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This visit was for a fundamental annual
recertification and state licensure survey.

Dates of Survey: 3/26/13, 3/27/13,
3/28/13, 4/1/13 and 4/2/13.

Facility Number: 001077
Provider Number: 15G563
AIMS Number: 100245490

Surveyor:
Keith Briner, Medical Surveyor 111

These deficiencies also reflect state
findings in accordance with 460 IAC 9.
Quality Review completed 4/9/13 by Ruth
Shackelford, Medical Surveyor III.
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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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WO000104 | 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on record review and interview for WO000104 | What corrective action(s) will be 04/19/2013
1 of 4 sampled clients (#3), the governing accomplished for these residents
. . . . . found to have been affected by
body failed to exercise operating direction . .
. . the deficient practice.
over the facility to ensure client #3's The agency reviewed Procedure
physical therapy recommendations were for Safe Lifts and Transfers and
followed. found it to remain within St.
Vincent New Hope safety
o . ) standards. As noted in the
Findings include: observation, this individual was
assessed by St. Vincent
The facility's BDDS (Bureau of Rehabilitation Services 9/19/2012
Developmental Disabilities Services) for appropnatg lft
. recommendations. Those
reports, OOPS (Occurrence Outside recommendations were reviewed
Practice Standards) forms and and indicated her to be able to
investigations were reviewed on 3/27/13 utilize a 2 person lift OR a stand
at 12:53 PM. The review indicated the pivot. The team identified the
followine: stand pivot transfer method to be
ollowing. the most appropriate lift and
transfer process for her given the
-OOPS report dated 3/26/13 indicated, safety risks for 2 person transfers
"[Client #3] was in the process of being and her inability to use a Hoyer
ferred £ heelchai h safely. Guardian was in
tran.s erred from w ee.c airto s owe.r agreement with stand pivot
chair by two staff... using the Hoyer lift method as it maintains strength
when [HM #1 (Home Manager)] entered for her. ISP and High Risk Plans
room. [Client #3] was stretched out due to were revised. All staff were
. . d slidi d the fl trained on stand pivot transfer
spasticity and sh 1ng.towar the tloor. and changes to High Risk Plan
[Staff #1] secured [client #3's] head and and ISP on 4/10/2013.
upper body while [staff #2] attempted to St. Vincent New Hope also
lift. During that time, the Hoyer sling reviewed its policy for prevention
thered bet her 1 dth dl of abuse and neglect with all
gathered be wegn cricgs and the cradie associates to ensure that physical
was pressed against her shoulder. [HM and medical care
#1] lifted [client #3] with assistance from recommendations are
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  XR2111 Facility ID: 001077 If continuation sheet Page 2 of 20
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[staff #2] and transferred her to the implemented as ordered to
shower chair while [staff #1] removed the prevent neglectful action.
. i . lai How will other residents be
sling. [Client #3] cried and complained of identified as having the potential
pain. [Staff #1] did a body check and to be affected by the same
reported to the [HM #1] the injuries." The deficient practice and what
3/26/13 OOP's report did not include the corrective action will be taken.
tent of client #3's iniuri All individuals in this facility were
extent ot clien S INJUTIES. reviewed to have appropriate PT
recommendations, accurate HRP
Client #3's record was reviewed on guidelines. Staff reviewed all
3/27/13 at 8:46 AM. Client #3's Medical :*'gth'Sk F;'T_?ts for ambulation,
: ransfer an
Appointment (MA) form dated 9/19/12 "
R . recommendations.
indicated, "[Client #3] evaluated for safe What measure will be put into
transfers. [Client #3] demonstrated place or what systemic changes
tendency to move into extension capacity will be made to ensure that the
of lift. [Client #3's] caregivers note man deficient practices does not recur
) ’ . g ) y St. Vincent New Hope will
instances of falls with Hoyer lift. maintain it's Procedure for Safe
Recommend two person transfer with Lifts and Transfers which
each individual on side of patient, identifies that all individuals with
interlocking grip under bilateral knees and ambulation concerns will be
. g8 . . assessed by Rehabitliation
with support under ancillary vs anterior Services (PT/OT). Those
/posterior caregiver positioning (should recommended ambulation,
achieve safer transfer for [client #3] and transfer or lift recommendations
. . . will be implemented in the
caregiver). Caregivers agree (sic
giver) g gree (sic) individual's ISP and reviewed at
comfortable/safe transfer method. Can use minimum every 6 months at ISP
pivot transfer for one on one transfer with review or as needed given a
good body mechanics." Client #3's Fall status change. All leadership and
Risk plan dated 1/28/13 indicated nursing staff were trained on
" P . . ’ Procedure for Safe Lifts and
[Client #3] is wheelchair bound and Transfers.
