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This visit was for the investigation of
complaint #IN00163646. This visit
resulted in an IMMEDIATE
JEOPARDY.

Complaint #IN00163646: Substantiated,
federal/state deficiencies related to the
allegation(s) are cited at W102, W104,
W122, W148, W149, W153, W154,
W155, W214 and W331.

Dates of Survey: January 27, 28, 29, 30,
February 2, 3,4, 5, 6 and 9, 2015.

Surveyor: Kathy Wanner, QIDP.

Facility number: 000946
Provider number: 15G432
AIM number: 100244570

The following federal deficiencies also
reflect state findings under 460 IAC 9.
Quality Review completed 2/16/15 by
Ruth Shackelford, QIDP.

W000000

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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WO000102 | 483.410
GOVERNING BODY AND MANAGEMENT
The facility must ensure that specific
governing body and management
requirements are met.
Based on record review and interview, WO000102 | Please refer to W104 The Direct 03/11/2015
the Condition of Participation: Governing S”pF’O” Profesglonals will bfe
d d for 1 retrained on Indiana Mentor’s
Body an Mana.gement was not met ’or policy and procedure regarding
of 4 sampled clients (B). The governing abuse and neglect. The Home
failed to have a system in place to insure Manager will be retrained on
past behavior(s) were known by all Indiana Mentor's POl'Cy and
. ff and add db procedure regarding abuse and
approprla.te stalt and addressed by neglect. The Program Director
preventative measures, neglected to and on call Program Director will
report reasonable suspicion of a crime to be retrained on Indiana Mentor’s
police per the Elder Justice Act, failed to policy and pracedure regarding
. N . abuse and neglect. The Program
assure an. 1nvest1gatlv.e system was 1n Director will be retrained on
place which resulted in a complete and Indiana MENTOR’s policy and
thorough investigation including procedures for admitting a new
statements by staff and the investigation client into services and also The
£ ther allecati led duri Bureau of Developmental
ol any other a ega 10n§ reYea ed during Disabilities Services procedure
the course of an investigation were also for transitioning a new client into
investigated, and neglected to develop services. Ongoing, the Program
and take appropriate reactive Director/QIDP will review all
it i ¢ ¢ bl historical information provided on
interventions to pr-even POSSIDIC any potential new admission to
reoccurrence of client A's sexual assault ensure that the other residents in
behaviors, and protect client B from the Group Home are not put at
having to see and hear client A in her any health and safety risks. The
. Program Director/QIDP will
home daily. ) .
ensure that all information
provided is including in the
Findings include: Individualized Support Plan,
including but not limited to, the
. High Risk (RMAP) PI
Please refer to W104: The governing 'gh Risk ( ) Plan,
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body neglected to insure facility staff protocols, and the Behavior
implemented its policy and procedures SPPPO” P!an. The Program
. . Director will ensure that any

regarding an allegation of sexual assault information that becomes

perpetrated by client A towards client B, available will also be made

neglected to have a system in place to available to the entire

insure past behavior(s) were known by all In.terdlsmpllnary Team.. The )

. Direct Support Professionals will
appropriate staff and addressed by be retrained on the Elder Justice
preventative measures, neglected to Act. The Home Manager will be
report reasonable suspicion of a crime to retrained on the Elder Justice Act.
police per the Elder Justice Act, failed to The Progrgm D|regtor and on call

. N . Program Director will be retrained
assure an mnvestigative system was in on the Elder Justice Act.
place which resulted in a complete and Ongoing, the Direct Support
thorough investigation including Professionals, Home Manager,
statements by staff and the investigation and identified Program
£ her all . led duri Directors/QIDP will immediately
ofany other a egat10n§ reYea cd durng report any reasonable suspicion
the course of an investigation were also of a crime to the local police
investigated, neglected to insure client B department, as outlined in the
received after care including medical Elder Justice Act. Indiana
ts by th th dical MENTOR is in contact with the
assessments by the nurse.or other medica Indiana State Department of
personnel and/or counseling, and Health Surveyor Supervisor over
neglected to develop and implement the Intermediate Care Facilities,
sufficient corrective actions to prevent to complete Investigation (re)
£ client A" 1 It training for our Quality Assurance
reoccgrrence ot clien S sexual assau Specialist, the Program Directors,
behaVIOI‘S, and pI‘OteCt Cl]ent B from and the administrators. Ongoing’
having to see and hear client A in her all future allegations of abuse,
home daily. neglect, mistreatment, and/or
exploitation will be thoroughly
) investigated according to the
Please refer to W122: The governing Indiana MENTOR's Investigation
body failed to meet the Condition of Policy and Procedures and the
Participation: Client Protections for 1 of (,:A,\I/Il? State Opelratlc;ns Manuel.
. . tur mplet
4 sampled clients (B). The governing Aliiure comp'ete .
" ) ¢ investigations will be reviewed by
body neglected to implement its policy an administrator within the
and procedures regarding an allegation of required 5 day period. The
sexual assault perpetrated by client A Program Director and on call
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towards client B, neglected to have Program Director will be retrained
preventative measures in place prior to on Protective Measures resulting
.. . from an allegation of abuse
the incident, neglected to take appropriate and/or neglect, according to
actions in regard to the allegation, Indiana MENTOR’s policy and
neglected to immediately report procedures. Ongoing, immediate
reasonable suspicion of a crime to the gp:prolprlatcfa mtiasurets V‘C” beprt
police per the Elder Justice Act, failed to LneZIfhaacr?d Z;fetey%rf aelzlcﬂ:%r;g
immediately notify client A's guardian involved, when needed for
and client B's Health Care Representative allegations of abuse and/or
(HCR), failed to immediately report an neglec?. Please refer to W1_22
. The Direct Support Professionals
allegation of sexual abuse to the Bureau will be retrained on Indiana
of Developmental Disabilities Services Mentor’s policy and procedure
(BDDS), failed to ensure the allegation of regarding abuse and neglect.
sexual assault was investigated The Home Manager will be
. . retrained on Indiana Mentor’s
thoroughly, neglected to provide client B policy and procedure regarding
with any after care including medical abuse and neglect. The Program
evaluations and counseling, and Director and on call Program
neglected to develop and implement Director will be retrained on
. . Indiana Mentor’s policy and
corrective actions to prevent reoccurrence procedure regarding abuse and
of client A's sexual assaulting behaviors, neglect. The Program Director
and protection for client B. will be retrained on Indiana
MENTOR’s policy and
This federal tag relates to complaint Elri(;ﬁf?:t:)e:cr)\:is::;:g%Izc?('al'vr:e
#IN00163646. Bureau of Developmental
Disabilities Services procedure
9-3-1(a) for transitioning a new client into
services. Ongoing, the Program
Director/QIDP will review all
historical information provided on
any potential new admission to
ensure that the other residents in
the Group Home are not put at
any health and safety risks. The
Program Director/QIDP will
ensure that all information
provided is including in the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: WWHL11 Facility ID: 000946 If continuation sheet Page 4 of 88




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

PRINTED: 03/09/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G432

A. BUILDING
B. WING

REM-INDIANA INC

NAME OF PROVIDER OR SUPPLIER

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
3606 HIGHWOODS DR N
INDIANAPOLIS, IN 46222

X3) DATE SURVEY

00 COMPLETED

02/09/2015

(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

Individualized Support Plan,
including but not limited to, the
High Risk (RMAP) Plan,
protocols, and the Behavior
Support Plan. The Program
Director will ensure that any
information that becomes
available will also be made
available to the entire
Interdisciplinary Team. The
Direct Support Professionals will
be retrained on the Elder Justice
Act. The Home Manager will be
retrained on the Elder Justice Act.
The Program Director and on call
Program Director will be retrained
on the Elder Justice Act.
Ongoing, the Direct Support
Professionals, Home Manager,
and identified Program
Directors/QIDP will immediately
report any reasonable suspicion
of a crime to the local police
department, as outlined in the
Elder Justice Act. Indiana
MENTOR is in contact with the
Indiana State Department of
Health Surveyor Supervisor over
the Intermediate Care Facilities,
to complete Investigation (re)
training for our Quality Assurance
Specialist, the Program Directors,
and the administrators. Ongoing,
all future allegations of abuse,
neglect, mistreatment, and/or
exploitation will be thoroughly
investigated according to the
Indiana MENTOR’s Investigation
Policy and Procedures and the
CMS State Operations Manuel.
All future completed
investigations will be reviewed by
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WO000104

483.410(a)(1)

GOVERNING BODY

The governing body must exercise general
policy, budget, and operating direction over

