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WO000000
This visit was for a fundamental W000000
recertification and state licensure survey.
Dates of Survey: January 7, 8, 9, 2015
Provider Number: 15G441
Aims Number: 100235230
Facility Number: 000955
Surveyor: Mark Ficklin, QIDP
These deficiencies also reflect state
findings in accordance with 460 IAC 9.
Quality Review completed 1/16/15 by
Ruth Shackelford, QIDP.
W000137 | 483.420(a)(12)
PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must ensure
that clients have the right to retain and use
appropriate personal possessions and
clothing.
Based on observation and interview, for 1 W000137 | The Q'QP/ Residential Manager is 02/06/2015
of 4 sampled clients (#4), the facility responsible to insure that all of
fail he i £all cli the needs of each individual are
ailed to .ensur'e the rights of all cllel?ts, addressed formally as
by ensuring client #4 had proper fitting recommended by the IDT. This is
clothing. to include any personal
possession needs and the need
Lo el ) for clothing and other items.
Findings include: Staff will receive additional
training on insuring that clients
Observations were done at the group have proper fitting and
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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home on 1/7/15 from 3:24p.m. to appropriate clothing. Staff will
5:17p.m. and on 1/8/15 from 7:24a.m. to also be aware that they are to
) . . prompt and support all of the
9:38a.m. During both observation individuals when their clothing is
periods, client #4 was observed to wear not appropriate or fitting well and
the same pair of gray sweatpants. The assist them as needed. The
sweat pant's waist was too big and the Residential Manager will receive
lid d der client #4's b K additional training on their
pants slid down under client #4's buttocks responsibility to insure that the
with his underwear exposed. On 1/7/15 at individuals have appropriate
5:22p.m. staff #3 stated client #4's pants clothing and personal
were "too big" and stretched out and did possessions in good repair. The
Clinical Supervisor will be
not stay up. responsible to see that the
training is completed and
Staff #1 was interviewed on 1/8/15 at documented. The QIDP
2:40p.m. Staff #1 stated client #4 was and/ Rlef"d:ntl'al It\)/lanagtgr will t
" " o complete daily observations a
h.ard on clothes.”" Staff #1 1nd1.cated the home for 30days at various
client #4 would stretch all of his pants times to assure staff are meeting
and shirts. Staff #1 indicated client #4 expectations in regards to
should have been prompted to wear personal possessions and will
lothine that fit hi insure all clients have access to
clothing that fit him. proper fitting clothing. Additional
training will be provided
9-3-2(a) immediately in instances where
staff are observed not to be
meeting the expectations
W000159 | 483.430(a)
QUALIFIED MENTAL RETARDATION
PROFESSIONAL
Each client's active treatment program must
be integrated, coordinated and monitored by
a qualified mental retardation professional.
Based on record review and interview, WO000159 02/06/2015
the facility failed for 3 of 4 sampled All current QIPD’s will receive
li e h client training on the coordination and
¢ lénts (#1, #3, #4) to ensure each client's monitoring of client treatment
active treatment program was programs. This training will include
coordinated and monitored by the protocols for analyzing and
facility's qualified intellectual disabilities complaining collected data and
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professional (QIDP), by the QIDP not timelines for completing reports on
completing annual individual support the result. On a quarterly basis, the
lan (ISP) program revi QIDP facilitates a meeting with the
p prog CVICWS. IDT to review progress and needs
with team members. Monthly and
Findings include: Quarterly reports will be completed
to insure that each plan is current.
Record review for client #1 was done on 3;1}1‘: ?IIPD “_’tﬂl be reszonlmble to see
. .. at all monitoring an ans are
1/8/15 at 11:39a.m. Client #1's training current gancp
program reviews indicated client #1's
current documented annual ISP was over
a year old and was dated 11/26/13.