rely's (sic) on wheelchair to get around. All falls will continue to be
[Client #3] is a two person transfer only investigated when they occur to
and uses a shower chair to bathe." review any needed change to
High Risk Plan or procedures.
. ) How the corrective action will be
The facility's policy and procedures were monitored to ensure the deficient
reviewed on 4/1/13 at 3:30 PM. The practice will not recur; what
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undated facility policy entitled, quality assurance program will be
"Procedure for Safe Lifts and Transfers" put u7to place. )
di 4T ¢ P ¢ St. Vincent New Hope Quality
indicated, "1wo person transfers are no Assurance department tracks all
allowed to be substituted for mechanical incidents. All reportable incidents
lifts." are available and reviewed for
trends and positive or negative
. . change. Director reviews all
HM #1 was lnteI'VI?WG.d on 4/1./13 at investigations, including falls for
12:28 PM. HM #1 indicated client #3 appropriate change to plans as
should be transferred from her wheelchair needed.
using a two person or pivot transfer. HM
#1 indicated client #3 should not be
transferred using the Hoyer Lift. HM #1
indicated company policy prohibited the
use of two person transfers. HM #1, when
asked about the extent of client #3's
injuries following the 3/26/13 fall, stated,
"There was some redness to her thighs."
QMRP (Qualified Mental Retardation
Professional) #1 was interviewed on
4/1/13 at 12:35 PM. QMRP #1 indicated
company policy did not allow for the use
of two person transfers. QMRP #1
indicated client #3's 9/19/12
recommendations for transfers included
the use of two person transfers.
9-3-1(a)
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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 record review and interview for WO000149 What corrective action(s) will be 04/19/2013
1 of 4 sampled clients (#3), the facility accomplished for these residents
. . . . found to have been affected by
failed to implement its policy and . .
. the deficient practice.
procedures to prevent neglect of client #3 The agency reviewed Procedure
in regard to following physical therapy for Safe Lifts and Transfers and
recommendations for transfers for client found it to remain within St.
43 Vincent New Hope safety
’ standards. As noted in the
o . observation, this individual was
Findings include: assessed by St. Vincent
Rehabilitation Services 9/19/2012
The facility's BDDS (Bureau of for appropriate lift
) | Disabiliti . recommendations. Those
Developmental Disabilities Serv1.ces) recommendations were reviewed
reports, OOPS (Occurrence Outside and indicated her to be able to
Practice Standards) forms and utilize a 2 person lift OR a stand
investigations were reviewed on 3/27/13 pivot. The team identified the
12: h . indi dth stand pivot transfer method to be
at .5'3 PM. The review indicated the the most appropriate it and
following: transfer process for her given the
safety risks for 2 person transfers
-OOPS report dated 3/26/13 indicated, and her inability to use a Hoyer
"Client #3 i th £ bei safely. Guardian was in
[Client #3] was in the pro-cess ot being agreement with stand pivot
transferred from wheelchair to shower method as it maintains strength
chair by two staff... using the Hoyer lift for her. ISP and High Risk Plans
when [HM #1 (Home Manager)] entered were revised. All staff were
Client #3 tretched out due t trained on stand pivot transfer
room.. [ 1en _] Was stretehed out due to and changes to High Risk Plan
spasticity and sliding toward the floor. and ISP on 4/10/2013.