an administrator within the
required 5 day period. The
Program Director and on call
Program Director will be retrained
on Protective Measures resulting
from an allegation of abuse
and/or neglect, according to
Indiana MENTOR'’s policy and
procedures. Ongoing, immediate
appropriate measures will be put
into place for the protection of
health and safety of all those
involved, when needed for
allegations of abuse and/or
neglect. The Program
Director/QIDP will be retrained on
required guardian and/or Health
Care Representative notification
of all incidents pertaining to their
particular loved one. The staff
that originally received the report
of allegation of sexual abuse has
been terminated due to failure to
immediately report. The
remaining Direct Support
Professionals will be retrained on
Indiana Mentor’s policy and
procedure regarding abuse and
neglect, including but not limited
to, what is reportable, when to
report it, and who to report it to.
Ongoing, all Indiana MENTOR
employees will report any alleged
abuse, neglect, mistreatment,
and/or exploitation. Responsible
Party: Area Director, Program
Director, and Home Manager
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the facility.
Based on observation, record review and WO000104 | Please refer to W149 The Direct 03/11/2015
interview for 1 of 4 sampled clients (B), S“p'?o” Profes§|onals will b?
h 1o bodv failed . retrained on Indiana Mentor’s
the governing body 1ailed to exercise policy and procedure regarding
operating direction over the facility to abuse and neglect. The Home
insure facility staff implemented its Manager will be retrained on
policy and procedures regarding an Indiana Mentor's policy and
1 . ¢ 1 1 db procedure regarding abuse and
a .egatlon o sexua. assault perpetrated by neglect. The Program Director
client A towards client B, neglected to and on call Program Director will
have a system in place to insure past be retrained on Indiana Mentor’s
behavior(s) were known by all policy and procedure regarding
. £ and add db abuse and neglect. The Program
appropriate statf and addressed by Director will be retrained on
preventative measures, neglected to Indiana MENTOR’s policy and
report reasonable suspicion of a crime to procedures for admitting a new
police per the Elder Justice Act, failed to client into services and also The
. . tigati ¢ . Bureau of Developmental
nsure an.mves 1ga 1v.e System was 1n Disabilities Services procedure
place which resulted in a complete and for transitioning a new client into
thorough investigation including services. The Program Director
statements by staff and the investigation reviewed all available historical
£ ther allecati led duri documentation for each client to
ot any other a ega 10n§ reYea cd dunng ensure that any significant
the course of an investigation were also information would befis already
investigated, neglected to insure client B included in the Individualized
received after care including medical Support Plans, High Risk Plans,
. and Behavior Support Plans. Any
assessments by the nurse or other medical ) . .
) information that was obtained and
personnel and/or counseling, and not already included was/will be
neglected to develop and implement added in. The Program Director
sufficient corrective actions to prevent updated client A’s Individualized
. , Support Plan, High Risk Plan,
reoccurrence of client A's sexual assault .
] ) and Behavior Support Plan to
behaviors, and protect client B from reflect the historical information
having to see and hear client A in her that was identified in the internal
home daily. investigation. Ongoing, the
Program Director/QIDP will
o . review all historical information
Findings include: provided on any potential new
admission to ensure that the
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1. Facility records were reviewed on other residents in the Group
1/27/15 at 1:45 P.M. including the BDDS Home are not put at any health
. and safety risks. The Program
reports and the Daily Support Records Director/QIDP will ensure that all
(DSR). The records indicated the information provided is including
following: in the Individualized Support Plan,
including but not limited to, the
High Risk (RMAP) Plan,
-A BDDS report dated 1/17/15 at 9:00 protocols, and the Behavior
P.M. indicated "[Client B] reported to Support Plan. The Program
staff (#1) that [client A] came into her Director will ensure that any
room and tried to (sic) out his private mformatlon.that becomes
in her. [Client B told him 'N available will also be made
parts in her. [Client B] told him 'No my available to the entire
sister will not like that." Plan to resolve: Interdisciplinary Team. The
"Staff are to document 15 minute checks Direct Support Professionals will
on both individuals and doors should be retrained on the Elder Justice
. d f h bed H Act. The Home Manager will be
remain opened for cac ) cdroom. Home retrained on the Elder Justice Act.
Manager to counsel [client A] that the The Program Director and on call
actions that he chooses to attempt will Program Director will be retrained
earn him a trip to jail. Program Director on the Elder Justice Act.
1 ticate the incident Iy Ongoing, the Direct Support
will ivestigate the incident promptly. Professionals, Home Manager,
and identified Program
-A BDDS report dated 1/22/15 at 4:30 Directors/QIDP will immediately
P.M. indicated "Previous incident report any reasonable suspicion
. . of a crime to the local police
reported allegatmns made by [client B] department, as outlined in the
that house mate [client A] attempted to Elder Justice Act. Indiana
have sexual contact with her and she MENTOR is in contact with the
refused him. During the agencies (sic) Indiana State Department of
it 1 tication it det ined Health Surveyor Supervisor over
mterna .1nV.es 1gation 1 was. e. ermine the Intermediate Care Facilities,
requirements of the Elder Justice Act and training for our Quality Assurance
a police report was filed on 1/21/15. The Specialist, the Program Directors,
.. . and the administrators. Ongoing,
police immediately reported to the home .
" all future allegations of abuse,
in response to the report filed. After neglect, mistreatment, and/or
speaking with the clients, the police exploitation will be thoroughly
stated they could not take [client A] into investigated according to the
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their custody due to his intellectual Indiana MENTOR's Investigation
disability, but insisted that we move him Policy and Procedures and the
. . CMS State Operations Manuel.
to another location. The regulations not All future completed
permitting a relocation was (sic) not investigations will be reviewed by
explained to the police at the time of the an administrator within the
incident and [client A] was moved required 5 day period. The Home
ioh her h Sfv th Manager and on call Program
overnight to another home to satisty the Director implemented the
request.” Plan to resolve: "Area Director immediate protective measures,
reached out to responding police including changing the client’s
detective to explain placement of services bedroo.ms to opposite '3|des of the
d reli Al ol i) back in th house in order to provide a better
and [client A] placement (sic) back in the controlled environment for each
home. Regional Director reached Adult client. The Program Director and
Protective Services Investigator to follow on call Program Director will be
up as well with return phone call retrained on Protective Measures
. Client AT will 20 back to hi resulting from an allegation of
anlltlng. [ 1ent. ] will go back to his abuse and/or neglect, according
residence. The clients' bedrooms have to Indiana MENTOR’s policy and
been relocated to opposite sides of the procedures. Ongoing, immediate
home. Staff will continue to complete 15 g;iprolprlat? mtiasurets V‘;!” befput
. - into place for the protection o
mmu-te checks. Interdisciplinary .(IDT) health and safety of all those
meetings (phone) were held to discuss involved, when needed for
incident with both consumers teams. allegations of abuse and/or
[Client B] does not present to show any neglect. The Program Director will
d ffects fi the incident. Staff seek out assistance from an
a .verse e' ects from the 1nc1' ent. Sta Administrator regarding
will continue to closely monitor her and immediate and appropriate
provide any internal or external protective measures and follow
emotional supports if needed. She will up regarding the incident. This
ntinue to recei it includes, but is not limited to,
CO. 1nue o receive post ] ve o medical, physical, or emotional
reinforcement for reporting any incidents support being made available
where she may feel uncomfortable." when needed to any identified
client. The Program
. , . Director/QIDP will be retrained on
Client B's record was reviewed on . .
required guardian and/or Health
1/28/15 at 11:34 A.M. Care Representative notification
of all incidents pertaining to their
An IDT meeting note dated 1/21/15 particular loved one. The staff
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indicated client A's guardian and client that originally received the report
B's HCR were notified about the 1/16/15 of aIIegatpn of sexual abu.se has
been terminated due to failure to
sexual assault on 1/21/15. The note also immediately report. The
indicated a police report had been filed remaining Direct Support
on 1/21/15. Professionals will be retrained on
Indiana Mentor’s policy and
. . . procedure regarding abuse and
An interview was conducted with the neglect, including but not limited
facility's internal investigator on 1/28/15 to, what is reportable, when to
at 12:49 P.M. The investigator indicated report it, and who to report it to.
she had not interviewed staff #2 about Onglomg, all .I|r|1d|anart MENT"oR ;
. . . employees will report any allege
what client B had 1nf0@ed the police abuse, neglect, mistreatment,
officers and the detective. The and/or exploitation. Please refer
investigator stated, "Once the to W153 The Direct Support
investigation started we realized it was Professionals will be retrained on
. Ived and ded to b rted Indiana Mentor’s policy and
more 1nv9 ved and needed to .e reporte procedure regarding abuse and
to the pOllCC per the Elder Justice Act." neg|ect_ The Home Manager will
be retrained on Indiana Mentor’s
2. Please refer to W149: The governing policy and procedure regarding
body neglected to implement its policy abuse and neglect. The Program
d d di 1l . £ Director and on call Program
and procedures regarding an a .egatlon 0 Director will be retrained on
sexual assault perpetrated by client A Indiana Mentor’s policy and
towards client B, neglected to have procedure regarding abuse and
preventative measures in place prior to neglect. Indiana MENTOR is in
the incident lected tak it contact with the Indiana State
e.mc:l ) ent, neglected take apProprla c Department of Health Surveyor
actions in regard to the allegation, Supervisor over the Intermediate
neglected to report reasonable suspicion Care Facilities, to complete
of a crime to police per the Elder Justice 'g"els_tt'gzt'o” (re) tfg‘”'”g flc')rtotuhr
. . . . . uality Assurance Specialist, the
Act, falle(.:l to 1mmef11ately notify client Program Directors, and the
A's guardian and client B's Health Care administrators. Ongoing, all
Representative (HCR), failed to future allegations of abuse,
immediately report an allegation of neglect, mistreatment, and/or
exploitation will be thoroughly
sexual abuse to the Bureau of . . .
o . investigated according to the
Developmental Disabilities Services Indiana MENTOR’s Investigation
(BDDS), failed to ensure an allegation of Policy and Procedures and the
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sexual assault was investigated CMS State Operations Manuel.
thoroughly, and failed to investigate other _A” fut.ure.complleted .
: . investigations will be reviewed by
allegations of sexual assault behaviors an administrator within the
revealed during the course of the required 5 day period. The staff
investigation, neglected to provide client that originally received the report
B with any after care including medical of aIIegatpn of sexual abu.se has
luati d i q been terminated due to failure to
evaluations and counseling, an immediately report. The
neglected to develop and implement remaining Direct Support
sufficient corrective actions to prevent Professionals will be retrained on
reoccurrence of client A's sexual Indiana Mentor’s policy and
ltine behavi d lient B procedure regarding abuse and
assaulting behaviors, and protect client B. neglect, including but not limited
to, what is reportable, when to
3. Please refer to W153: The governing report it, and who to report it to.
body failed to immediately report four Ongoing, all Indiana MENTOR
lleati £ | It for 3 of 4 employees will report any alleged
allcga 10ns.0 sexual assault Tor > o abuse, neglect, mistreatment,
sampled clients (A, B, and C) and 1 of 4 and/or exploitation. Please refer
additional clients (G) to the administrator to W154 Indiana MENTOR is in
and to the Bureau of Developmental (l:)onta:tt W'”: t};eHlndllting State
N, . . epartment of Hea rveyor
Disabilities Services (BDDS), in par urveys
) Supervisor over the Intermediate
accordance State law through established Care Facilities, to complete
procedures. Investigation (re) training for our
Quality Assurance Specialist, the
. P Di h
4. Please refer to W154: The governing rogram Directors, and the
) ] administrators. Ongoing, all
body failed to ensure allegations of future allegations of abuse,
sexual assault were investigated neglect, mistreatment, and/or
thoroughly for 3 of 4 sampled clients (A, ?XF"Ot'.tat';)”dW'” be;ho“t)”‘f:'y
. . investigated according to the
B and C) anc.i .1 of 4 additional clients Indiana MENTOR'’s Investigation
(G). The facility failed to assure an Policy and Procedures and the
investigative system was in place which CMS State Operations Manuel.
resulted in a complete and thorough All future completed
investigation including statements b investigations will be reviewed by
g . ] g. y an administrator within the
staff and the investigation of other required 5 day period. Please
allegations revealed during the course of refer to W155 The Home
an internal investigation were also Manager and on call Program
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investigated. Director implemented the
immediate protective measures,
. including changing the client’s
5. Please refer to W155: The governing bedrooms to opposite sides of the
body failed to implement sufficient house in order to provide a better
corrective actions for 2 of 4 sampled controlled environment for each
clients (A and B) to prevent potential client. phent A
. , from this group home and placed
reoccurrence of client A's sexual into another group home within
assaulting behaviors towards client B, Indiana MENTOR. The Program
and to protect client B from having to Director and on call Program
see/hear client A in her home daily. Director will be retrained on
Protective Measures resulting
from an allegation of abuse
This federal tag relates to complaint and/or neglect, according to
#IN00163646. Indiana MENTOR'’s policy and
procedures. Ongoing, immediate
appropriate measures will be put
9-3-1(a) into place for the protection of
health and safety of all those
involved, when needed for
allegations of abuse and/or
neglect. The Program Director will
seek out assistance from an
Administrator regarding
immediate and appropriate
protective measures and follow
up regarding the incident. This
includes, but is not limited to,
medical, physical, or emotional
support being made available
when needed to any identified
client. Responsible Party: Area
Director, Program Director, and
Home Manager
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W000122 | 483.420
CLIENT PROTECTIONS
The facility must ensure that specific client
protections requirements are met.
Based on observation, record review and WO000122 | Please refer to W149 The Direct 03/11/2015
interview, the facility failed to meet the S”pF’O” Profesglonals will bfe
diti £ cipation: CLi retrained on Indiana Mentor’s
Condition of Participation: Client policy and procedure regarding
Protections for 1 of 4 sampled clients (B). abuse and neglect. The Home
The facility neglected to implement its Manager will be retrained on
policy and procedures regarding an Indiana Mentor's POl'Cy and
1l . £ | ! db procedure regarding abuse and
a .egatlon 0 sexua. assault perpetrated by neglect. The Program Director
client A towards client B, neglected to and on call Program Director will
have preventative measures in place prior be retrained on Indiana Mentor’s
to the incident, neglected take appropriate policy and procedure regarding
. . d he all . abuse and neglect. The Program
actions 1n regar to t ¢ allegation, Director will be retrained on
neglected to immediately report Indiana MENTOR’s policy and
reasonable suspicion of a crime to the procedures for admitting a new
police per the Elder Justice Act, failed to client into services and also The
. diatel tify client A" di Bureau of Developmental
Immediately notily client A's guardian Disabilities Services procedure
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and client B's Health Care Representative for transitioning a new client into
(HCR), failed to immediately report an services. The Erogram D|r§ctor
. reviewed all available historical
allegation of sexual abuse to the Bureau documentation for each client to
of Developmental Disabilities Services ensure that any significant
(BDDS), failed to ensure the allegation of information would befis already
sexual assault was investigated included in the Ingmdgahzed
. . Support Plans, High Risk Plans,
th.oroughly, neglect.ed to Prowde (?hent B and Behavior Support Plans. Any
with any after care including medical information that was obtained and
evaluations and counseling, and not already included was/will be
neglected to develop and implement added in. The Program Director
. . updated client A’s Individualized
corrective actions to prevent reoccurrence Support Plan, High Risk Plan,
of client A's sexual assaulting behaviors, and Behavior Support Plan to
and protection for client B. reflect the historical information
that was identified in the internal
. . . investigation. Ongoing, the
This nqncomphance resulted in aTl Program Director/QIDP will
Immediate Jeopardy. The Immediate review all historical information
Jeopardy was identified on 1/28/15 at provided on any potential new
2:16 P.M. The Immediate Jeopardy began admission to ensure that the
1/16/15 when the facility failed t other residents in the Group
on i when the Tactiity fatled to ) Home are not put at any health
prevent client A from sexually assaulting and safety risks. The Program
client B. The Area Director and Regional Director/QIDP will ensure that all
Director were notified of the Immediate !nf:)hrmiatldc.)n.gro;/.ldeddsls |ncIL:td;1|g
. in the Individualized Support Plan,
Jeopar'dy on 1/2.8/15 at 2:20 PM including but not limited to, the
regarding the failure of the facility to take High Risk (RMAP) Plan,
appropriate corrective action for an protocols, and the Behavior
allegation of sexual assault. Support Plan. The Program
Director will ensure that any
. . information that becomes
A plan of action from the facility to available will also be made
remove the immediate jeopardy, dated available to the entire
1/29/15 was received on 2/4/15 at 10:00 g'tefdlzc'p"nitry;efam- ThT |
.. . irect Support Professionals wi
A.M. The plan .1ndlcat.ed the following be retrained on the Elder Justice
steps would be immediately Act. The Home Manager will be
implemented: retrained on the Elder Justice Act.
The Program Director and on call
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"The following actions and protective Program Director will be retrained
measures are in place or are in process to on the. Elder Jugtlce Act.
. . . ) Ongoing, the Direct Support
abate t}.le 1mmed1afte jeopardy to client Professionals, Home Manager,
protections for [client B]. and identified Program
Program Director and Area Director will Directors/QIDP will immediately
review historical information for all report any reasonable suspicion
i i1 the h tical of a crime to the local police
clients 1 the home to ensure critica department, as outlined in the
information is incorporated appropriately Elder Justice Act. Indiana
into current programming. MENTOR is in contact with the
1:1 (one client to one staff supervision) Indiana State Departmept of
1 imol d for cli Health Surveyor Supervisor over
protocol was implemented for client the Intermediate Care Facilities,
protection. Each staff responsible for the to complete Investigation (re)
implementation of the 1:1 protocol was training for our Quality Assurance
trained prior to assuming that Specialist, th.e .Program Dlrectprs,
ibili and the administrators. Ongoing,
respor.1s1 1 1.ty.. ) ) ) all future allegations of abuse,
IDT (interdisciplinary team) meeting with neglect, mistreatment, and/or
BDDS was held on 1/29/15 to transition exploitation will be thoroughly
[client A] to another home effective investigated according to the -
- diatelv. 1:1 protocol will . Indiana MENTOR’s Investigation
mmedia .e y. 11 protocol will remain in Policy and Procedures and the
place until move has occurred. IDT CMS State Operations Manuel.
reviewed and updated Behavior All future completed
Development Plan, Risk Management investigations will be reviewed by
Pl d Individual S rt Plan t an administrator within the
an, and Individual Suppo ) an to required 5 day period. The Home
ensure necessary updates are ll’lcorporated Manager and on call Program
into all his (client A's) plans following Director implemented the
this incident. immediate protective measures,
. . . including changing the client’s
On 1/30/15 [client A] will be move.d nto bedrooms o opposite sides of the
are not identified as vulnerable. controlled environment for each
Staff will be retrained on all updates to client. The Program Director and
. , on call Program Director will be
[client A's] Plans. . .
) retrained on Protective Measures
Clients' bedrooms were relocated to the resulting from an allegation of
opposite sides of the home to better abuse and/or neglect, according
control the environment, prevent future to Indiana MENTOR's policy and
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incidents and increase ability to supervise procedures. Ongoing, immediate
during wake and sleep hours. gppropriate measures W!” be put
. . into place for the protection of
In addition to the 1:1 supervision of health and safety of all those
[client A], 15 minute visual checks will involved, when needed for
remain in place for additional clients in allegations of abuse and/or
the home. Observations for the neglect. The Program Director will
. . . seek out assistance from an
implementation of plan as prescribed by Administrator regarding
Indiana Mentor Staff will occur daily. immediate and appropriate
Assessments by the AD will occur at the protective measures and follow
end of each week to determine if further up regarding the incident. This
. includes, but is not limited to,
observation needs. medical, physical, or emotional
Ongoing, HM and PD will complete support being made available
observations per established frequency." when needed to any identified
client. The Program
. Director/QIDP will be retrained on
Observations at the group home were required guardian and/or Health
conducted on 2/4/15 from 4:43 P.M. Care Representative notification
through 5:29 P.M. Client A was not in of all incidents pertaining to their
the home. particular loved one. The staff
that originally received the report
of allegation of sexual abuse has
The HM stated on 2/4/15 at 5:23 P.M. been terminated due to failure to
"We have [client A] set up with a immediately report. The
counselor." The HM stated "[Client A] remaining Direct Support
. Professionals will be retrained on
moved to an all male home on Friday Indiana Mentor's policy and
(1/30/15)." When asked about workshop, procedure regarding abuse and
the HM stated, "Yes, they do work at the neglect, including but not limited
same workshop, but they are in two to, what is reportable, when to
g report it, and who to report it to.
separate buildings and have no contact Ongoing, all Indiana MENTOR
with one another." employees will report any alleged
abuse, neglect, mistreatment,
Staff #1 was interviewed on 2/4/15 at and/or exploitation. Please refer
4:38 P.M. and stated, "Yes, [client A] fo W15‘? The D!rect Supp-ort
Professionals will be retrained on
moved out of the home, and the other Indiana Mentor’s policy and
clients seem to be out of their rooms procedure regarding abuse and
more." neglect. The Home Manager will
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be retrained on Indiana Mentor’s
The IMMEDIATE JEOPARDY was policy and procedure regarding
) abuse and neglect. The Program
removed on 2/5/15 at 2:00 P.M. Based Director and on call Program
upon observation of the plan's Director will be retrained on
implementation in the group home the 1J Indiana Mentor’s policy and
was removed. The conditions remain out procedure regardmg abuse _an,d
£ i h .. neglect. Indiana MENTOR is in
of compliance to ensure the monitoring contact with the Indiana State
system remains effective over a period of Department of Health Surveyor
time. Supervisor over the Intermediate
Care Facilities, to complete
Findi nclude: Investigation (re) training for our
ndings melude: Quality Assurance Specialist, the
Program Directors, and the
Please refer to W149: The facility administrators. Ongoing, all
neglected to prevent client A from future allegations of abuse,
1 It lient B 1 d neglect, mistreatment, and/or
sexually assa.u ting C lent B, neg ected to exploitation will be thoroughly
take appropriate actions regarding the investigated according to the
allegation of sexual assault including Indiana MENTOR’s Investigation
neglecting to report timely, investigate Policy and Procedures and the
th hl K i ot tact CMS State Operations Manuel.
.oroug y, ma . eapo 1c§ report, contac All future completed
client B's guardian and client A's HCR investigations will be reviewed by
immediately, provide after care for client an administrator within the
B including medical assessment and required 5 day period. The staff
i d lected to devel d that originally received the report
fsounse 1ng, an ne.g ec e. o develop an of allegation of sexual abuse has
implement corrective actions to prevent been terminated due to failure to
reoccurrence, and neglected to implement immediately report. The
a plan to prevent client B from having to remaining Direct Support
h lient A daily in th h Professionals will be retrained on
see/hear clien aily in the group home. Indiana Mentor's policy and
procedure regarding abuse and
Please refer to W153: The facility failed neglect, including but not limited
to immediately report four allegations of to, what is reportable, when to
sexual assault for 3 of 4 sampled clients report it, and who to report it to.
Pl Ongoing, all Indiana MENTOR
(A, B, and C) and 1 of 4 additional employees will report any alleged
clients (G) to the administrator and to the abuse, neglect, mistreatment,
Bureau of Developmental Disabilities and/or exploitation. Please refer
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Services (BDDS), in accordance State to W154 Indiana MENTOR is in
law through established procedures. contact with the Indiana State
Department of Health Surveyor
Supervisor over the Intermediate
Please refer to W154: The facility failed Care Facilities, to complete
to ensure allegations of sexual assault Investigation (re) training for our
were investigated thoroughly for 3 of 4 (P)uallty Angura{\ce szc:z;llst, the
. rogram Directors, and the
sam.plled che.nts (A,B anq C)and 1 of 4 administrators. Ongoing, all
additional clients (G), failed to assure an future allegations of abuse,
investigative system was in place which neglect, mistreatment, and/or
resulted in a complete and thorough exploitation will be thoroughly
. ioation includi b investigated according to the
1nvest1gat10n'1nc u 'mg. statements by Indiana MENTOR's Investigation
staff and the investigation of other Policy and Procedures and the
allegations revealed during the course of CMS State Operations Manuel.
an internal investigation were also Al future completed
. . d investigations will be reviewed by
mvestigated. an administrator within the
required 5 day period. Please
Please refer to W155: The facility failed refer to W155 The Home
to implement sufficient corrective actions IE)/I'anatger' an? on C?IIdPtaogram
for 2 of 4 sampled clients (A and B) to irecior implemented the
- g immediate protective measures,
prevent potential reoccurrence of client including changing the client's
A's sexual assaulting behaviors towards bedrooms to opposite sides of the
client B, and to protect client B from house in order to provide a better
. . . controlled environment for each
having to see/hear client A in her home : .
) client. Client A was removed
daily. from this group home and placed
into another group home within
This federal tag relates to complaint Indiana MENTOR. The Program
H#IN00163646. Director and on call Program
Director will be retrained on
Protective Measures resulting
9-3-2(a) from an allegation of abuse
and/or neglect, according to
Indiana MENTOR'’s policy and
procedures. Ongoing, immediate
appropriate measures will be put
into place for the protection of
health and safety of all those
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involved, when needed for
allegations of abuse and/or
neglect. The Program Director will
seek out assistance from an
Administrator regarding
immediate and appropriate
protective measures and follow
up regarding the incident. This
includes, but is not limited to,
medical, physical, or emotional
support being made available
when needed to any identified
client. Responsible Party: Area
Director, Program Director, and
Home Manager
WO000148 | 483.420(c)(6)
COMMUNICATION WITH CLIENTS,
PARENTS &
The facility must notify promptly the client's
parents or guardian of any significant
incidents, or changes in the client's condition
including, but not limited to, serious illness,
accident, death, abuse, or unauthorized
absence.
Based on record review and interview, W000148 | The Program Director/QIDP will 03/11/2015
the facility failed to promptly notify 2 of zﬁgfg:a;'r;:‘?t;%;igu'red guardian
4 sampled clients (client A's and B's) Representative immediate
Guardian and Health Care Representative notification of all incidents
about an allegation of sexual assault. pertaining to their particular loved
one. The Program Director will
.- . verbally notify the Administrator of
Findings include: ongoing guardian/HCR
notification of any incidents and
Facility records were reviewed on will also record it on the
1/27/15 at 1:45 P.M. including the BDDS applicable BDDS report. Ongoing
. the Program Director/QIDP will
reports and the Daily Support Records continue to immediately notify the
(DSR). The records indicated the guardians of all incidents.
following: Responsible Party: Area
Director, Program Director, and
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-A BDDS report dated 1/17/15 at 9:00
P.M. indicated "[Client B] reported to
staff (#1) that [client A] came into her
room and tried to (sic) out his private
parts in her. [Client B] told him '"No my
sister will not like that'." Plan to resolve:
"Staff are to document 15 minute checks
on both individuals and doors should
remain opened for each bedroom. Home
Manager to counsel [client A] that the
actions that he chooses to attempt will
earn him a trip to jail. Program Director
will investigate the incident promptly."

