release from a
physical hold; this may involve briefly
holding to the hand or the wrist of the
person.
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Walking with or
accompanying/Escorting: Walking with
a person to give direction, guidance, and
protection from harm. Staff may use
light, occasional touch or may have to
use a support walk with their hand on the
upper shoulder and lower arm.

Restrictive physical interaction should
only be used for the protection from harm
and should be terminated as soon as the
need for protection is over.

Side Body Hug=Standing beside/slightly
behind the person holding one of the
arms against the person's body and yours,
hugging along the person's natural waist.
This may be combined with another staff
repeating this same hold on the other side
of the person should a one-person hold
prove to be ineffective.

More restrictive:

One arm Standing=Standing behind the
person, holding one arm of the person in
front of their body with both of your
hands, hugging around the natural
waistline from behind the person.

Two Person Hold= Standing behind the
person with hands in a 'c' formation at
wrist with opposite arm to individual and
arm closest to individual on the shoulder.
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Inner leg should be behind client next to
their inside foot for stability. Staff on
other side with the same stance, bend the
person over slightly for three count then
raise back up. If client drops to the floor
staff is to go with them while maintaining
client safety. During this procedure staff
should be giving short commands to calm
down, take a breath, you are safe; to the
individual."

FOLLOW-UP:

All of [client B]'s caregivers should be
trained by his/her behavior consultant to
consistently implement her behavior
plan. After all staff are trained, [client
B]'s behavior should be monitored by her
behavior consultant on a weekly basis.
[Client B]'s individual support team (IST)
will review her BSP at least quarterly to
evaluate its appropriateness."

An interview with the Area Director
(AD) was conducted on 5/29/15 at 4:15
P.M.. The AD indicated staff should
always implement client's BSPs as
written. The AD indicated staff should
conduct thorough house and bedroom
sweeps for sharp items and items clients
may harm themselves with.