[Staff #1] secured [client #3's] head and St. Vincent New Hope also
upper body while [staff #2] attempted to reviewed its policy for prevention
lift. Durine that ti the H i of abuse and neglect with all
1t Durng that time, the Hoyer siing associates to ensure that physical
gathered between her legs and the cradle and medical care
was pressed against her shoulder. [HM recommendations are
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#1] lifted [client #3] with assistance from implemented as ordered to
[staff #2] and transferred her to the prevent neglethU|,aCt'°n'
hair whil fF 4] dth How wiill other residents be
shower chair while [sta ] removed the identified as having the potential
sling. [Client #3] cried and complained of to be affected by the same
pain. [Staff #1] did a body check and deficient practice and what
reported to the [HM #1] the injuries." The Z‘ﬁr " egf".’: a‘;t"?” t:’ll/ fe _tﬁ[ke”'
, . oo individuals in this facility were
3/26/13 OQP s repvor't c.hd'not indicate the reviewed to have appropriate PT
extent of client #3's injuries. recommendations, accurate HRP
guidelines. Staff reviewed all
Client #3's record was reviewed on :—hgh lesk ZlT'rfls for ambulation,
. . ransfer an
3/27/13 at 8:46 AM. Client #3's Medical "
. recommendations.
Appointment (MA) form dated 9/19/12 What measure will be put into
indicated, "[Client #3] evaluated for safe place or what systemic changes
transfers. [Client #3] demonstrated will be made to ensure that the
tendency to move into extension capacity deﬁC{ent practices does pot recur
] ) ’ . St. Vincent New Hope will
of lift. [Client #3's] caregivers note many maintain it's Procedure for Safe
instances of falls with Hoyer lift. Lifts and Transfers which
each individual on side of patient, ambulation concerns ywl.l be
. . . . assessed by Rehabitliation
interlocking grip under bilateral knees and Services (PT/OT). Those
with support under ancillary vs anterior recommended ambulation,
/posterior caregiver positioning (should transfer or lift recommendations
. . ill be implemented in the
achieve safer transfer for [client #3] and w
\_/ . [ ] ] individual’s ISP and reviewed at
caregiver). Caregivers agree (sic) minimum every 6 months at ISP
comfortable/safe transfer method. Can use review or as needed given a
pivot transfer for one on one transfer with status change. All leadership and
ood body mechanics." Client #3's Fall nursing staff were trained on
& . Y . Procedure for Safe Lifts and
Risk plan dated 1/28/13 indicated, Transfers.
"[Client #3] is wheelchair bound and All falls will continue to be
rely's (sic) on wheelchair to get around. investigated when they occur to
[Client #3] is a two person transfer only review any needed change to
. " High Risk Plan or procedures.
and uses a shower chair to bathe. How the corrective action will be
monitored to ensure the deficient
HM #1 was interviewed on 4/1/13 at practice will not recur; what
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: XR2111 Facility ID: 001077 If continuation sheet Page 6 of 20
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12:28 PM. HM #1 indicated client #3 quality assurance program will be
should be transferred from her wheelchair put i’7t° place. )
. . St. Vincent New Hope Quality
using a two person or pivot transfer. HM Assurance department tracks all
#1 indicated client #3 should not be incidents. All reportable incidents
transferred using the Hoyer Lift. HM #1, are available and reviewed for
when asked about the extent of client #3's gﬁ;‘:seangifg;ig;":e‘\)/irerxg:]ﬂve
injuries following the 3/26/13 fall, stated, invesgt;ig.ations, including falls for
"There was some redness to her thighs." appropriate change to plans as
needed.
QMRP (Qualified Mental Retardation
Professional) #1 was interviewed on
4/1/13 at 12:35 PM. QMRP #1 indicated
client #3's 9/19/12 recommendations were
for client #3 to be transferred with a two
person lift or a pivot transfer.
AS #1 (Administrative Staff) was
interviewed on 4/1/13 at 12:40 PM. AS
#1 indicated the facility's abuse and
neglect policy should be implemented.
The facility's policies and procedures
were reviewed on 4/2/13 at 2:36 PM. The
facility's policy entitled, "Suspected
Abuse" dated 12/2011 indicated, "Neglect
is the repeated failure of a caregiver to
provide supervision, training, appropriate
care and the basic necessities of life:
sleep, food, drink, shelter, clothing and
medical care or treatment."