-A BDDS report dated 1/22/15 at 4:30
P.M. indicated "Previous incident
reported allegations made by [client B]
that house mate [client A] attempted to
have sexual contact with her and she
refused him. During the agencies (sic)
internal investigation it was determined
that the incident may fall within the
requirements of the Elder Justice Act and
a police report was filed on 1/21/15. The
police immediately reported to the home
in response to the report filed. After
speaking with the clients, the police
stated they could not take [client A] into
their custody due to his intellectual
disability, but insisted that we move him
to another location. The regulations not
permitting a relocation was (sic) not
explained to the police at the time of the
incident and [client A] was moved

Home Manager
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overnight to another home to satisfy the
request.” Plan to resolve: "Area Director
reached out to responding police
detective to explain placement of services
and [client A] placement (sic) back in the
home. Regional Director reached Adult
Protective Services Investigator to follow
up as well with return phone call
awaiting. [Client A] will go back to his
residence. The clients' bedrooms have
been relocated to opposite sides of the
home. Staff will continue to complete 15
minute checks. Interdisciplinary (IDT)
meetings (phone) were held to discuss
incident with both consumers teams.
[Client B] does not present to show any
adverse effects from the incident. Staff
will continue to closely monitor her and
provide any internal or external
emotional supports if needed. She will
continue to receive positive
reinforcement for reporting any incidents
where she may feel uncomfortable."

Client A's record was reviewed on
1/28/15 at 11:09 A.M. Client A's record
indicated he had a guardian to assist him.

Client B's record was reviewed on
1/28/15 at 11:34 A.M. Client B's record
indicated client B's sister was her health
care representative (HCR) to assist her.

An IDT meeting note dated 1/21/15
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reviewed on 1/28/15 at 11:34 A.M.
indicated client A's guardian and client
B's HCR were notified about the 1/16/15
sexual assault on 1/21/15.
An interview was conducted with the
Program Director (PD) on 1/28/15 at 1:35
P.M. The PD indicated client A's and B's
guardian and HCR were notified about
the sexual assault on 1/21/15.
This federal tag relates to complaint
#IN00163646.
9-3-2(a)
W000149 | 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based on observation, record review and WO000149 | The Direct Support Professionals 03/11/2015
interview, the facility failed to meet the will be fetralped on Indiana
.- T Mentor’s policy and procedure
Condition of Participation: Client regarding abuse and neglect.
Protections for 1 of 4 sampled clients (B). The Home Manager will be
The facility neglected to implement its retrained on Indiana Mentor’s
policy and procedure regarding
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policy and procedures regarding an abuse and neglect. The Program
allegation of sexual assault perpetrated by D!rector ar'md on call Program
X . Director will be retrained on
client A towards client B, neglected to Indiana Mentor's policy and
have preventative measures in place prior procedure regarding abuse and
to the incident, neglected take appropriate neglect. The Program Director
actions in regard to the allegation, will be retrameq on Indiana
1 d bl .. MENTOR'’s policy and
neglected to report reasonable suspicion procedures for admitting a new
of a crime to police per the Elder Justice client into services and also The
Act, failed to immediately notify client Bureau of Developmental
A's guardian and client B's Health Care P'Sfb'l't'? Services proI(.:edtu.ret
. . or transitioning a new client into
Repres§ntatlve (HCR), falled'to services. The Program Director
immediately report an allegation of reviewed all available historical
sexual abuse to the Bureau of documentation for each client to
Developmental Disabilities Services gr;sure :hat any Izlg:)nlj!car;t §
) . information would befis already
(BDDS), failed to e.nsure.an allegation of included in the Individualized
sexual assault was investigated Support Plans, High Risk Plans,
thoroughly, and failed to investigate other and Behavior Support Plans. Any
allegations of sexual assault behaviors information that was obtained and
led durine th fih not already included was/will be
?evea .e .urmg € course o .e ) added in. The Program Director
investigation, neglected to provide client updated client A’s Individualized
B with any after care including medical Support Plan, High Risk Plan,
evaluations and counseling, and and Behavior Support Plan to
lected to devel dimol ¢ reflect the historical information
neg e(.: cato eve. op an. mpiemen that was identified in the internal
sufficient corrective actions to prevent investigation. Ongoing, the
reoccurrence of client A's sexual assault Program Director/QIDP will
behaviors, and protect client B. review all historical information
provided on any potential new
o ) admission to ensure that the
Findings include: other residents in the Group
Home are not put at any health
Facility records were reviewed on aDnd Saf‘jglgsl‘:ks- I-Irhe ProQ{:T !
. . irect i
1/27/15 at 1:45 P.M. including the BDDS orector D wit ensure that a
) information provided is including
reports and the Daily Support Records in the Individualized Support Plan,
(DSR). The records indicated the including but not limited to, the
following: High Risk (RMAP) Plan,
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: WWHL11 Facility ID: 000946 If continuation sheet Page 23 of 88




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

PRINTED: 03/09/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
. BUILDING
15G432 L WING 02/09/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
3606 HHGHWOODS DR N
REM-INDIANA INC INDIANAPOLIS, IN 46222
(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
protocols, and the Behavior
_A BDDS report dated 1/17/15 at 9:00 Support Plan. The Program
L. e Director will ensure that any
P.M. indicated "[Client B] reported to information that becomes
staff (#1) that [client A] came into her available will also be made
room and tried to (sic) out his private available to the entire
parts in her. [Client B] told him 'No my In.terdlsmpllnary Team.. The )
. . . . . Direct Support Professionals will
sister will not like that'." Plan to resolve: be retrained on the Elder Justice
"Staff are to document 15 minute checks Act. The Home Manager will be
on both individuals and doors should retrained on the Elder Justice Act.
remain opened for each bedroom. Home The Progrgm D|regtor and on call
M ITclient A1 that th Program Director will be retrained
anager to counsel [client A] that the on the Elder Justice Act.
actions that he chooses to attempt will Ongoing, the Direct Support
earn him a trip to jail. Program Director Professionals, Home Manager,
will investigate the incident promptly." and identified Program
Directors/QIDP will immediately
report any reasonable suspicion
-A BDDS report dated 1/22/15 at 4:30 of a crime to the local police
P.M. indicated "Previous incident department, as outlined in the
reported allegations made by [client B] Elder Justice Act. Indiana
that h te lclient Al att ted t MENTOR is in contact with the
at house mate [c 1en. ] attempted to Indiana State Department of
have sexual contact with her and she Health Sur\/eyor Supervisor over
refused him. During the agencies (sic) the Intermediate Care Facilities,
internal investigation it was determined :o ‘.x?mp:cete IanSt'gli‘t'T (re)
. oy raining for our Quality Assurance
that t.he incident may fall Wlth?n the Specialist, the Program Directors,
requlrements of the Elder Justice Act and and the administrators. Ongoing’
a police report was filed on 1/21/15. The all future allegations of abuse,
police immediately reported to the home neglect, mistreatment, and/or
inr nse to the report filed. After exploitation will be thoroughly
eSPO se. o the ePO ed. i ¢ investigated according to the
speaking with the clients, the police Indiana MENTOR’s Investigation
stated they could not take [client A] into Policy and Procedures and the
their custody due to his intellectual (,:A,\I/Il? State Opelratlc(ajns Manuel.
. - .. . t t
disability, but insisted that we move him Aliiure comp'ete .
) ) investigations will be reviewed by
to another location. The regulations not an administrator within the
permitting a relocation was (sic) not required 5 day period. The Home
explained to the police at the time of the Manager and on call Program
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incident and [client A] was moved Director implemented the
overnight to another home to satisfy the !mmeqlate proteptwe me?sufes’
" Plan t Ive: "Area Direct including changing the client’s
request.” Plan to reso ve: “Area Lirector bedrooms to opposite sides of the
reached out to responding police house in order to provide a better
detective to explain placement of services controlled environment for each
and [client A] placement (sic) back in the client. The Progrqm D|rect.or and
h ional Di hed Adul on call Program Director will be
ome. Regional Director reached Adult retrained on Protective Measures
Protective Services Investigator to follow resulting from an allegation of
up as well with return phone call abuse and/or neglect, according
awaiting. [Client A] will go back to his to Indiana MENTO_R N POHCV gnd
d The clients' bed h procedures. Ongoing, immediate
residence. 1he clhients 'e rc?oms ave appropriate measures will be put
been relocated to opposite sides of the into place for the protection of
home. Staff will continue to complete 15 health and safety of all those
minute checks. Interdisciplinary (IDT) involved, when needed for
i h held to di allegations of abuse and/or
me? ngs (p one) were held to discuss neglect. The Program Director will
incident with both consumers teams. seek out assistance from an
[Client B] does not present to show any Administrator regarding
adverse effects from the incident. Staff immediate and appropriate
1l f to closel tor h d protective measures and follow
wi -con 1nu§ 0 closely monitor her an up regarding the incident. This
provide any internal or external includes, but is not limited to,
emotional supports if needed. She will medical, physical, or emotional
continue to receive positive support being made available
i ¢ f i incident when needed to any identified
reinforcement for reporting any 1nc'1' ents dlient. The Program
where she may feel uncomfortable. Director/QIDP will be retrained on
required guardian and/or Health
-A BPR dated 11/23/14 indicated Care Representative notification
I . e of all incidents pertaining to their
[Chen'F A] was in his room sﬂtmg on the particular loved one. The staff
his roommates side of the bed. Staff was of allegation of sexual abuse has
doing checks before end of shift. Staff been (tfrrt'nllnated (:tue_l_t;’ failure to
noticed this and asked [client A] to please immediately repor. The
) . ] remaining Direct Support
return to his bed to sleep. [Client A] said Professionals will be retrained on
'no that he didn't want to sleep in his Indiana Mentor’s policy and
bed..'." procedure regarding abuse and
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neglect, including but not limited
_ BPR dated 11/24/14 indicated "[Client :‘;p :)Vr*:?tt 'Z;gﬁ:i‘fr’evggft”ittfo
A]...told staff that when he slept on his Ongoing, all Indiana MENTOR
bed, he feels hot on his thigh...." employees will report any alleged
abuse, neglect, mistreatment,
_BPR dated 10/3/14 indicated "...[Client and/or exploitation. Responsible

Party: Area Director, Program

A] comments to staff that he wants to f--- Director, and Home Manager

him. [Client A] told Home Manager that
[client C] tried to b--- f--- him and if he
told staftf something would happen to

him...."