This federal tag relates to complaint
#IN000170468.
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9-3-4(a)
W 0331 | 483.460(c)
NURSING SERVICES
Bldg. 00 The facility must provide clients with nursing
services in accordance with their needs.
Based on record review and interview for W 0331 07/01/2015
2 of 2 sampled clients (clients A and B), W 331 483.460(c) NURSING
o . . SERVICES
the facility failed to ensure timely
medical treatment and provide
assessments for clients A and B's injuries
after alleged staff physical abuse/neglect. In conjunction with the Plan of
Corrections for all other citations in
Lo . this survey, Area Director (AD) will
Findings include: review this Standard, and ensure
Agency’s abuse/neglect Policy is
A review of the facility's records was implemented at all times, that
conducted on 5/21/15 at 2:30 P.M.. Eelﬁa"%or?‘l services bg’ gle el
. o t tt
Review of the facility's Bureau of CHAVIOTIS! aTe providec at 11 home
S ) according to each Individuals
Developmental Disabilities Services behavioral needs, that nursing
(BDDS) reports, General Event services consistently provide prompt
Reports/Internal Reports (GER/IR), Daily and thorough assessments and
Progress Notes and investigation records appropriate medical care in the event
indicated: of any injury to an individual and/or
indicated. allegation of abuse/neglect, and
ensure a timely and thorough
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1. -Investigation record dated investigation is completed in regards
11/11/14-12/1/14 in regard to an incident to any allegation of abuse or neglect
that occurred on 11/10/14 involving through the following:
client B indicated: "Nature of event
under investigation: Allegation that staff
[Staff #13] physically abused [client B] A.  Affer investigation, it was
by choking [client B]....Date/Time of :z;egzzl::&:;;:r%zzzI;(;ﬁii;
alleged incident: 11/10/14 during an Agency Policy and Procedure as
evening at the group home....Dates of required by their job description
Investigation: concerning an incident of alleged
11/11/14-12/1/14....Investigation abuse, and were terminated from
completed by [Qualified Intellectual employment accordingly.
Disabilities Professional B.  All current and new staff will
(QIDP)]....Claims and Responses: On be retrained on the following:
11/11/14, [Behaviorist name], was pulled
to the side and told by [client B] that staff i Agency Policy and
[Staff #13] choked her. [Behaviorist] z&zzz;ir::;ztr;zzgﬁmm of
then called [QIDP] and told her what was Individuals served.
said. [Staff #13] then was called and
suspended pending an ii. Agency Policy and
investigation....Witness/Evidence: [Staff ll;r.();edure concerning Individual
#13] was interviewed on 11/17/14 and ehts.
denies choking the individual served iii. Agency Policy and
[client B]. [Staff #14] was interviewed Procedure concerning reporting of
on 11/17/14 and states that he did not see incidents.
[Staff #13] choke [client B]. His . Refresher training on
statement does not match the allegation. cach Individual’s BSP, including
[Behaviorist] was interviewed on HRC approved/authorized physical
11/18/14 and was told by [client B] that intervention techniques.
[Staff #13] choked her. [Lead name] .
stated she was told by [client B] that she S(;nsii;;g;i:g;ﬁ;;igg;lziion
lied on [Staff #13]. [Client B] says [Staff thorough assessments and
#13] choked her for only a minute but appropriate medical care in the event
that she don't (sic) think he meant to do of any injury to an individual and/or
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it. [QIDP] talked with [client B] on allegation of abuse/neglect. All
11/11/14 and [client B] told the QIDP assessmens and med cal eare wil be
. t t t
that the [Name] that works at her home in prompty cocumeniee il tie
- Individual’s permanent record.
the evening is the [Name] that choked her
the day before not the one that works at D. Behaviorist has been trained on
the boys (sic) home with the curly hair. ensuring behavioral services are
The QIDP also talked with [client B] on Pm;lfej_ a,‘;helhf’l‘)“i ac?"“i‘“gt:;
. cach Indaividuals® benavioral needas,
11/16/14 and was t01.d by [Cl%ent B] that and behaviorist will be signing in/out
'maybe [Staff #13] didn't do it' and that of a log book at the home as
'maybe I should get to know him before I evidence of visits, training, etc.
decide I don't like him." Findings of Fact: _ .
[Client B] was agitated on the night of E. . A Director will th(.)roughly
. train all new Program Director,
11/1 0./14. [Staff #13] wa.s in the doorway QDDP, and House Managers upon
of [client B]'s room as witnessed by employment on prompt notification
another staff. [Client B] was upset at her to the administrator of any allegation
housemate. [Staff #17] told [Staff #13] and/or suspicion of abuse/neglect and
to leave the room because he was a on completing thorough and timely
investigations into any allegation of
target. It took [Staff #17] a few seconds abuse/neglect.
to leave from calming [client C] in her
room to get to [client B]'s room.
Conclusion Based on Facts: The ) ]
. tication i bstantiated due to th A trained Area Director, Program
investiga 10'n 1s unsubs 'an iate 'ue o the Director/QDDP, Nurse, and/or
fact that [client B] admitted to lying to Behaviorist, will be in the home each
staff about the incident and staff [Staff day throughout the week, at various
#17] witnessing [client B] standing on and random times including shift
the far side of her bedroom behind her c};anfes f}id ran(.ioftn O‘fﬁrﬁlg?t
. . . . ChECKs. €SC VISIS W1 c 1o
bed. Also [client B] indicating that the - )
o ] ensure all Individuals’ plans/protocol
incident did not happen to the QIDP on and all Agency policy and
11/16/14. Date investigation was procedures are followed, to ensure
completed: 12/1/14." Review of this the health and safety of all
record failed to indicate the facility's Individuals served, and to ensure
. . . Agency’s abuse/neglect Policy, and
nursing services assessed client B after . .
o reporting Policy/Procedures are
the incident. implemented at all times. These
visits will ensure that behavioral
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2. -Investigation record dated services by the behaviorist are
3/26/15-4/9/15 for an incident that pro;‘?e; a.tdthelhf’tr)n; acf’or(ilng t:l’
occurred on 3/23/15 involving client A cachh IAVICuaTs HERAVIOTAT NECAs,
L that nursing services consistently
indicated: "Nature of event under provide prompt and thorough
investigation: Allegation by [client A] assessments and appropriate medical
that [Staff #13] grabbed her toe and bent care in the event of any injury to an
it back. Dated/Time of alleged incident: “;dm;i“allantd/ Orsnega“on t‘?f |
. apuse/neglect, and ensure a ime
3/26/15 approximately 10:25 geet, joue 4 mey
. . and thorough investigation is
A.M....Persons involved: [Client A] and completed in regards to any
[Staff #13]. Dates of Investigation: allegation of abuse or neglect.
3/26/15-4/9/15. Investigation completed
by [QIDP]....History/Background: [Staff
#13] is a Direct Support. PrOfeSSIOHal_ This monitoring and supervision will
(DSP). He has worked in the home since continue until it is evident to each
October 2014. [Staff #13] was Individual’s IDT, the Area Director,
suspended on 11/11/14 for an allegation and State Director that all Individuals
of abuse that was not substantiated and are free from i
. . abuse/neglect/exploitation, that all
his employment was reinstated staff have demonstrated competency
12/3/14....Claims and Responses: This in all Individuals’ Plans/Protocol and
investigation is being conducted due to a in Agency reporting and
report from [client A] to the QIDP on abuse/neglect/exploitation policies,
and all Individuals are demonstrating
3/27/15 that a staff [Staff #13] member that they are comfortable, and at
grabbed her toe on her left foot and bent case, in their home. When this has
it back breaking her foot. The QIDP been determined, the Area Director
notified [Area Director (AD)]. The staff will revise the monitoring schedule
was suspended and an investigation of as necessary to ensure sufficient
the allegation was initiated observations in order to continue the
] & . ) continuity and effectiveness of this
Witnesses/Evidence: [Staff #20] stated plan.
that she did not witness [Staff #13] bend
[client A]'s toe or touch her in any
inappropriate manner. She also stated in . o
. . A.  While monitoring the home,
a written statement that [client A] was A .
o rea Director, Program
kicking walls that day. [Staff #21] stated Director/QDDP, Nurse, and/or
that she did not see [Staff #13] touch Behaviorist will provide ongoing
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[client A]. [Staff #13] stated that he did training and coaching to all staff
not harm the individual. [Client A] working in the home.
stated that [Staff #13] grabbed her toe
and bent it back breaking it....There is no i
mention of [client A] kicking a wall in B. Program Director/QDDP,
the original GER for the behavior but Nurse, and/or Behaviorist will
there was a GER for the injury....The promptly Com_municate any_issues’
. . . concerns, or signs of potential
doctor diagnosed her with having a abuse/neglect/exploitation, or
fractured foot not a broken toe. The evidence of any anxiety or
nurse was called between 7 P.M. and 8 allegations, expressed by the
P.M. on 3/23/15 by [Staff #13] to report Individuals served to Area Director.
that [client A] was complaining of pain in
her foot. The nurse told staff that [client )
A] could have some ibuprofen for pain C. The Area Director will
and to have ice put on her foot while its promptly notify Senior Director of
(sic) kept elevated. The QIDP was called Z‘l‘; LS:\L/‘ZSnﬁalzehgz;;zsi:;ztﬁi‘:’
on 3/23/15 by [Staff #21] to report that Individual's IDT. or any other
[client A] was in an aggressive behavior significant issue that may negatively
that morning a little after 7 A.M. and affect the health and safety of the
again at around 8:20 A.M.. I asked staff Individuals served.
if she had been restrained but was told
that she had not. I then instructed them
to continue following her plan, remove Will be completed by: 7/1/15
anything she could throw from the area
and to call me when it was over. P‘frs"“s Responsible: Area
Findings of Fact: [Client A] was agitated g;::z:g;; (l;;ﬁ:rgurse’ and
on 3/23/15. [Staff #20] and [Staff #13] Behaviorist
removed items from her room she could
harm herself with. [Client A]'s foot is
fractured....Conclusion Based on Facts:
[Staff #13] was not alone with the
individual in her room without a second
staff being there. Recommendation: I
recommend [Staff #13] be reinstated due
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to an unsubstantiated allegation. |
recommend all staff be retrained on
properly documenting incidents. Date
investigation was completed: 4/9/15."
Review of the record failed to indicate
the facility's nursing services assessed
client A's foot after being notified of her
complaining of pain on 3/23/15. The
report failed to indicate the facility
sought timely medical attention of client
A's foot injury.