9-3-2(a)
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WO000159 | 483.430(a)
QUALIFIED MENTAL RETARDATION
PROFESSIONAL
Each client's active treatment program must
be integrated, coordinated and monitored by
a qualified mental retardation professional.
Based on record review and interview for WO000159 | What corrective action(s) will be 04/19/2013
1 of 4 sampled clients (#3), the QMRP accomplished for these residents
(Qualified Mental Retardation found fo have beep affected by
. . . , the deficient practice.
Professional) failed to ensure client #3's The agency reviewed Procedure
physical therapy recommendations for for Safe Lifts and Transfers and
transfers were implemented. found it to remain within St.
Vincent New Hope safety
L . ) standards. As noted in the
Findings include: observation, this individual was
assessed by St. Vincent
The facility's BDDS (Bureau of Rehabilitation Services 9/19/2012
Developmental Disabilities Services) for appropriate lft
. recommendations. Those
reporFs, OOPS (Occurrence Outside recommendations were reviewed
Practice Standards) forms and and indicated her to be able to
investigations were reviewed on 3/27/13 utilize a 2 person lift OR a stand
at 12:53 PM. The review indicated the pivot. The team identified the
followine: stand pivot transfer method to be
ollowing: the most appropriate lift and
transfer process for her given the
-OOPS report dated 3/26/13 indicated, safety risks for 2 person transfers
"[Client #3] was in the process of being and her inability to use a Hoyer
ferred fi heelchai h safely. Guardian was in
tran's erred from w ee'c airto s owe.r agreement with stand pivot
chair by two staff... using the Hoyer lift method as it maintains strength
when [HM #1 (Home Manager)] entered for her. ISP and High Risk Plans
room. [Client #3] was stretched out due to were revised. All staff were
.. d slidi d the fl trained on stand pivot transfer
spasticity and sli 1ng.towar the floor. and changes to High Risk Plan
[Staff #1] secured [client #3's] head and and ISP on 4/10/2013.
upper body while [staff #2] attempted to St. Vincent New Hope also
lift. During that time, the Hoyer sling reviewed its policy for prevention
thered bet her 1 dth dl of abuse and neglect with all
gathered be Weep crlegs an ¢ cradle associates to ensure that physical
was pressed against her shoulder. [HM and medical care
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: XR2111 Facility ID: 001077 If continuation sheet Page 9 of 20
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#1] lifted [client #3] with assistance from recommendations are
[staff #2] and transferred her to the g::\izwte:;zcljeitsfjr:strizcrj\ to
sh.ower C}tlall‘ while .[staff #1] remoYed the How will other residents be
sling. [Client #3] cried and complained of identified as having the potential
pain. [Staff #1] did a body check and to be affected by the same
reported to the [HM #1] the injuries." The deﬂc:et/?t pr ac;{:ce a?ldbw,:ali
, . oo corrective action will be taken.
3/26/13 OOP's report did not indicate the All individuals in this facility were
. e
extent of client #3's injuries. reviewed to have appropriate PT
recommendations, accurate HRP
Client #3's record was reviewed on gHL'“ielgnelf.P lStafffrevneV\t/)ecIi ":‘_”
. . sk Plans for ambulation,
3/27/13 at 8:46 AM. Client #3's Medical igh sk e et
) transfer and lift
AppOlntment (MA) fOIm dated 9/1 9/12 recommendations.
indicated, "[Client #3] evaluated for safe What measure will be put into
transfers. [Client #3] demonstrated place or what systemic changes
tendency to move into extension capacity gggﬁ;g;ﬁ;ﬁ%gg%eesﬂ:;tttfeiur
of lift. [Client #3's] caregivers note many St. Vincent New Hope will
instances of falls with Hoyer lift. maintain it's Procedure for Safe
Recommend two person transfer with Lifts and Transfers which
cach individual on side of patient identifies that all individuals with
) . ) ) p ’ ambulation concerns will be
interlocking grip under bilateral knees and assessed by Rehabitliation
with support under ancillary vs anterior Services (PT/OT). Those
/posterior caregiver positioning (should recommended ambulation,
achieve safer transfer for [client #3] and tr:.ansfe!' or lif recommendatlons
. . ] will be implemented in the
caregiver). Caregivers agree (sic) individual’s ISP and reviewed at
comfortable/safe transfer method. Can use minimum every 6 months at ISP
pivot transfer for one on one transfer with review or as needed given a
good body mechanics." Client #3's Fall status change. All leadership and
] o nursing staff were trained on
Risk plan dated 1/28/13 indicated, Procedure for Safe Lifts and
"[Client #3] is wheelchair bound and Transfers.