Client A's record was reviewed on
1/28/15 at 11:09 A.M. Client A's record
indicated he was an ambulatory 25 year
old male, 5 foot 8 and 1/2 inches tall
weighing 270 pounds. He had diagnoses
of, but not limited to, mild mental
retardation with a full scale IQ score of
60, paranoid schizophrenia, psychosis,
depression, sleep apnea and a history of
auditory and visual hallucinations. Client
A's aunt was his guardian. Client A's
sexual consent assessment dated
12/23/12 indicated "[Client A] is capable
of giving consent." His D & E
(Diagnostic and Evaluation) dated
3/5/2011 indicated "He often gets up in
the middle of the night." The D & E
indicated "[Guardian] reported that
[client A] has serious behavioral
difficulties including attempted rape with
her eight year-old granddaughter several
months ago (2010/2011). He (client A)
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reportedly was found in bed with the
granddaughter claiming that she was his
girlfriend. He is not left alone with
children. [Guardian] reported sometime
last year (2010) (client A) was escorted
by police to [hospital] for emergency
psychiatric care. [Client A] reportedly
grabbed his adoptive mother, choking her
around her throat, swearing and cursing...
he was unable to be calmed down and
police were called. [Guardian] reported
that [client A] masturbates in front of
others daily and she needs to monitor him
closely." Client A's Behavioral Support
Plan (BSP) dated 7/31/13 indicated he
had the following targeted behaviors:
anger control, physical aggression,
resistance, depressed mood/negative
self-talk and elopement. Client A's record
indicated he was seen by his psychiatrist
on 1/27/15. There was no documentation
to indicate if client A's psychiatrist was
informed about the alleged sexual assault
incident of 1/16/15. Client A's record
indicated he had been on a supervision
level of 1:1 (one client being supervised
by one staff) since 10/2014 with an
assigned staff to keep him in line of sight
during all waking hours, except when he
was in the bathroom or his bedroom.
Staff were documenting their initials
every 15 minutes. There was no
documentation indicating what client A
was doing at those times, or when he was
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sleeping. A supervision protocol dated
1/23/15 indicated "[client A] will receive
1:1 supervision during all waking hours
not to include hours he spends at day
placement. Waking hours will be defined
as the time he awakens in the morning to
begin his day until he retires for the
evening. Staff providing the 1:1
supervision and the other staff must agree
[client A] is asleep before 1:1 supervision
is finished for that day. 1:1 supervision
will be defined as staff being in eyesight
of [client A]. The only exception to this
may be when [client A] is in the
bathroom or his bedroom at which time
staff will have the door in line of sight...If
[client A] wakes in the middle of the
night and comes out of her (sic) room
overnight staff will monitor [client A]
until she (sic) returns to her (sic)
room...." This protocol was signed and
dated by the Area Director 1/23/14 (sic).
A BSP dated 1/23/15 for client A
indicated he had the following targeted
behaviors listed at the beginning of the
BSP," temper outbursts, elopement,
depressive symptoms, negative self-talk,
refusal/resistance." On the final page of
the BSP "inappropriate sexual behavior"
was listed and addressed as follows "If
[client A] is displaying personal
inappropriate sexual behaviors i.c...
Masturbating in a public area, discussing
sexual topics, aggressing sexually
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towards peers or staff immediately
intervene and explain why this is
inappropriate and that he is to cease the
activity. Use a flat unemotional tone. If
[client A] is touching someone else in a
sexual manner, immediately approach
him and tell him to stop. Use an
unemotional tone. If he does not stop
immediately, separate [client A] from his
victim." Per the Qualified Intellectual
Disabilities Professional (QIDP) on
1/28/15 at 1:35 P.M. the 1/23/15 BSP
was currently being reviewed for
approval by client A's guardian.

Client B's record was reviewed on
1/28/15 at 11:34 A.M. Client B's record
indicated she was a 60 year old female 5
foot tall weighing 217 pounds who could
ambulate, but used a walker and
wheelchair PRN (as needed). She had
diagnoses of, but not limited to moderate
mental retardation with a full scale 1Q of
26, hypertension, depression, edema,
psychosis, intermittent explosive
disorder, schizophrenia, and urinary
incontinence. Client B's sister was her
HCR. Client B's sexual consent
assessment dated 9/19/12 indicated
"[Client B] is considered not capable of
giving consent.”" Client B's Pro-Social
skills assessment dated 9/19/12 indicated
needs training in, but not limited to, these
areas "making a complaint, dealing with
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anger, expressing affection, dealing with
fear, knowing your feelings and
expressing your feelings."

An IDT meeting note dated 1/21/15
indicated client A's guardian and client
B's HCR were notified about the 1/16/15
sexual assault on 1/21/15. The note also
indicated a police report had been filed
on 1/21/15.

The facility's Summary of Internal
Investigation Report dated 1/27/15 was
reviewed on 1/27/15 at 4:28 P.M. The
summary indicated "On 1/18/15 at 9:00
P.M. [client B] reported to [staff #1] and
[staff #2] [client A] pulled out his
'private’ and asked her if she wanted him
to stick it in her." Per staff #2 "[client B]
said this in the living room in front of
four other clients." Staff asked "[client B]
to talk with them in her room. [Staff #1]
called the House Manager and [Staff #2]
talked with [client B] in her room." Staff
#2 reported to the internal investigator
that [client B] stated "In the middle of the
night [client A] knocked on her door,
entered her room, approached her bed,
pulled out his 'private’ and asked her if
she wanted him to stick it in her. Client B
reported she told [client A] 'No, her sister
would not like that and her sister would
be mad if she had babies'. He tried to pull
my pants and pull-up down. He then got
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on top of me and asked for a hug. [Client
B] told [client A] 'T don't want to get in
trouble.' Client B then said 'she did not
remember what happened after that'. She
(client B) said it happened after [staff #1]
had left. That she (client B) told staff #3
and staff #3 told her 'What do you want
me to do about it now go back to bed'."
The summary indicated "[client A] was
asleep when [client B] reported to [staff
#1] and [staff #2]. When [staff #3]
arrived for work on 1/18/15 and was
informed of the 15 minute checks staff #3
stated "'Well nothing happened on my
shift'. On 1/19/15 the bedrooms were
reassigned so [client A's] room would no
longer be next to [client B's] room. As
they were moving [client A's] mattress
[client A] asked 'Is this because of [client
B]'?" The summary indicated as the
internal investigation continued it was
determined that a possible crime had
been committed and the [name of police
department] was contacted. Two officers
reported immediately, and four other
officers arrived as back-up once the
officers were made aware client A could
become aggressive. A detective from the
Sex Crimes Unit also was present. "To
assist [client B] it was determined by the
HM to have [staff #2] sit in with client B
when she was interviewed by the police
and detective." The investigation and
interview with client A indicated the
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following: "What I did was disgusting.
[Staff #3] was watching TV. I was
excited and confused that day. [Client
B's] door was closed. She was asleep. |
tried to touch her 'genitals'. [Client A]
stated, I touched her buttocks after he
pulled down her pants and 'pamper.' He
said he took out his penis and 'tried to put
it in her butt.' She told him 'To stop.' He
said He left her room and returned to his
room and [staff #3] came to his room and
asked him why he was in [client B's]
room. He said this was the first time he
tried this with [client B]. Said he tried to
do it with [client G] she yelled and
cussed at him and told him she would
call the police if he did not leave her
alone. He said after he tried it with his
roommate [client C] everyone had to
change bedrooms. Said he had not tried it
with [clients F, H, D, or E]." The internal
investigation indicated the Sex Crimes
Detective had informed the HM that
[client A] had reported that "he had been
bothering [client B] for awhile." He
reported [client B] stated that "[client A]
had been harassing her for a month
'trying to get into her pants.' "The
Detective demanded that [client A] be
removed from the home that evening."
The internal investigator interviewed the
Detective and reportedly the detective
stated "the facility would be taking a
'significant risk allowing him (client A)
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to be near her (client B)'." The detective
reportedly stated "He and the prosecutor
believe a 'sexual assault' occurred, but
because law enforcement was not called
for 96 hours of the incident and the
alleged perpetrator (sic) intellectual
disability they were not going to pursue
charges. He (detective) had advised APS
(adult protective services) of the
incident." The investigation did not
include a follow-up interview with staff
#2 to determine what client B had
reported to the police officers and the sex
crimes detective. "This information was
reported to the Area Director and the
Regional Director on 1/23/15 by the
facility's internal investigator."

There was no investigation
documentation or BDDS report to review
regarding the allegations of sexual abuse
towards clients B and C which came
forth during the facility's internal
investigation.

Staff #2 was interviewed on 1/28/15 at
6:10 P.M. and stated "I was one of the
two staff [client B] told on the evening of
the 18th, since the staff on the 16th didn't
help her. I also sat in with her during the
interview with two police officers and
then again when the detective
interviewed her." Staff #2 stated "[client
B] was consistent with her reports to staff
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initially, and with the officers, with the
added fact of him (client A) wearing only
his boxers. She did say when [client B]
was interviewed by the two officers she
told them [client A] did put his private
part into her. The officers asked her
where and [client B] pointed down to her
private area. Then she (client B) said I
don't remember and shut down. She
pretty much shut down when the
detective talked with her too, but did say
he had entered her room and tried to have
sex with her."

Observations were conducted at the
group home where clients A and B lived
on 1/28/15 from 5:39 P.M. through 6:35
P.M. Client A and client B were both in
the home. Their bedrooms were located
on opposite ends of the home. Client A
did have 1:1 supervision.

Client B was interviewed on 1/28/15 at
5:40 P.M. When asked how she was
sleeping, she stated "[Client A] comes
into my room and tries to have sex with
me. It was in my old room. I told him I
didn't want to, no, he never hurt me." As
we talked in her room, she stated "I hear
[client A]." Client A was in the laundry
room near client B's bedroom with his
1:1 staff doing his laundry. Client B was
asked if she was ok or scared, she stated
"No I'm not scared." On 1/28/15 at 6:05
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P.M. at dinner clients A and B were
seated at opposite ends of the table. They
were facing each other, although it was a
long table. Client A was observed
looking at client B; she noticed this and
turned her head to the side and
downwards.

An interview was conducted with the
QIDP on 1/28/15 at 1:35 P.M. The QIDP
stated, "I was not aware of [client A's]
history of attempted rape of an eight year
old child. I must have missed seeing that
in his history." When asked why public
masturbation and sexual comments were
also added to the 1/23/15 BSP for client
A, the QIDP stated, "I thought I saw it
somewhere that they needed to be
addressed, I will have to look that up."
When asked why the incident on 1/16/15
was not documented on a behavior
report, the QIDP did not respond. The
QIDP stated, "The 15 minute checks
were originally put in place for [client A]
and [client C] because [client A] had
reported to his behavior counselor that
[client C] had tried to hump on him." The
QIDP was asked if client A was already
on 15 minute checks and line of sight
supervision prior to the incident on
1/16/15 wouldn't staff have known he left
his room, the QIDP indicated yes.

An interview was conducted with the HM
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on 1/28/15 at 1:35 P.M. The HM stated,
"I just wonder where all this is coming
from, but we do not get notes from the
therapist. At one psychiatric appointment
the psychiatrist did ask [client A] 'How
are you doing about your thoughts about
women,' but I had no indication of
anything like this." The HM was asked if
client A was already on 15 minute checks
and line of sight supervision prior to the
incident on 1/16/15 wouldn't staff have
known he left his room, the HM stated, "I
thought she would. We do it as discreetly
as we can. At night we ask everyone to
leave their doors open a little bit, and the
clients were all ok with that. I don't think
she (staff #3) was in a place where she
could watch their doors." The HM
indicated staff #3 was still on suspension.

The Regional Director was interviewed
on 1/27/15 at 4:13 P.M. The RD stated, "I
don't really think anything much
occurred, I believe it was blown out of
proportion. There really isn't anything
like sexual assault in the ID (intellectual
disabilities) field; it is really just more
inappropriate sexual behavior."

Confidential interviews (CI) were
conducted during this survey:

CI #8 "All the guys in the house
masturbate with their doors open. They
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are asked to leave their doors open so
checks can be done on them. No one is to
say anything about doing that in the
bathroom or closing the door for privacy.
I was shocked at first, but was told it was
a natural thing and not to do anything
about it, just act like you don't see it.
However, since this all happened staff are
now to prompt them to close their door or
use the bathroom for privacy. No it was
to never be documented anywhere, even

now."

CI#9 "I believe an assault occurred and
they didn't handle it right and still are not
handling it right. He should not be in the
house."