The Clinical Supervisor will oversee
. . that the QIDP provides continuous
Record review for chept #3 was d(-)n.e on integration, coordination and
1/8/15 at 11:04a.m. Client #3's training monitoring of client services by way
program reviews indicated client #3's of monthly tracking and quarterly
current documented annual ISP was over meetings with the interdisciplinary
a year old and was dated 11/21/13. team by Cond.ucung at leas.t :
quarterly audit of each Individual
Support Plan and following up
Record review for client #4 was done on accordingly. The Program Manager
1/8/15 at 1:31p.m. Client #4's training will conduct training with the QIPD
program reviews indicated client #4's and Clinical Supervisor as to their
current documented annual ISP was over responsibilities in the coordination
1d and dated 12/5/13 and monitoring of treatment plans.
a year old and was date : The Program Manager will be
responsible for implementing further
Staff #1 (QIDP) was interviewed on training or corrective measures in
1/8/15 at 2:40p.m.. Staff #1 indicated the ‘“Sta%‘fes where the e"pfeclt?“o“s for
. . t t
QIDP should be reviewing the clients' Provicing montioriig of chent s
treatment programs are not met.
programs at least quarterly and each
client should have an annual review (ISP)
completed annually. Staff #1 indicated
clients #1, #3 and #4's last documented
ISPs were past due and had not been
completed during the past 365 days.
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9-3-3(a)
W000249 | 483.440(d)(1)
PROGRAM IMPLEMENTATION
As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient
number and frequency to support the
achievement of the objectives identified in
the individual program plan.
Based on observation, record review and W000249 The training objectives form 02/06/2015
interview, the facility failed for 2 of 4 Client #1 and the training
. . objectives for Client #3 has been
sampled clients (#1, #3) to ensure client reviewed and all staff have been
#1's medication, communication and trained on the implementation of
positioning training programs and client the program as written. The
#3's communication training program QIDP is res'pon’3|ble to ensure
. .. that each client’s treatment
were implemented when opportunities program is reviewed on at least a
were present. monthly basis to determine that
written objectives are being
Findings include: implemented and to determine
the success of the plan.  On at
least a weekly basis, the home
An observation was done on 1/7/15 from manager and/or the QIPD will
3:24p.m. to 5:17p.m. at the facility group monitor all objectives to insure
home. During the entire observation time, that staff zt;\re provr|td|n$' thet
client #1 remained in her wheelchair. At fg czslgrfoit?npuzc; : gtli\llzs °
3:58p.m., client #1 received her treatment as determined by the
medication. Staff #4 threw away client ISP. The Home Manager is
#1's medication cup when client #1 had responsible for insuring that staff
. .. . has the information and supplies
completed taking her medication. During required to assist with individual
the entire ObserVation tlme Whlch with programming needs.
included medication pass, activities, Staff responsible for the
meals and toileting, clients #1 and #3 implementation each client’s
program plan will be re-trained
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(both non-verbal) were not prompted to regarding the program goals and
use communication books implementation for the client’s
' programming needs in the home.
The QIDP will be responsible for
Record review for client #1 was done on providing the training. Ona
1/8/15 at 11:39a.m. Client #1 had an weekly basis, the Residential
individual support plan (ISP) dated :Ilfcr:s%i:' ag:/t c;r,?ler: m!tn;?anf'ftor
. . jectiv insu
11/26/13. The ISP indicated client #1 had are providing the appropriate
a medication training program to throw opportunities to receive
away her medication cup. Client #1 had a continuous active treatment as
communication program to use her detgrmmgd by the ISE‘ The
cation book b .- Residential Manager is
communication book by pomting to responsible for insuring that staff
pictures to make wants and needs known. have the information and supplies
The communication book included required to assist each individual
"food" and "toilet." Client #1's 12/8/14 with programming needs.
itioni indicated client #1 Addendum: (added 2-23-15)
repositioning pr.o.gram indicated clien Following training, The QIDP,
was to be repositioned every hour. Clinical Supervisor and
Residential Manager
Record review for client #3 was done on conducted additional coaching
1/8/15 at 11:04a.m. Client #3 had an ISP :"d :'rser:'at:m in th: h°'j“ed
dated 11/21/13. The ISP indicated client or & leas’ a Wo week perio
. to insure that they had
#3 had a communication book to use to observed each staff person
make wants and needs known. implementing each client’s
program plan and goals as the
Professional staff #1 was interviewed on opp.o-rtunities arose. The
1/8/15 at 2:40p.m. Staff #1 indicated addltlona!I mo.nltonng and
) . observations insured that staff
clients #1 and #3 had communication was knowledgeable of the
picture books that should have been used plans and of their
at all opportunities. Staff #1 indicated responsibilities in
client #1 had a medication training implementing them. The QIDP
g and Residential Manager are
program to throw away her medication . oF
Staff #1 indi dcli 4 responsible for continuing to
cup. ta. . 1 indicated client #1 was to provide staff training and
be repositioned every hour. Staff #1 observation on at least a
indicated these training programs should weekly basis to insure staff
have been implemented at all continue to follow-through with
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opportunities and maintain an understanding
of the individual program
plans. The Program Manager
9-3-4(a) is responsible to insure that
the Clinical Supervisor
monitors the QIDP and
Residential Manager in
conducting their face to face
observations and training in
the homes on an ongoing
basis.