rely's (sic) on wheelchair to get around. All falls will continue to be
[Client #3] is a two person transfer only Irr;\(/?:\f\llg:r:idn\(’av::;dttﬁir?gcgticr) to
and uses a shower chair to bathe." High Risk Plan or procedures.
How the corrective action will be
HM #1 was interviewed on 4/1/13 at monitored to ensure the deficient
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: XR2111 Facility ID: 001077 If continuation sheet Page 10 of 20
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12:28 PM. HM #1 indicated client #3 practice will not recur; what
should be transferred from her wheelchair qual,ty assurance program will be
. . for. HM put into place.
usn.1g 2.1 two per'son or pivot transter. St. Vincent New Hope Quality
#1 indicated client #3 should not be Assurance department tracks all
transferred using the Hoyer Lift. HM #1 incidents. All reportable incidents
indicated company policy prohibited the are available and reviewed for
£t ; fers. HM #1. wh trends and positive or negative
use ot two person {rans ers.' » when change. Director reviews all
asked about the extent of client #3's investigations, including falls for
injuries following the 3/26/13 fall, stated, appropriate change to plans as
"There was some redness to her thighs." needed.
QMRP #1 was interviewed on 4/1/13 at
12:35 PM. QMRP #1 indicated client #3's
9/19/12 recommendations were for client
#3 to be transferred with a two person lift
or a pivot transfer.
9-3-3(a)
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W000189 | 483.430(e)(1)
STAFF TRAINING PROGRAM
The facility must provide each employee
with initial and continuing training that
enables the employee to perform his or her
duties effectively, efficiently, and
competently.
Based on record review and interview for WO000189 What corrective action(s) will be 04/19/2013
1 of 4 sampled clients (#3), the facility accomplished for these residents
failed to ensure facility staff were trained found t(.) ﬁave beep affected by
. . the deficient practice.
to implement client #3's recommended The agency reviewed Procedure
two person transfer. for Safe Lifts and Transfers and
found it to remain within St.
ST . . Vincent New Hope safety
Findings include:
& standards. As noted in the
observation, this individual was
The facility's BDDS (Bureau of assessed by St. Vincent
Developmental Disabilities Services) Rehabilitation Services 9/19/2012
reports, OOPS (Occurrence Outside for appropnatg lft
. recommendations. Those
Practice Standards) forms and recommendations were reviewed
investigations were reviewed on 3/27/13 and indicated her to be able to
at 12:53 PM. The review indicated the utilize a 2 person lift OR a stand
following: pivot. The team identified the
stand pivot transfer method to be
o the most appropriate lift and
-OOPS report dated 3/26/13 indicated, transfer process for her given the
"[Client #3] was in the process of being safety risks for 2 person transfers
transferred from wheelchair to shower an:] lherclanablljl.ty to use a Hoyer
. . . safely. Guardian was in
chair by two staff... using the Hoyer lift agreement with stand pivot
when [HM #1 (Home Manager)] entered method as it maintains strength
room. [Client #3] was stretched out due to for her. ISP and High Risk Plans
spasticity and sliding toward the floor. \t/ve.re ;ev'se?' '3” §ta:ftweref
. , rained on stand pivot transfer
[Staff #1] seculted [client #3's] head and and changes to High Risk Plan
upper body while [staff #2] attempted to and ISP on 4/10/2013.
lift. During that time, the Hoyer sling St. Vincent New Hope also
gathered between her legs and the cradle reviewed its policy for prevention
d inst her should HM of abuse and neglect with all
was pressed against her shoulder. [ associates to ensure that physical
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: XR2111 Facility ID: 001077 If continuation sheet Page 12 of 20
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#1] lifted [client #3] with assistance from and medical care
[staff #2] and transferred her to the recommendatlons are
. . implemented as ordered to
shower chair while [staff #1] removed the prevent neglectful action.
sling. [Client #3] cried and complained of How will other residents be
pain. [Staff #1] did a body check and identified as having the potential
reported to the [HM #1] the injuries." The Z’ ?e'afl;ectedt'by thedsa;net
, . oo eficient practice and wha
3/26/13 OOP's report did not indicate the corrective action will be taken.