CI#10 " Yes, I believe it happened.
[Client B] would not make up a story like
that, and he (client A) always tells on him
self when he does something wrong."

The facility's policy Quality and Risk
Management dated 4/2011 was reviewed
on 1/29/15 at 10:05 A.M. and indicated
"Indiana Mentor promotes a high quality
of service and seeks to protect individuals
receiving Indiana Mentor services
through oversight of management
procedures and company operations,
close monitoring of service delivery and
through a process of identifying
evaluating and reducing risk to which
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individuals are exposed... B.1. Alleged,
suspected, or actual abuse, neglect, or
exploitation of an individual. An incident
in this category shall also be reported...as
applicable. The provider shall suspend
staff involved in an incident from duty
pending investigation by the provider.
This may include: 2.Sexual abuse,
including, but not limited to: i.
nonconsensual sexual activity, ii. sexual
molestation, iii. sexual coercion, iv.
sexual exploitation. Failure to provide
appropriate supervision, care or training;
4. An incident shall be reported by a
provider or an employee or agent who:
(a) Is providing services to the individual
at the time of the incident. (b). Becomes
aware of or receives information about an
alleged incident. 5. An initial report
regarding an incident shall be submitted
within twenty-four hours of: (a) the
occurrence of the incident; or (b). the
reporter becoming aware of or receiving
information about an incident. The
Program Director, who serves as the
QMRP (Qualified Mental Retardation
Professional), shall submit a follow-up
report concerning the incident on the
BDDS's follow-up incident report form at
the following times: (a). Within seven
days of the date of the initial report; (b).
Every seven days thereafter until the
incident is resolved; (c). All information
required to be submitted to the BDDS
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shall also be submitted to the provider of
case management services to the
individual... C. Indiana Mentor is
committed to completing a thorough
investigation for any event out of the
ordinary which jeopardizes the health and
safety of any individual served or other
employee. 1. Investigation findings will
be submitted to the Area Director for
review and development of further
recommendations as needed within 5
days of the incident."

This federal tag relates to complaint
#IN00163646.

9-3-2(a)
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WO000153 | 483.420(d)(2)
STAFF TREATMENT OF CLIENTS
The facility must ensure that all allegations
of mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law
through established procedures.
Based on record review and interview, WO000153 | The Direct Support Professionals 03/11/2015
the facility failed to immediately report will be |"etra|r.1ed on Indiana
. Mentor’s policy and procedure
four allegations of sexual assault for 3 of regarding abuse and neglect.
4 sampled clients (A, B, and C) and 1 of The Home Manager will be
4 additional clients (G) to the retrained on Indiana Mentor’s
administrator and to the Bureau of policy and procedure regarding
| | Disabiliti . abuse and neglect. The Program
Deve opmenta Disabilities Services Director and on call Program
(BDDS), in accordance State law through Director will be retrained on
established procedures. Indiana Mentor’s policy and
procedure regarding abuse and
Findi nclude: neglect. Indiana MENTOR is in
ndings melude: contact with the Indiana State
Department of Health Surveyor
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Facility records were reviewed on Supervisor over the Intermediate
1/27/15 at 1:45 P.M. including the BDDS Care Facilities, to complete
. Investigation (re) training for our
reports and the Daily Support Records Quality Assurance Specialist, the
(DSR). The records indicated the Program Directors, and the
following: administrators. Ongoing, all
future allegations of abuse,
] neglect, mistreatment, and/or
1. A BDI?S report d.ated 1/17/15 at 9:00 exploitation will be thoroughly
P.M. indicated "[Client B] reported to investigated according to the
staff (#1) that [client A] came into her Indiana MENTOR’s Investigation
room and tried to (sic) out his private Policy and Procedgres and the
in her. [Client BI told him 'N CMS State Operations Manuel.
parts in her. [Client B] told him 'No my All future completed
sister will not like that." Plan to resolve: investigations will be reviewed by
"Staff are to document 15 minute checks an administrator within the
on both individuals and doors should required 5 day period. The staff
. d f h bed H that originally received the report
rematn opened or eac ) cdroom. Home of allegation of sexual abuse has
Manager to counsel [client A] that the been terminated due to failure to
actions that he chooses to attempt will immediately report. The
earn him a trip to jail. Program Director remaining Direct Support
i tigate the incident v Professionals will be retrained on
will investigate the incident promptly. Indiana Mentor’s policy and
procedure regarding abuse and
-A BDDS report dated 1/22/15 at 4:30 neglect, including but not limited
P.M. indicated "Previous incident to, W::a_‘tt 1 rgpor:tatt)le, Wh‘:tn_tt:’
. . report it, and who to report it to.
reported allegatmns made by [client B] Ongoing, all Indiana MENTOR
that house mate [C]lent A] attempted to emp|oyees will repor[ any a"eged
have sexual contact with her and she abuse, neglect, mistreatment,
refused him. During the agencies (sic) and/or exploitation. For the first
nt 1 tioation it det ined 90 days, the Home Manager will
interna }nv.es igation i was. ej, ermine review all documentation,
that the incident may fall within the including but not limited to DSRs
requirements of the Elder Justice Act and and Behavior Data Tracking
a police report was filed on 1/21/15. The Sheets, every two days (every
.. . other business day) to ensure
police immediately reported to the home L
: that no incidents go unreported
in response to the report filed. After and uninvestigated. After the
speaking with the clients, the police initial 90 days and ongoing, the
stated they could not take [client A] into Home Manager will review all
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their custody due to his intellectual documentation, including but not
disability, but insisted that we move him limited to DSRs and Behavior
C Data Tracking Sheets, once a
to another location. week to ensure that no incidents
go unreported and
2. BPR (behavior plan report) dated uninvestigated. For the first 90
10/3/14 indicated "...[Client A] days, the Program Director will
review all documentation,
comments to staff that he wants to f--- including but not limited to DSRs
him. [Client A] told Home Manager that and Behavior Data Tracking
[client C] tried to b--- f--- him and if he Sheets, once a week to ensure
told staff something would happen to that no.|n0|de.nts go unreported
hi " and uninvestigated. After the
m.... initial 90 days and ongoing, the
Program Director will review all
There was no investigative documentation, including but not
documentation or BDDS report to review Il_l)m'ttefli_ to I:k).SRsSﬁndtBehawor
. . ata Tracking Sheets, once every
regarding the BPR listed above. other week, to ensure that no
incidents go unreported and
3. The facility's Summary of Internal uninvestigated. Responsible
Investigation Report dated 1/27/15 was E.arty; Area cli):;ector,lvli’rogram
. irector, and Home Manager
reviewed on 1/27/15 at 4:28 P.M. The 9
summary indicated "On 1/18/15 at 9:00
P.M. [client B] reported to [staff #1] and
[staff #2] [client A] pulled out his
'private' and asked her if she wanted him
to stick it in her." Per staff #2 "[client B]
said this in the living room in front of
four other clients." Staff asked "[client B]
to talk with them in her room. [Staff #1]
called the House Manager and [Staff #2]
talked with [client B] in her room." Staff
#2 reported to the internal investigator
that [client B] stated "In the middle of the
night [client A] knocked on her door,
entered her room, approached her bed,
pulled out his 'private’ and asked her if
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she wanted him to stick it in her. Client B
reported she told [client A] 'No, her sister
would not like that and her sister would
be mad if she had babies'. He tried to pull
my pants and pull-up down. He then got
on top of me and asked for a hug. [Client
B] told [client A] 'T don't want to get in
trouble.' Client B then said 'she did not
remember what happened after that'. She
(client B) said it happened after [staff #1]
had left. That she (client B) told staff #3
and staff #3 told her 'What do you want
me to do about it now go back to bed'."
The summary indicated [client A] was
asleep when [client B] reported to [staff
#1] and [staff #2]. When [staff #3]
arrived for work on 1/18/15 and was
informed of the 15 minute checks staff #3
stated "Well nothing happened on my
shift'. On 1/19/15 the bedrooms were
reassigned so [client A's] room would no
longer be next to [client B's] room. As
they were moving [client A's] mattress
[client A] asked 'Is this because of [client
B]'?" The summary indicated as the
internal investigation continued it was
determined that a possible crime had
been committed and the [name of police
department] were contacted. Two officers
reported immediately, and four other
officers arrived as back-up once the
officers were made aware client A could
become aggressive. A detective from the
Sex Crimes Unit also was present. To
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assist [client B] it was determined by the
HM to have [staff #2] sit in with client B
when she was interviewed by the police
and detective. The investigation and
interview with client A indicated the
following: "What I did was disgusting.
[Staff #3] was watching TV. I was
excited and confused that day. [Client
B's] door was closed. She was asleep. |
tried to touch her 'genitals'. [Client A]
stated, I touched her buttocks after he
pulled down her pants and 'pamper.' He
said he took out his penis and 'tried to put
it in her butt.' She told him 'To stop.' He
said He left her room and returned to his
room and [staff #3] came to his room and
asked him why he was in [client B's]
room. He said this was the first time he
tried this with [client B].

Said he tried to do it with [client G] she
yelled and cussed at him and told him she
would call the police if he did not leave
her alone.

4. He said after he tried it with his
roommate [client C] everyone had to
change bedrooms. Said he had not tried it
with [clients F, H, D, or E]." The internal
investigation indicated the Sex Crimes
Detective had informed the HM that
[client A] had reported that "he had been
bothering [client B] for awhile." He
reported [client B] stated that "[client A]
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had been harassing her for a month
'trying to get into her pants.' "The
Detective demanded that [client A] be
removed from the home that evening."
The internal investigator interviewed the
Detective and reportedly the detective
stated "the facility would be taking a
'significant risk allowing him (client A)
to be near her (client B)'." The detective
reportedly stated "He and the prosecutor
believe a 'sexual assault' occurred, but
because law enforcement was not called
for 96 hours of the incident and the
alleged perpetrator (sic) intellectual
disability they were not going to pursue
charges. He (detective) had advised APS
(adult protective services) of the
incident." The investigation did not
include a follow-up interview with staff
#2 to determine what client B had
reported to the police officers and the sex
crimes detective. "This information was
reported to the Area Director and the
Regional Director on 1/23/15 by the
facility's internal investigator."

There was no investigation
documentation or BDDS report to review
regarding the allegations of sexual abuse
towards clients C and G which came
forth during the facility's internal
investigation.

Staff #2 was interviewed on 1/28/15 at
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6:10 P.M. and stated "I was one of the
two staff [client B] told on the evening of
the 18th, since the staff on the 16th didn't
help her. I also sat in with her during the
interview with two police officers and
then again when the detective
interviewed her. Staff #2 stated [client B]
was consistent with her reports to staff
initially, and with the officers, with the
added fact of him (client A) wearing only
his boxers. She did say when [client B]
was interviewed by the two officers she
told them [client A] did put his private
part into her. The officers asked her
where and [client B] pointed down to her
private area. Then she (client B) said |
don't remember and shut down. She
pretty much shut down when the
detective talked with her too, but did say
he had entered her room and tried to have
sex with her."

An interview was conducted with the HM
on 1/28/15 at 1:35 P.M. The HM was
asked if client A was already on 15
minute checks and line of sight
supervision prior to the incident on
1/16/15 wouldn't staff have known he left
his room, the HM stated, "I thought she
would. We do it as discreetly as we can.
At night we ask everyone to leave their
doors open a little bit, and the clients
were all ok with that. I don't think she
(staff #3) was in a place where she could

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

WWHL11  Facility ID:

000946 If continuation sheet

Page 46 of 88




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

PRINTED: 03/09/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G432

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
3606 HIGHWOODS DR N
INDIANAPOLIS, IN 46222

00

X3) DATE SURVEY

COMPLETED
02/09/2015

(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

watch their doors." The HM indicated
staff #3 was still on suspension for not
reporting the allegation immediately. The
HM indicated the BDDS report was done
as soon as they found out, but not
immediately due to staff #3 not reporting
immediately.

The Area Director (AD) was interviewed
on 2/9/15 at 1:53 P.M. and indicated the
BDDS report had not been done timely
due to the staff (staff #3) not reporting
immediately.

An interview was conducted with the
facility's internal investigator on 1/28/15
at 12:49 P.M. The investigator indicated
she had not interviewed staff #2 about
what client B had informed the police
officers and the detective. The
investigator stated, "The other allegations
have not been reported or investigated."

This federal tag relates to complaint
#IN00163646.

9-3-2(a)
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W000154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on record review and interview, W000154 | Indiana MENTOR is in contact 03/11/2015
the facility failed to ensure allegations of with the Indiana State
. . Department of Health Surveyor
sexual assault were investigated Supervisor over the Intermediate
thoroughly for 3 of 4 sampled clients (A, Care Facilities, to complete
B and C) and 1 of 4 additional clients Investigation (re) training for our
(G), failed to assure an investigative Quality Assurance Specialist, the
. . . Program Directors, and the
system was in place which resulted in a administrators. Ongoing, all
complete and thorough investigation future allegations of abuse,
including statements by staff and the neglect, mistreatment, and/or
investigation of other allegations revealed exploitation will be thoroughly
duri h fani | investigated according to the
) urlng ¢ e' course ot an %nterne.l Indiana MENTOR’s Investigation
investigation were also investigated. Policy and Procedures and the
CMS State Operations Manuel.
Findings include: All future completed
investigations will be reviewed by
o ) an administrator within the
Facility records were reviewed on required 5 day period.
1/27/15 at 1:45 P.M. including the BDDS Responsible Party: Area
Director, Program Director, and
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reports and the Daily Support Records
(DSR). The records indicated the
following:

-A BDDS report dated 1/17/15 at 9:00
P.M. indicated "[Client B] reported to
staff (#1) that [client A] came into her
room and tried to (sic) out his private
parts in her. [Client B] told him '"No my
sister will not like that." Plan to resolve:
"Staff are to document 15 minute checks
on both individuals and doors should
remain opened for each bedroom. Home
Manager to counsel [client A] that the
actions that he chooses to attempt will
earn him a trip to jail. Program Director
will investigate the incident promptly."