3. -BDDS report dated 3/26/15 involving
client A indicated: "On 3/26/15 [client
A] told the QIDP that a staff bent her toe
back breaking it after an incident in
which she was agitated. The individual
was seen by a doctor who told her to keep
her leg elevated. Staff was suspended
pending the out come (sic) of the
investigation. Incident Follow-Up
Report dated 4/10/15 indicated: "Was
further treatment needed for the fractured
foot? She is now wearing a boot
prescribed by her podiatrist. What part of
the foot is the fracture located? The front
of the left foot between the upper foot
and the toes. The result of the allegation
is unsubstantiated."

A review of client A's record was
conducted on 5/28/15 at 12:30 P.M..
Review of client A's record indicated a
"Medical Visit Summary" dated 3/24/15
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which indicated: "Reason for Visit: Foot
injury. Possible foot fracture, sent for
x-ray. 3/25/15: X-ray showed foot
fracture, referring to Podiatry and
ordering a boot to use." Further review
failed to indicate the facility's nursing
services assessed client A's foot after
being notified of her complaining of pain
on 3/23/15. Review of the record
indicated the facility did not take client A
for medical attention on 3/23/15. There
was no evidence to indicate the facility
nurse assessed client A on 3/23/15.

An interview with the Area
Director/Qualified Intellectual Disability
Professional (AD/QIDP) was conducted
on 5/29/15 at 4:15 P.M.. The AD
indicated the GHN/Group Home Nurse
should have gone to the group home to
assess clients A and B when staff first
contacted her and made her aware of
physical aggression and complaints of
pain. The AD indicated the GHN should
have immediately sought medical
attention for client A and further
indicated she had not done so.

This federal tag relates to complaint
#IN000170468.
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