. e
extent of client #3's injuries. All individuals in this facility were
reviewed to have appropriate PT
Client #3's record was reviewed on reclzgn:.mendasttlofr;s, af:cure(ljte |'|'| RP
. . elines. Staff reviewed a
3/27/13 at 8:46 AM. Client #3's Medical guide viewed a
) High Risk Plans for ambulation,
Appointment (MA) form dated 9/19/12 transfer and lift
indicated, "[Client #3] evaluated for safe recommendations.
transfers. [Client #3] demonstrated What measure will be put into
tendency to move into extension capacit place or what systemic changes
] y ) : pacity will be made to ensure that the
of lift. [Client #3] caregivers note many deficient practices does not recur
instances of falls with Hoyer lift. St. Vincent New Hope will
Recommend two person transfer with maintain it's Procedure for Safe
each individual on side of patient Lifts and Transfers which
. . . . p ’ identifies that all individuals with
interlocking grip under bilateral knees and ambulation concerns will be
with support under ancillary vs anterior assessed by Rehabitliation
/posterior caregiver positioning (should Services (PT/OT). Those
achieve safer transfer for [client #3] and recommend.ed ambulation, .
. . ] transfer or lift recommendations
caregiver). Caregivers agree (sic) will be implemented in the
comfortable/safe transfer method. Can use individual's ISP and reviewed at
pivot transfer for one on one transfer with minimum every 6 months at ISP
good body mechanics." Client #3's Fall review or as needed given a
. . status change. All leadership and
Risk plan dated 1/28/13 indicated, nursing staff were trained on
"[Client #3] is wheelchair bound and Procedure for Safe Lifts and
rely's (sic) on wheelchair to get around. Transfers. _
[Client #3] is a two person transfer only .A" fall§ will continue to be
. " investigated when they occur to
and uses a shower chair to bathe. review any needed change to
High Risk Plan or procedures.
HM #1 was interviewed on 4/1/13 at How the corrective action will be
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12:28 PM. HM #1 indicated client #3 monitored to ensure the deficient
should be transferred from her wheelchair pr: ac{:ce will not recur; what )
. . fer. HM quality assurance program will be
usn.1g 2.1 two per'son or pivot transter. put into place.
#1 indicated client #3 should not be St. Vincent New Hope Quality
transferred using the Hoyer Lift. HM #1 Assurance department tracks all
indicated facility staff had not been incidents. All reportable incidents
trained to impl - ¢ & are available and reviewed for
rained to implement two person transfers. frends and positive or negative
HM #1, when asked about the extent of change. Director reviews all
client #3's injuries following the 3/26/13 investigations, including falls for
fall, stated, "There was some redness to appropriate change to plans as
. " needed.
her thighs.
QMRP (Qualified Mental Retardation
Professional) #1 was interviewed on
4/1/13 at 12:35 PM. QMRP #1 indicated
facility staff were not trained regarding
how to implement two person transfers.
RN #1 (Registered Nurse) was
interviewed on 4/1/13 at 12:45 PM. RN
#1 indicated she had not trained facility
staff regarding two person transfers.
9-3-3(a)
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W000250 | 483.440(d)(2)
PROGRAM IMPLEMENTATION
The facility must develop an active treatment
schedule that outlines the current active
treatment program and that is readily
available for review by relevant staff.
Based on record review and interview for W000250 | What corrective action(s) will be 04/19/2013
4 of 4 sampled clients (#1, #2, #3 and #4), accomplished for these residents
. . . . found to have been affected by
the facility failed to provide an active - . ;
the deficient practice. How wiill
treatment schedule for staff to follow. other residents be identified as
having the potential to be affected
Findings include: by the same deficient practice
and what corrective action will be
. , . taken.