-A BDDS report dated 1/22/15 at 4:30
P.M. indicated "Previous incident
reported allegations made by [client B]
that house mate [client A] attempted to
have sexual contact with her and she
refused him. During the agencies (sic)
internal investigation it was determined
that the incident may fall within the
requirements of the Elder Justice Act and
a police report was filed on 1/21/15. The
police immediately reported to the home
in response to the report filed. After
speaking with the clients, the police
stated they could not take [client A] into
their custody due to his intellectual
disability, but insisted that we move him

Home Manager
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to another location. The regulations not
permitting a relocation was (sic) not
explained to the police at the time of the
incident and [client A] was moved
overnight to another home to satisfy the
request." Plan to resolve: "Area Director
reached out to responding police
detective to explain placement of services
and [client A] placement (sic) back in the
home. Regional Director reached Adult
Protective Services Investigator to follow
up as well with return phone call
awaiting. [Client A] will go back to his
residence. The clients' bedrooms have
been relocated to opposite sides of the
home. Staff will continue to complete 15
minute checks. Interdisciplinary (IDT)
meetings (phone) were held to discuss
incident with both consumers teams.
[Client B] does not present to show any
adverse effects from the incident. Staff
will continue to closely monitor her and
provide any internal or external
emotional supports if needed. She will
continue to receive positive
reinforcement for reporting any incidents
where she may feel uncomfortable."

-BPR dated 10/3/14 indicated "...[Client
A] comments to staff that he wants to f---
him. [Client A] told Home Manager that
[client C] tried to b--- f--- him and if he
told staff something would happen to

him...."
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The facility's Summary of Internal
Investigation Report dated 1/27/15 was
reviewed on 1/27/15 at 4:28 P.M. The
summary indicated "On 1/18/15 at 9:00
P.M. [client B] reported to [staff #1] and
[staff #2] [client A] pulled out his
'private’ and asked her if she wanted him
to stick it in her." Per staff #2 "[client B]
said this in the living room in front of
four other clients." Staff asked "[client B]
to talk with them in her room. [Staff #1]
called the House Manager and [Staff #2]
talked with [client B] in her room." Staff
#2 reported to the internal investigator
that [client B] stated "In the middle of the
night [client A] knocked on her door,
entered her room, approached her bed,
pulled out his 'private' and asked her if
she wanted him to stick it in her. Client B
reported she told [client A] 'No, her sister
would not like that and her sister would
be mad if she had babies'. He tried to pull
my pants and pull-up down. He then got
on top of me and asked for a hug. [Client
B] told [client A] 'T don't want to get in
trouble.' Client B then said 'she did not
remember what happened after that'. She
(client B) said it happened after [staff #1]
had left. That she (client B) told staff #3
and staff #3 told her 'What do you want
me to do about it now go back to bed'."
The summary indicated [client A] was
asleep when [client B] reported to [staff
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#1] and [staff #2]. When [staff #3]
arrived for work on 1/18/15 and was
informed of the 15 minute checks staff #3
stated 'Well nothing happened on my
shift'. On 1/19/15 the bedrooms were
reassigned so [client A's] room would no
longer be next to [client B's] room. As
they were moving [client A's] mattress
[client A] asked 'Is this because of [client
B]'?" The summary indicated as the
internal investigation continued it was
determined that a possible crime had
been committed and the [name of police
department] were contacted. Two officers
reported immediately, and four other
officers arrived as back-up once the
officers were made aware client A could
become aggressive. A detective from the
Sex Crimes Unit also was present. "To
assist [client B] it was determined by the
HM to have [staff #2] sit in with client B
when she was interviewed by the police
and detective." The investigation and
interview with client A indicated the
following: "What I did was disgusting.
[Staff #3] was watching TV. I was
excited and confused that day. [Client
B's] door was closed. She was asleep. |
tried to touch her 'genitals'. [Client A]
stated, I touched her buttocks after he
pulled down her pants and 'pamper.' He
said he took out his penis and 'tried to put
it in her butt.' She told him 'To stop.' He
said He left her room and returned to his
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room and [staff #3] came to his room and
asked him why he was in [client B's]
room. He said this was the first time he
tried this with [client B]. Said he tried to
do it with [client G] she yelled and
cussed at him and told him she would
call the police if he did not leave her
alone. He said after he tried it with his
roommate [client C] everyone had to
change bedrooms. Said he had not tried it
with [clients F, H, D, or E]." The internal
investigation indicated the Sex Crimes
Detective had informed the HM that
[client A] had reported that "he had been
bothering [client B] for awhile." He
reported [client B] stated that "[client A]
had been harassing her for a month
'trying to get into her pants." "The
Detective demanded that [client A] be
removed from the home that evening."
The internal investigator interviewed the
Detective and reportedly the detective
stated "the facility would be taking a
'significant risk allowing him (client A)
to be near her (client B)'." The detective
reportedly stated "He and the prosecutor
believe a 'sexual assault' occurred, but
because law enforcement was not called
for 96 hours of the incident and the
alleged perpetrator (sic) intellectual
disability they were not going to pursue
charges. He (detective) had advised APS
(adult protective services) of the
incident." The investigation did not
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include a follow-up interview with staff
#2 to determine what client B had
reported to the police officers and the sex
crimes detective. "This information was
reported to the Area Director and the
Regional Director on 1/23/15 by the
facility's internal investigator."

The investigation did not include a
follow-up interview with staff #2 to
determine what client B had reported to
the police officers and the sex crimes
detective. The internal investigation did
not prompt investigations into the
allegations client A had reported when he
was interviewed involving clients C and
G. There was no investigation for the
incident documented on the BPR listed
above. The investigation did not include
written statements by staff.

Staff #2 was interviewed on 1/28/15 at
6:10 P.M. and stated "I was one of the
two staff [client B] told on the evening of
the 18th, since the staff on the 16th didn't
help her. I also sat in with her during the
interview with two police officers and
then again when the detective
interviewed her. Staff #2 stated [client B]
was consistent with her reports to staff
initially, and with the officers, with the
added fact of him (client A) wearing only
his boxers. She did say when [client B]
was interviewed by the two officers she
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told them [client A] did put his private
part into her. The officers asked her
where and [client B] pointed down to her
private area. Then she (client B) said |
don't remember and shut down. She
pretty much shut down when the
detective talked with her too, but did say
he had entered her room and tried to have
sex with her."

An interview was conducted with the
facility's internal investigator on 1/28/15
at 12:49 P.M. The investigator indicated
she had not interviewed staff #2 about
what client B had informed the police
officers and the detective. The
investigator stated, "The other allegations
have not been reported or investigated."

This federal tag relates to complaint
#IN00163646.

9-3-2(a)
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W000155 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
The facility must prevent further potential
abuse while the investigation is in progress.
Based on observation, record review and WO000155 | The Home Manager and on call 03/11/2015
interview, the facility failed to implement ngram erector |mp|lemented
. K K the immediate protective
sufficient c.orrectlve actions for 2 of 4 measures, including changing the
sampled clients (A and B) to prevent client’s bedrooms to opposite
potential reoccurrence of client A's sides of the house in order to
sexual assault behaviors towards client B, proylde a better controllgd
d i A havi environment for each client.
and to protect client B from having to Client A was removed from this
see/hear client A in her home daily. group home and placed into
another group home within
Findings include: Indiana MENTOR. The Program
' Director and on call Program
Director will be retrained on
Facility records were reviewed on Protective Measures resulting
1/27/15 at 1:45 P.M. including the BDDS from an allegation of abuse
reports and the Daily Support Records andfor neglect, according to
Indiana MENTOR'’s policy and
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(DSR). The records indicated the procedures. Ongoing, immediate
following: appropriate measures will be put
' into place for the protection of
health and safety of all those
-A BDDS report dated 1/17/15 at 9:00 involved, when needed for
P.M. indicated "[Client B] reported to allegations of abuse and/or
staff (#1) that [client A] came into her neglect. The Program Director will
d tried . his pri seek out assistance from an
room -an trie t.o (sic) out 1§ private Administrator regarding
parts in her. [Client B] told him 'No my immediate and appropriate
sister will not like that'." Plan to resolve: protective measures and follow
"Staff are to document 15 minute checks up lrec?ard:)ngi Fhe ":(lz,'d?tntc'j '{h|s
o includes, but is not limited to,
on bqth individuals and doors should medical, physical, or emotional
remain opened for each bedroom. Home support being made available
Manager to counsel [client A] that the when needed to any identified
actions that he chooses to attempt will client. Responsible Party: Area
hi . il P Di Director, Program Director, and
ea.rn. im a.trlp tOJa% . .rogram irector Home Manager
will investigate the incident promptly."
-A BDDS report dated 1/22/15 at 4:30
P.M. indicated "Previous incident
reported allegations made by [client B]
that house mate [client A] attempted to
have sexual contact with her and she
refused him. During the agencies (sic)
internal investigation it was determined
that the incident may fall within the
requirements of the Elder Justice Act and
a police report was filed on 1/21/15. The
police immediately reported to the home
in response to the report filed. After
speaking with the clients, the police
stated they could not take [client A] into
their custody due to his intellectual
disability, but insisted that we move him
to another location. The regulations not
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permitting a relocation was (sic) not
explained to the police at the time of the
incident and [client A] was moved
overnight to another home to satisfy the
request." Plan to resolve: "Area Director
reached out to responding police
detective to explain placement of services
and [client A] placement (sic) back in the
home. Regional Director reached Adult
Protective Services Investigator to follow
up as well with return phone call
awaiting. [Client A] will go back to his
residence. The clients' bedrooms have
been relocated to opposite sides of the
home. Staff will continue to complete 15
minute checks. Interdisciplinary (IDT)
meetings (phone) were held to discuss
incident with both consumers teams.
[Client B] does not present to show any
adverse effects from the incident. Staff
will continue to closely monitor her and
provide any internal or external
emotional supports if needed. She will
continue to receive positive
reinforcement for reporting any incidents
where she may feel uncomfortable."

Client A's record was reviewed on
1/28/15 at 11:09 A.M. Client A's record
indicated he was an ambulatory 25 year
old male, 5 foot 8 and 1/2 inches tall
weighing 270 pounds. He had diagnoses
of, but not limited to, mild mental
retardation with a full scale 1Q score of

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

WWHL11  Facility ID:

000946 If continuation sheet

Page 58 of 88




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

PRINTED: 03/09/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G432

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC

X2) MULTIPLE CONSTRUCTION

00

STREET ADDRESS, CITY, STATE, ZIP CODE
3606 HIGHWOODS DR N
INDIANAPOLIS, IN 46222

X3) DATE SURVEY

COMPLETED
02/09/2015

(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

60, paranoid schizophrenia, psychosis,
depression, sleep apnea and a history of
auditory and visual hallucinations. Client
A's aunt was his guardian. Client A's
sexual consent assessment dated
12/23/12 indicated "[Client A] is capable
of giving consent." His D & E
(Diagnostic and Evaluation) dated
3/5/2011 indicated "He often gets up in
the middle of the night." The D & E
indicated "[Guardian] reported that
[client A] has serious behavioral
difficulties including attempted rape with
her eight year-old granddaughter several
months ago (2010/2011). He (client A)
reportedly was found in bed with the
granddaughter claiming that she was his
girlfriend. He is not left alone with
children. [Guardian] reported sometime
last year (2010) (client A) was escorted
by police to [hospital] for emergency
psychiatric care. [Client A] reportedly
grabbed his adoptive mother, choking her
around her throat, swearing and cursing...
he was unable to be calmed down and
police were called. [Guardian] reported
that [client A] masturbates in front of
others daily and she needs to monitor him
closely." Client A's Behavioral Support
Plan (BSP) dated 7/31/13 indicated he
had the following targeted behaviors:
anger control, physical aggression,
resistance, depressed mood/negative
self-talk and elopement. Client A's record
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indicated he was seen by his psychiatrist
on 1/27/15; there was no documentation
to indicate if client A's psychiatrist was
informed about the alleged sexual assault
incident of 1/16/15. Client A's record
indicated he had been on a supervision
level of 1:1 (one client supervised by one
staff) since 10/2014 with an assigned
staff to keep him in line of sight during
all waking hours, except when he was in
the bathroom or his bedroom. Staff were
documenting their initials every 15
minutes. There was no documentation
indicating what client A was doing at
those times, or when he was sleeping. A
supervision protocol dated 1/23/15
indicated "[client A] will receive 1:1
supervision during all waking hours not
to include hours he spends at day
placement. Waking hours will be defined
as the time he awakens in the morning to
begin his day until he retires for the
evening. Staff providing the 1:1
supervision and the other staff must agree
[client A] is asleep before 1:1 supervision
is finished for that day. 1:1 supervision
will be defined as staff being in eyesight
of [client A]. The only exception to this
may be when [client A] is in the
bathroom or his bedroom at which time
staff will have the door in line of sight...If
[client A] wakes in the middle of the
night and comes out of her (sic) room
overnight staff will monitor [client A]
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until she (sic) returns to her (sic)
room...." This protocol was signed and
dated by the Area Director 1/23/14 (sic).
A BSP dated 1/23/15 for client A
indicated he had the following targeted
behaviors listed at the beginning of the
BSP," temper outbursts, elopement,
depressive symptoms, negative self-talk,
refusal/resistance.” On the final page of
the BSP "inappropriate sexual behavior"
was listed and addressed as follows "If
[client A] is displaying personal
inappropriate sexual behaviors i.e...
Masturbating in a public area, discussing
sexual topics, aggressing sexually
towards peers or staff immediately
intervene and explain why this is
inappropriate and that he is to cease the
activity. Use a flat unemotional tone. If
[client A] is touching someone else in a
sexual manner, immediately approach
him and tell him to stop. Use an
unemotional tone. If he does not stop
immediately, separate [client A] from his
victim." Per the Qualified Intellectual
Disabilities Professional (QIDP) on
1/28/15 at 1:35 P.M. the 1/23/15 BSP
was currently being reviewed for
approval by client A's guardian.

Client B's record was reviewed on
1/28/15 at 11:34 A.M. Client B's record
indicated she was a 60 year old female 5
foot tall weighing 217 pounds who could
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ambulate, but used a walker and
wheelchair PRN (as needed). She had
diagnoses of, but not limited to moderate
mental retardation with a full scale 1Q of
26, hypertension, depression, edema,
psychosis, intermittent explosive
disorder, schizophrenia, and urinary
incontinence. Client B's sister was her
HCR. Client B's sexual consent
assessment dated 9/19/12 indicated
"[Client B] is considered not capable of
giving consent." Client B's Pro-Social
skills assessment dated 9/19/12 indicated
needs training in, but not limited to, these
areas " making a complaint, dealing with
anger, expressing affection, dealing with
fear, knowing your feelings and
expressing your feelings."