W000260 | 483.440(f)(2)
PROGRAM MONITORING & CHANGE
At least annually, the individual program plan
must be revised, as appropriate, repeating
the process set forth in paragraph (c) of this
section.
Based on record review and interview, W000260 02/06/2015
the facility failed for 3 of 4 sampled The facility Tsﬁﬂttglgﬁlgtand
. TOCESS 1N wiicC ( 1S 10
clients (#1, #3, #4) to at least annually ?ollow in regards to the ISP/IDT
review and revise client #1, #3 and #4's process. The facility encourages
individual support plans (ISP). active participation of family and
guardians on the Interdisciplinary
Findings include: team when discussion and review
takes place. If the guardian is not
able to attend the QIDP is
Record review for client #1 was done on responsible for contacting the
1/8/15 at 11:39a.m. Client #1's training guardian by phone/mail to schedule a
program reviews indicated client #1's meeting to discuss plans or issues.
current documented annual ISP was over The QIDP is responsible for
a year old and was dated 11/26/13. developing a'nq monitoring each
person’s Individual Support Plan
. . which outlines the strengths and
Record review for client #3 was done on s
needs of each individual.
1/8/15 at 11:04a.m. Client #3's training
program reviews indicated client #3's
current documented annual ISP was over
a year old and was dated 11/21/13. The QIPP Wlu,recewe tr.a@n,g )
concerning their responsibilities in
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the Interdisciplinary team process
Record review for client #4 was done on ";nd the ISP p.rl(;(fbess.. The Chﬁlcal
. . t
1/8/15 at 1:31p.m. Client #4's training HpETVISOT Wi e TISuling e
) o i training is compete and documented.
program reviews indicated client #4's
current documented annual ISP was over
a year old and was dated 12/5/13. The Clinical Supervisor and/or
Program Manager are
. . responsible for reviewing plans
Interview of staff #1 (qualified on a quarterly basis.
intellectual disability professional, QIDP)
on 1/8/15 at 2:40p.m., indicated clients
#1, #3 and #4's current ISP's were past
due. Staff #1 indicated the annual ISP's
had not been completed annually (within
365 days).
9-3-4(a)
W000440 | 483.470(i)(1)
EVACUATION DRILLS
The facility must hold evacuation drills at
least quarterly for each shift of personnel.
Based on record review and interview, W000440 02/06/2015
the facility failed for 7 of 7 clients (#1, Alit?h}ftst of personnel “:}” ila
articipate m an evacuation driil a
42, #3, #4, #5, #6, #7) to ensure partetp
i k least every 90 days.
evacuation drills were completed
quarterly, for each of the facility's
personnel shifts, from 1/1/14 through
1/7/15 The facility has always maintained a
) monthly schedule that indicates when
evacuation drills are to be conducted
Findings include: in order to insure that each shift
conducted an evacuation drill each
Record review of the facility's evacuation quarter. It was only discovered
. recently that even though each shift
drills from 1/1/14 through 1/7/15 for conducted a drill during a 3 month/
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clients #1, #2, #3, #4, #5, #6 and #7 was Quarter, is did not always insure that
completed on 1/7/15 at 1:19p.m. There the drill occurred within 50 days.
. . . (For example, a drill may have been
was no documentation of an evening shift .
. ] scheduled and conducted in January
(4p.m. to 12p.m.) evacuation drill held for the 1st quarter and then in May for the
from 6/29/14 through 12/27/14. 2nd Quarter. This then did not meet
the every 90 day standard.) The
Interview of professional staff #1 on Evacuanf’n grtﬂl .SChedlgle ?ZS.EOW
N een revised to insure that drills are
1/8/15 at 2:40p.m. indicated there were
] ) ) conducted at least every 90 days on
no other documented evening shift drills each personnel shift. The Residential
between 6/14 through 12/14. Staff #2 Managers and staff will receive
indicated all scheduled evening shift training on the revised drill schedule
evacuation drills should have been and it will be implemented
immediately.
completed and documented on a quarterly
basis.
9-3-7(a) The Clinical Supervisor will track
and monitor the completion of all
required evacuation drills and
provide a bi-monthly report of the
status of evacuation drills to the
Program Manager.
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