1. Client #1's record was reviewed on Active treatment schedules were
4/1/13 at 10:12 AM. Client #1's record developed and implemented for
did not include an active treatment all individuals in the facility. All
schedule that outlined her 2/20/13 ISP staff were trained on the active
Individual S Pl . treatment schedule purpose,
(Individual Suppo an) programming location and recommendations.
goals. What measure will be put into
place or what systemic changes
2. Client #2's record was reviewed on :j"”’/r .b_e made tto e”sc;” e that the
3/28/13 at 11:17 AM. Client #2's record qotoron braclichs does ot recur
did not include an active treatment remain in the active chart and be
schedule that outlined his 2/20/13 ISP reviewed by the QMRP and Team
programming goals. Leader annually or upon change
in program needs or status.
. . How the corrective action will be
3. Client #3's record was reviewed on monitored to ensure the deficient
3/27/13 at 8:46 AM. Client #3's record practice will not recur; what
did not include an active treatment quality assurance program will be
schedule that outlined her 2/24/13 ISP put into place. )
K ISP and charts are audited at
programming goals. minimum annually. Each site
chart is also monitored monthly
4. Client #4's record was reviewed on by the QMRP as well as any
3/27/13 at 11:26 AM. Client #4's record random audit that may occur
. . . within the QMRP site visit.
did not include an active treatment
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schedule that outlined her 1/3/13 ISP
programming goals.

HM #1 was interviewed on 4/1/13 at
12:28 PM. HM #1 indicated clients #1,
#2, #3 and #4 did not have active
treatment schedules.

QMRP (Qualified Mental Retardation
Professional) #1 was interviewed on
4/1/13 at 12:35 PM. QMRP #1 indicated
clients #1, #2, #3 and #4 did not have
active treatment schedules. QMRP #1
indicated clients should have active
treatment schedules available for staff to
review.
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W000368 | 483.460(k)(1)
DRUG ADMINISTRATION
The system for drug administration must
assure that all drugs are administered in
compliance with the physician's orders.
Based on record review and interview for WO000368 What corrective action(s) will be 04/19/2013
1 of 4 sampled clients (#3) plus one accomplished for these residents
additional client (#5), the facility failed to found to have been affected by
. . T the deficient practice.
ensure the clients' routine medications The facility Team Leader, QVRP
were administered as ordered. and nurse consultant were aware
of this issue at the time of
Findings include: occurrences and took corrective
action which has resulted in no
further errors since the 12/28/12
The facility's BDDS (Bureau of occurrence. The 9/12 incident
Developmental Disabilities Services) was the first occurrence and staff
reports, OOPS (Occurrence Outside were retrained to ],(OHOW the
. procedure to monitor the
Practice Standards) forms and medication supply. The 11/12
investigations were reviewed on 3/27/13 and 12/12 incidents occurred due
at 12:53 PM. The review indicated the to delivery issues between the
following;: contracted pharmacy and a
national package shipping
company, in addition to holiday
-BDDS report dated 7/18/12 indicated, "... pharmacy closures. After each
took [client #3] to another group home for incident the nurse consultant took
her monthly weight. Afterward they went action with the pharmacy and
. rectified the outstanding issues
to the store and gas station. [Staff #3] left after the 12/12 occurrence. The
prior to 5:00 PM medications and corrective action was as follows.
returned after 6:00 PM. [Staff #3] did not The nurse consultant established
pack 5:00 PM medications; as a result, Ccr’]nta‘:t with thgdnatlo_lp:l
[client #3] missed her Baclofen (cerebral Sh:;ng S:gz: dz;.n owes ends the
palsy). When [staff #3] returned to the supply 10 days earlier in order to
group home, [staff #3] called the nurse to cover any gap in delivery,
report and the nurse instructed her to hold including a holiday weekend. In
.. . . addition, the pharmacy also gives
the medications since [client #3] gets the nurse consultant a courtesy
Baclofen again at 8:00 PM." call when the item has been
shipped so the delivery can be
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-BDDS report dated 9/24/12 indicated, better tracked as arrived. The
"[Client #3] receives Xenazine (chorea) medication has peen in ample
i . . supply and no missed doses have
12.5 milligram twice per day. This occurred in the last 4 months.