The facility's Summary of Internal
Investigation Report dated 1/27/15 was
reviewed on 1/27/15 at 4:28 P.M. The
summary indicated "On 1/18/15 at 9:00
P.M. [client B] reported to [staff #1] and
[staff #2] [client A] pulled out his
'private’ and asked her if she wanted him
to stick it in her." Per staff #2 "[client B]
said this in the living room in front of
four other clients." Staff asked "[client B]
to talk with them in her room. [Staff #1]
called the House Manager and [Staff #2]
talked with [client B] in her room." Staff
#2 reported to the internal investigator
that [client B] stated "In the middle of the
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night [client A] knocked on her door,
entered her room, approached her bed,
pulled out his 'private' and asked her if
she wanted him to stick it in her. Client B
reported she told [client A] 'No, her sister
would not like that and her sister would
be mad if she had babies'. He tried to pull
my pants and pull-up down. He then got
on top of me and asked for a hug. [Client
B] told [client A] 'l don't want to get in
trouble.' Client B then said 'she did not
remember what happened after that'. She
(client B) said it happened after [staff #1]
had left. That she (client B) told staff #3
and staff #3 told her 'What do you want
me to do about it now go back to bed'."
The summary indicated [client A] was
asleep when [client B] reported to [staff
#1] and [staff #2]. When [staff #3]
arrived for work on 1/18/15 and was
informed of the 15 minute checks staff #3
stated 'Well nothing happened on my
shift'. On 1/19/15 the bedrooms were
reassigned so [client A's] room would no
longer be next to [client B's] room. As
they were moving [client A's] mattress
[client A] asked 'Is this because of [client
B]'?" The summary indicated as the
internal investigation continued it was
determined that a possible crime had
been committed and the [name of police
department] were contacted. Two officers
reported immediately, and four other
officers arrived as back-up once the
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officers were made aware client A could
become aggressive. A detective from the
Sex Crimes Unit also was present. To
assist [client B] it was determined by the
HM to have [staff #2] sit in with client B
when she was interviewed by the police
and detective. The investigation and
interview with client A indicated the
following: "What I did was disgusting.
[Staff #3] was watching TV. | was
excited and confused that day. [Client
B's] door was closed. She was asleep. I
tried to touch her 'genitals'. [Client A]
stated, I touched her buttocks after he
pulled down her pants and "pamper.' He
said he took out his penis and 'tried to put
it in her butt.' She told him 'To stop.' He
said He left her room and returned to his
room and [staff #3] came to his room and
asked him why he was in [client B's]
room. He said this was the first time he
tried this with [client B]. Said he tried to
do it with [client G] she yelled and
cussed at him and told him she would
call the police if he did not leave her
alone. He said after he tried it with his
roommate [client C] everyone had to
change bedrooms. Said he had not tried it
with [clients F, H, D, or E]." The internal
investigation indicated the Sex Crimes
Detective had informed the HM that
[client A] had reported that "he had been
bothering [client B] for awhile." He
reported [client B] stated that "[client A]
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had been harassing her for a month
'trying to get into her pants.' "The
Detective demanded that [client A] be
removed from the home that evening."
The internal investigator interviewed the
Detective and reportedly the detective
stated "the facility would be taking a
'significant risk allowing him (client A)
to be near her (client B)'." The detective
reportedly stated "He and the prosecutor
believe a 'sexual assault' occurred, but
because law enforcement was not called
for 96 hours of the incident and the
alleged perpetrator (sic) intellectual
disability they were not going to pursue
charges. He (detective) had advised APS
(adult protective services) of the
incident." The investigation did not
include a follow-up interview with staff
#2 to determine what client B had
reported to the police officers and the sex
crimes detective. "This information was
reported to the Area Director and the
Regional Director on 1/23/15 by the
facility's internal investigator."

Observations were conducted at the
group home where clients A and B lived
on 1/28/15 from 5:39 P.M. through 6:35
P.M. Client A and client B were both in
the home. Their bedrooms were located
on opposite ends of the home. Client A
did have 1:1 supervision.
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Client B was interviewed on 1/28/15 at
5:40 P.M. When asked how she was
sleeping, she stated "[Client A] comes
into my room and tries to have sex with
me. It was in my old room. I told him I
didn't want to, no, he never hurt me." As
we talked in her room she stated "I hear
[client A]." Client A was in the laundry
room with his 1:1 staff doing his laundry.
Client B was asked if she was ok or
scared, she stated "No I'm not scared."
On 1/28/15 at 6:05 P.M. at dinner clients
A and B were seated at opposite ends of
the table. They were facing each other,
although it was a long table. Client A was
observed looking at client B; she noticed
this and turned her head to the side and
downwards.

An interview was conducted with the
QIDP on 1/28/15 at 1:35 P.M. The QIDP
stated, "I was not aware of client A's
history of attempted rape of an eight year
old child. I must have missed seeing that
in his history." When asked why public
masturbation and sexual comments were
also added to the 1/23/15 BSP for client
A, the QIDP stated, "I thought I saw it
somewhere that they needed to be
addressed, I will have to look that up."
When asked why the incident on 1/16/15
was not documented on a behavior
report, the QIDP did not respond. The
QIDP stated, "The 15 minute checks
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were originally put in place for [client A]
and [client C] because [client A] had
reported to his behavior counselor that
[client C] had tried to hump on him." The
QIDP was asked if client A was already
on 15 minute checks and line of sight
supervision prior to the incident on
1/16/15 wouldn't staff have known he left
his room; the QIDP indicated yes.

An interview was conducted with the HM
on 1/28/15 at 1:35 P.M. The HM stated,
"I just wonder where all this is coming
from, but we do not get notes from the
therapist. At one psychiatric appointment
the psychiatrist did ask [client A] 'How
are you doing about your thoughts about
women,' but I had no indication of
anything like this." The HM was asked if
client A was already on 15 minute checks
and line of sight supervision prior to the
incident on 1/16/15 wouldn't staff have
known he left his room; ten HM stated, "I
thought she would. We do it as discreetly
as we can. At night we ask everyone to
leave their doors open a little bit, and the
clients were all ok with that. I don't think
she (staff #3) was in a place where she
could watch their doors." The HM
indicated staff #3 was still on suspension.

Confidential interviews (CI) were
conducted during this survey:
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CI #8 "All the guys in the house
masturbate with their doors open. They
are asked to leave their doors open so
checks can be done on them. No one is to
say anything about doing that in the
bathroom or closing the door for privacy.
I was shocked at first, but was told it was
a natural thing and not to do anything
about it, just act like you don't see it.
However, since this all happened staff are
now to prompt them to close their door or
use the bathroom for privacy. No it was
to never be documented anywhere, even

n

now.

CI #9 "I believe an assault occurred and
they didn't handle it right and still are not
handling it right. He should not be in the
house."

CI#10 " Yes, I believe it happened.
[Client B] would not make up a story like
that, and he (client A) always tells on him
self when he does something wrong."

Interviews were conducted with the Area
Director (AD) and the House Manager
(HM) on 1/28/15 at 1:35 P.M. The HM
and AD indicated client A was still living
in the same home, but their bedrooms
were now on opposite sides of the home.
They stated, "No, [client B] had not been
assessed by the nurse after the incident or
taken to a medical facility for an
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assessment, or had any professional
counseling services provided for her."
This federal tag relates to complaint
#IN00163646.
9-3-2(a)
W000214 | 483.440(c)(3)(iii)
INDIVIDUAL PROGRAM PLAN
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The comprehensive functional assessment
must identify the client's specific
developmental and behavioral management
needs.
Based on record review and interview for W000214 | The Program Director will be 03/11/2015
1 of 4 sampled clients (client A), the retr'amed on Indiana MENTOR's
- . . . policy and procedures for
facility failed to ensure client A's admitting a new client into
behavioral needs and history were services and also The Bureau of
accurately assessed in order to develop Developmental Disabilities
and implement preventative measures. Serw.c.es procedure fgr )
transitioning a new client into
services. The Program Director
Findings include: reviewed all available historical
documentation for each client to
Facility records were reviewed on ie}:;:?r;i\:ir:: \?vgﬁlzir:j:gaar;:eady
1/27/15 at 1:45 P.M. including the BDDS included in the Individualized
reports and the Daily Support Records Support Plans, High Risk Plans,
(DSR). The records indicated the and Behavior Support Plans. Any
following: information that was obtained and
not already included was/will be
added in. The Program Director
-A BDDS report dated 1/17/15 at 9:00 updated client A’s Individualized
P.M. indicated "[Client B] reported to Support Plan, High Risk Plan,
staff (#1) that [client A] came into her and Behavior Support Plan to
. . . . reflect the historical information
room and tried to (sic) out his private that was identified in the internal
parts in her. [Chent B] told him 'No my investigation. Ongoing‘ the
sister will not like that." Plan to resolve: Program Director/QIDP will
"Staff are to document 15 minute checks review all historical information
on both individuals and doors should 22::::::ii:?oagzsz?;etr:: tﬂzw
remain opened for each bedroom. Home other residents in the Group
Manager to counsel [client A] that the Home are not put at any health
actions that he chooses to attempt will and safety risks. The Program
. . .. . Director/QIDP will ensure that all
earn him a trip to jail. Program Director information provided is including
will investigate the incident promptly." in the Individualized Support Plan,
including but not limited to, the
-A BDDS report dated 1/22/15 at 4:30 High Risk (RMAP) Plan, -
P.M. indicated "Previous incident protocols, and the Behavior
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reported allegations made by [client B] Support Plan. The Program
that house mate [client A] attempted to .Dlrector'wnl ensure that any
. information that becomes
have sexual contact with her and she available will also be made
refused him. During the agencies (sic) available to the entire
internal investigation it was determined Interdisciplinary Team. For the
that the incident may fall within the first 90 days, the Home Manager
. . will review all documentation,
requirements of the Elder Justice Act and including but not limited to DSRs
a police report was filed on 1/21/15. The and Behavior Data Tracking
police immediately reported to the home Sheets, every two days (every
in response to the report filed. After other bgsmess day) to ensure
ki th the cli h i that no incidents go unreported
speaking with the clients, the police and uninvestigated. After the
stated they could not take [c]ient A] into initial 90 days and ongoing’ the
their custody due to his intellectual Home Manager will review all
disability, but insisted that we move him documentation, including but not
her | ion. Th lati limited to DSRs and Behavior
to an(.)t .er ocatlon.. e regu :.atlons not Data Tracking Sheets, once a
permitting a relocation was (sic) not week to ensure that no incidents
explained to the police at the time of the go unreported and
incident and [client A] was moved uninvestigated. For the first 90
‘oht t ther h to satisfv th days, the Program Director will
overnight to another home to sa IS. ythe review all documentation,
request.” Plan to resolve: "Area Director including but not limited to DSRs
reached out to responding police and Behavior Data Tracking
detective to explain placement of services tShh?ets,.oqc(:je at week to ensrttJrz
. . . at no incidents go unreporte
and [client 'A] plac.ement (sic) back in the and uninvestigated. After the
home. Regional Director reached Adult initial 90 days and ongoing, the
Protective Services Investigator to follow Program Director will review all
up as well with return phone call documentation, including but not
awaiting. [Client A] will go back to hi limited to DSRs and Behavior
W' tng. ¢ ; Wil go back fo his Data Tracking Sheets, once every
residence. The clients' bedrooms have other week, to ensure that no
been relocated to opposite sides of the incidents go unreported and
home. Staff will continue to complete 15 ;nlnveztlgatgd. ITesch:nsmle
. .. arty: Area Director, Program
mmu-te checks. Interdisciplinary .(IDT) Director, and Home Manager
meetings (phone) were held to discuss
incident with both consumers teams.
[Client B] does not present to show any
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: WWHL11 Facility ID: 000946 If continuation sheet Page 71 of 88




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

PRINTED: 03/09/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G432

A. BUILDING 00

B. WING

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
02/09/2015

STREET ADDRESS, CITY, STATE, ZIP CODE
3606 HIGHWOODS DR N
INDIANAPOLIS, IN 46222

(X4) ID
PREFIX
TAG

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

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

(X5)
COMPLETION
DATE

adverse effects from the incident. Staff
will continue to closely monitor her and
provide any internal or external
emotional supports if needed. She will
continue to receive positive
reinforcement for reporting any incidents
where she may feel uncomfortable."

-A BPR dated 11/23/14 indicated
"[Client A] was in his room sitting on the
floor with a blanket draped over him on
his roommates side of the bed. Staff was
doing checks before end of shift. Staff
noticed this and asked [client A] to please
return to his bed to sleep. [Client A] said
'no that he didn't want to sleep in his
bed...."

- BPR dated 11/24/14 indicated "[Client
A]...told staff that when he slept on his
bed, he feels hot on his thigh...."

-BPR dated 10/3/14 indicated "...[Client
A] comments to staff that he wants to f---
him. [Client A] told Home Manager that
[client C] tried to b--- f--- him and if he
told staff something would happen to

him...."

Client A's record was reviewed on
1/28/15 at 11:09 A.M. Client A's sexual
consent assessment dated 12/23/12
indicated "[Client A] is capable of giving
consent." His D & E (Diagnostic and
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Evaluation) dated 3/5/2011 indicated "He
often gets up in the middle of the night."
The D & E indicated "[Guardian]
reported that [client A] has serious
behavioral difficulties including
attempted rape with her eight year-old
granddaughter several months ago
(2010/2011). He (client A) reportedly
was found in bed with the granddaughter
claiming that she was his girlfriend. He is
not left alone with children. [Guardian]
reported sometime last year (2010) (client
A) was escorted by police to [hospital]
for emergency psychiatric care. [Client
A] reportedly grabbed his adoptive
mother, choking her around her throat,
swearing and cursing... he was unable to
be calmed down and police were called.
[Guardian] reported that [client A]
masturbates in front of others daily and
she needs to monitor him closely." Client
A's Behavioral Support Plan (BSP) dated
7/31/13 indicated he had the following
targeted behaviors: anger control,
physical aggression, resistance, depressed
mood/negative self-talk and elopement.
Client A's record indicated he had been
on a supervision level of 1:1 (one client
supervised by one staff) since 10/2014
with an assigned staff to keep him in line
of sight during all waking hours, except
when he was in the bathroom or his
bedroom. A supervision protocol dated
1/23/15 indicated "[client A] will receive
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1:1 supervision during all waking hours
not to include hours he spends at day
placement. Waking hours will be defined
as the time he awakens in the morning to
begin his day until he retires for the
evening. Staff providing the 1:1
supervision and the other staff must agree
[client A] is asleep before 1:1 supervision
is finished for that day. 1:1 supervision
will be defined as staff being in eyesight
of [client A]. The only exception to this
may be when [client A] is in the
bathroom or his bedroom at which time
staff will have the door in line of sight...If
[client A] wakes in the middle of the
night and comes out of her (sic) room
overnight staff will monitor [client A]
until she (sic) returns to her (sic)
room...." This protocol was signed and
dated by the Area Director 1/23/14 (sic).
A BSP dated 1/23/15 for client A
indicated he had the following targeted
behaviors listed at the beginning of the
BSP," temper outbursts, elopement,
depressive symptoms, negative self-talk,
refusal/resistance.”" On the final page of
the BSP "inappropriate sexual behavior"
was listed and addressed as follows "If
[client A] is displaying personal
inappropriate sexual behaviors i.e...
Masturbating in a public area, discussing
sexual topics, aggressing sexually
towards peers or staff immediately
intervene and explain why this is
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inappropriate and that he is to cease the
activity. Use a flat unemotional tone. If
[client A] is touching someone else in a
sexual manner, immediately approach
him and tell him to stop. Use an
unemotional tone. If he does not stop
immediately, separate [client A] from his
victim." Per the Qualified Intellectual
Disabilities Professional (QIDP) on
1/28/15 at 1:35 P.M. the 1/23/15 BSP
was currently being reviewed for
approval by client A's guardian.

The facility's Summary of Internal
Investigation Report dated 1/27/15 was
reviewed on 1/27/15 at 4:28 P.M. The
summary indicated "On 1/18/15 at 9:00
P.M. [client B] reported to [staff #1] and
[staff #2] [client A] pulled out his
'private’ and asked her if she wanted him
to stick it in her." Per staff #2 "[client B]
said this in the living room in front of
four other clients." Staff asked "[client B]
to talk with them in her room. [Staff #1]
called the House Manager and [Staff #2]
talked with [client B] in her room." Staff
#2 reported to the internal investigator
that [client B] stated "In the middle of the
night [client A] knocked on her door,
entered her room, approached her bed,
pulled out his 'private' and asked her if
she wanted him to stick it in her. Client B
reported she told [client A] 'No, her sister
would not like that and her sister would
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be mad if she had babies'. He tried to pull
my pants and pull-up down. He then got
on top of me and asked for a hug. [Client
B] told [client A] 'l don't want to get in
trouble.' Client B then said 'she did not
remember what happened after that'. She
(client B) said it happened after [staff #1]
had left. That she (client B) told staff #3
and staff #3 told her 'What do you want
me to do about it now go back to bed'."
The summary indicated [client A] was
asleep when [client B] reported to [staff
#1] and [staff #2]. When [staff #3]
arrived for work on 1/18/15 and was
informed of the 15 minute checks staff #3
stated 'Well nothing happened on my
shift'. On 1/19/15 the bedrooms were
reassigned so [client A's] room would no
longer be next to [client B's] room. As
they were moving [client A's] mattress
[client A] asked 'Is this because of [client
B]'?" The summary indicated as the
internal investigation continued it was
determined that a possible crime had
been committed and the [name of police
department] were contacted. Two officers
reported immediately, and four other
officers arrived as back-up once the
officers were made aware client A could
become aggressive. A detective from the
Sex Crimes Unit also was present. To
assist [client B] it was determined by the
HM to have [staff #2] sit in with client B
when she was interviewed by the police
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and detective. The investigation and
interview with client A indicated the
following: "What I did was disgusting.
[Staff #3] was watching TV. | was
excited and confused that day. [Client
B's] door was closed. She was asleep. I
tried to touch her 'genitals'. [Client A]
stated, I touched her buttocks after he
pulled down her pants and "pamper.' He
said he took out his penis and 'tried to put
it in her butt.' She told him 'To stop.' He
said He left her room and returned to his
room and [staff #3] came to his room and
asked him why he was in [client B's]
room. He said this was the first time he
tried this with [client B]. Said he tried to
do it with [client G] she yelled and
cussed at him and told him she would
call the police if he did not leave her
alone. He said after he tried it with his
roommate [client C] everyone had to
change bedrooms. Said he had not tried it
with [clients F, H, D, or E]." The internal
investigation indicated the Sex Crimes
Detective had informed the HM that
[client A] had reported that "he had been
bothering [client B] for awhile." He
reported [client B] stated that "[client A]
had been harassing her for a month
'trying to get into her pants.' "The
Detective demanded that [client A] be
removed from the home that evening."
The internal investigator interviewed the
Detective and reportedly the detective
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stated "the facility would be taking a
'significant risk allowing him (client A)
to be near her (client B)'." The detective
reportedly stated "He and the prosecutor
believe a 'sexual assault' occurred, but
because law enforcement was not called
for 96 hours of the incident and the
alleged perpetrator (sic) intellectual
disability they were not going to pursue
charges. He (detective) had advised APS
(adult protective services) of the
incident." The investigation did not
include a follow-up interview with staff
#2 to determine what client B had
reported to the police officers and the sex
crimes detective. "This information was
reported to the Area Director and the
Regional Director on 1/23/15 by the
facility's internal investigator."

Staff #2 was interviewed on 1/28/15 at
6:10 P.M. and stated "I was one of the
two staff [client B] told on the evening of
the 18th, since the staff on the 16th didn't
help her. I also sat in with her during the
interview with two police officers and
then again when the detective
interviewed her. Staff #2 stated "[client
B] was consistent with her reports to staff
initially, and with the officers, with the
added fact of him (client A) wearing only
his boxers. She did say when [client B]
was interviewed by the two officers she
told them [client A] did put his private
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part into her. The officers asked her
where and [client B] pointed down to her
private area. Then she (client B) said |
don't remember and shut down. She
pretty much shut down when the
detective talked with her too, but did say
he had entered her room and tried to have
sex with her."

An interview was conducted with the
QIDP on 1/28/15 at 1:35 P.M. The QIDP
stated, "I was not aware of client A's
history of attempted rape of an eight year
old child. I must have missed seeing that
in his history." When asked why public
masturbation and sexual comments were
also added to the 1/23/15 BSP for client
A, the QIDP stated, "I thought I saw it
somewhere that they needed to be
addressed, I will have to look that up."
When asked why the incident on 1/16/15
was not documented on a behavior
report, the QIDP did not respond. The
QIDP stated, "The 15 minute checks
were originally put in place for [client A]
and [client C] because [client A] had
reported to his behavior counselor that
[client C] had tried to hump on him." The
QIDP was asked if client A was already
on 15 minute checks and line of sight
supervision prior to the incident on
1/16/15 wouldn't staff have known he left
his room, the QIDP indicated yes. The
QIDP indicated client A had not been
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reassessed regarding his behavioral
management needs.

An interview was conducted with the HM
on 1/28/15 at 1:35 P.M. The HM stated,
"I just wonder where all this is coming
from, but we do not get notes from the
therapist. At one psychiatric appointment
the psychiatrist did ask [client A] 'How
are you doing about your thoughts about
women,' but I had no indication of
anything like this." The HM was asked if
client A was already on 15 minute checks
and line of sight supervision prior to the
incident on 1/16/15 wouldn't staff have
known he left his room, the HM stated, "1
thought she would. We do it as discreetly
as we can. At night we ask everyone to
leave their doors open a little bit, and the
clients were all ok with that. I don't think
she (staff #3) was in a place where she
could watch their doors." The HM
indicated she was not aware of client A's
behavioral history.

This federal tag relates to complaint
#IN00163646.

9-3-4(a)
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WO000331 | 483.460(c)
NURSING SERVICES
The facility must provide clients with nursing
services in accordance with their needs.
Based on record review and interview, W000331 | The Home Manager and Program 03/11/2015
the facility nursing staff failed for 1 of 4 Dlrect.or will be retralneq on
led ol B d f ensuring that the nurse is notified
sampled clients (B) to provide any after of all incidents so that the proper
care including medical medical care/follow up can be
assessment/evaluation and counseling completed in a timely matter. The
after client B made an allegation of nurse W,'" be retra'nmtlad thgt once a
1 It by client A notification of an incident is
sexual assault by client A. received, a client will checked by
a medical professional within no
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Findings include: more than 24 hours for the
individual’s health and safety. The
. . Program Nurse will be retrained
Facility records were reviewed on on following up and ensuring that
1/27/15 at 1:45 P.M. including the BDDS any recommendations made by
reports and the Daily Support Records the medical professional, as a
(DSR). The records indicated the result of being checked from an
followine: incident, are completed in a
ollowing: timely manner. Ongoing, the Area
Director will complete random
-A BDDS report dated 1/17/15 at 9:00 quarterly audits to ensure that all
P.M. indicated "[Client B] reported to appointments are followed up on
. . appropriately and in a timely
staff (#1) that [client A] came into her manner. Responsible Party:
room and tried to (sic) out his private Program Nurse, Area Director,
parts in her. [Client B] told him '"No my Program Director, and Home
sister will not like that." Plan to resolve: Manager
"Staff are to document 15 minute checks
on both individuals and doors should
remain opened for each bedroom. Home
Manager to counsel [client A] that the
actions that he chooses to attempt will
earn him a trip to jail. Program Director
will investigate the incident promptly."
-A BDDS report dated 1/22/15 at 4:30
P.M. indicated "Previous incident
reported allegations made by [client B]
that house mate [client A] attempted to
have sexual contact with her and she
refused him. During the agencies (sic)
internal investigation it was determined
that the incident may fall within the
requirements of the Elder Justice Act and
a police report was filed on 1/21/15. The
police immediately reported to the home
in response to the report filed. After
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speaking with the clients, the police
stated they could not take [client A] into
their custody due to his intellectual
disability, but insisted that we move him
to another location. The regulations not
permitting a relocation was (sic) not
explained to the police at the time of the
incident and [client A] was moved
overnight to another home to satisfy the
request." Plan to resolve: "Area Director
reached out to responding police
detective to explain placement of services
and [client A] placement (sic) back in the
home. Regional Director reached Adult
Protective Services Investigator to follow
up as well with return phone call
awaiting. [Client A] will go back to his
residence. The clients' bedrooms have
been relocated to opposite sides of the
home. Staff will continue to complete 15
minute checks. Interdisciplinary (IDT)
meetings (phone) were held to discuss
incident with both consumers teams.
[Client B] does not present to show any
adverse effects from the incident. Staff
will continue to closely monitor her and
provide any internal or external
emotional supports if needed. She will
continue to receive positive
reinforcement for reporting any incidents
where she may feel uncomfortable."

The facility's Summary of Internal
Investigation Report dated 1/27/15 was
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reviewed on 1/27/15 at 4:28 P.M. The
summary indicated "On 1/18/15 at 9:00
P.M. [client B] reported to [staff #1] and
[staff #2] [client A] pulled out his
'private' and asked her if she wanted him
to stick it in her." Per staff #2 "[client B]
said this in the living room in front of
four other clients." Staff asked "[client B]
to talk with them in her room. [Staff #1]
called the House Manager and [Staff #2]
talked with [client B] in her room." Staff
#2 reported to the internal investigator
that [client B] stated "In the middle of the
night [client A] knocked on her door,
entered her room, approached her bed,
pulled out his 'private’ and asked her if
she wanted him to stick it in her. Client B
reported she told [client A] 'No, her sister
would not like that and her sister would
be mad if she had babies'. He tried to pull
my pants and pull-up down. He then got
on top of me and asked for a hug. [Client
B] told [client A] 'l don't want to get in
trouble.' Client B then said 'she did not
remember what happened after that'. She
(client B) said it happened after [staff #1]
had left. That she (client B) told staff #3
and staff #3 told her 'What do you want
me to do about it now go back to bed'."
The summary indicated [client A] was
asleep when [client B] reported to [staff
#1] and [staff #2]. When [staff #3]
arrived for work on 1/18/15 and was
informed of the 15 minute checks staff #3
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stated "'Well nothing happened on my
shift'. On 1/19/15 the bedrooms were
reassigned so [client A's] room would no
longer be next to [client B's] room. As
they were moving [client A's] mattress
[client A] asked 'Is this because of [client
B]'?" The summary indicated as the
internal investigation continued it was
determined that a possible crime had
been committed and the [name of police
department] were contacted. Two officers
reported immediately, and four other
officers arrived as back-up once the
officers were made aware client A could
become aggressive. A detective from the
Sex Crimes Unit also was present. To
assist [client B] it was determined by the
HM to have [staff #2] sit in with client B
when she was interviewed by the police
and detective. The investigation and
interview with client A indicated the
following: "What I did was disgusting.
[Staff #3] was watching TV. [ was
excited and confused that day. [Client
B's] door was closed. She was asleep. 1
tried to touch her 'genitals'. [Client A]
stated, I touched her buttocks after he
pulled down her pants and "pamper.' He
said he took out his penis and 'tried to put
it in her butt.' She told him 'To stop.' He
said He left her room and returned to his
room and [staff #3] came to his room and
asked him why he was in [client B's]
room. He said this was the first time he
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tried this with [client B]. Said he tried to
do it with [client G] she yelled and
cussed at him and told him she would
call the police if he did not leave her
alone. He said after he tried it with his
roommate [client C] everyone had to
change bedrooms. Said he had not tried it
with [clients F, H, D, or E]." The internal
investigation indicated the Sex Crimes
Detective had informed the HM that
[client A] had reported that "he had been
bothering [client B] for awhile." He
reported [client B] stated that "[client A]
had been harassing her for a month
'trying to get into her pants.' "The
Detective demanded that [client A] be
removed from the home that evening."
The internal investigator interviewed the
Detective and reportedly the detective
stated "the facility would be taking a
'significant risk allowing him (client A)
to be near her (client B)'." The detective
reportedly stated "He and the prosecutor
believe a 'sexual assault' occurred, but
because law enforcement was not called
for 96 hours of the incident and the
alleged perpetrator (sic) intellectual
disability they were not going to pursue
charges. He (detective) had advised APS
(adult protective services) of the
incident." The investigation did not
include a follow-up interview with staff
#2 to determine what client B had
reported to the police officers and the sex
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crimes detective. "This information was
reported to the Area Director and the
Regional Director on 1/23/15 by the
facility's internal investigator."

Staff #2 was interviewed on 1/28/15 at
6:10 P.M. and stated "I was one of the
two staff [client B] told on the evening of
the 18th, since the staff on the 16th didn't
help her. I also sat in with her during the
interview with two police officers and
then again when the detective
interviewed her." Staff #2 stated "[client
B] was consistent with her reports to staff
initially, and with the officers, with the
added fact of him (client A) wearing only
his boxers. She did say when [client B]
was interviewed by the two officers she
told them [client A] did put his private
part into her. The officers asked her
where and [client B] pointed down to her
private area. Then she (client B) said |
don't remember and shut down. She
pretty much shut down when the
detective talked with her too, but did say
he had entered her room and tried to have
sex with her."

An interview was conducted with the
Program Director (PD) on 1/28/15 at 1:35
P.M. The PD indicated client B had not
been assessed by a facility nurse or any
other medical personnel after the
allegation of sexual assault was made.
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The PD indicated they were looking in to
getting some counseling for client B.
This federal tag relates to complaint
#IN00163646.
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