medication is delivered routinely by St. Vincent New Hope maintains
[mail] from [pharmacy]. However, it did a medication administration policy
not arrive this morning. Staff attempted to Wh,'C,h indicates initial .and ongoing
1 Toh h K h training for any associate who will
call [pharmacy] over the wee. end but the be administering medication.
pharmacy was closed and [client #3] Upon error, each associate is
missed her PM dose on 9/23/12 and AM retrained by the nurse and a
dose on 9/24/12." progressive disciplinary process
’ is followed. This procedure was
o followed for both medication
-BDDS report dated 11/29/12 indicated, administration errors noted
"[Client #3] takes Xenazine 2.5 (7/18/12 and 12/9/12). It was
milligrams daily. [Client #3] ran out of Zttﬂ(ijl'y a pfr'\flormance |Zsue, antd
. . . ] . Vincent New Hope does no
her Xenazine and did not recellve her 8.90 indicate that this was due to a
PM dose on 11/23/12. Staff did not notify policy or procedural gap.
on call nurse nor did they notify on call Associate was terminated due to
team leader. On 11/26/12, associate [staff |na2|llltyt.to succgssfqll;t/ F')assst
. medications and maintain St.
#4] called n}lrse and stateq that [client Vincent New Hope confidence in
#3's] Xenazine had not arrived. [Staff #4] her abilities.
did not inform nurse that [client #3] was How will other residents be
out of the medications." The 11/29/12 identified as having the potential
.- . . to be affected by th
BDDS report indicated, "Xenazine arrived 0 06 afiected Dy the Same
] ) deficient practice and what
on 11/27/12 and [client #3] was given her corrective action will be taken.
8:00 PM Xenazine on 11/27/12." The facility also continues its
procedure of accounting for all
-BDDS report dated 12/9/12 indicated, med|cat|on§, etcto ensure a 7
\ day supply is present. This
On Saturday, 12/8/12, [staff #6] began accounting occurs weekly and
passing 5:00 PM medications. [Staff #5] any discrepancies are conveyed
administered [client #5's] Rivastigmine to the nurse consultant to rectify.
(dementia) 6 milligrams before [staff #5] The nurse consyltant continues to
] monitor the delivery and supply of
realized that another staff member had the medication delivered from the
already administered and initialed the national supplier.
MAR (Medication Administration What measure will be put into
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Record) for all 5:00 PM medications. place or what systemic changes
[Staff #5] immediately called the nurse on W’”,b e made tq ensure that the
1l and rted th dicati " deficient practices does not
call and reported the me 1c'a 19n error. recur? How the corrective action
The 12/9/12 BDDS report indicated, will be monitored to ensure the
"Staff were instructed to take [client #5's] deficient practice will not recur;
vitals every 2 hours and report what quality assurance program
.. will be put into place.
abnormalities to nurse. [HM #1 (Home The Team Leader and Nurse
Manager)] called group home and consultant oversee that the
immediately suspended [staff #5] until supply of medications is
committee meets and discussed follow up accou;ted forﬂ\./veekl);ﬁs the
measures on Monday 12/10/12. [Staff #6] procecuire outines.
; medication errors are reported
called [HM #1] approximately an hour and the reason for the error is
later and stated that [client #5] was very identified. Any further lack of
'shaky' and that staff had to follow him supply or failure to follow .
closely when he ambulated for fear that procedure will be addressed with
) the responsible parties. The
he would fall. Nurse instructed staff to medication administration policy
take [client #5] to the ER (Emergency and procedure will continue to be
Room). [Client #5] was checked out and followed with all associates.
o . .. Medication errors are also
released with instructions to administer .
. o . . tracked by Quality Assurance and
prescribed medications in the AM if he a monthly review of facility status
appeared normal." is reviewed by Director. The
status contains number of errors
-BDDS report dated 12/28/12 indicated as wel as |n<.:i|cated an increase
] ) or reduction in events. Increases
client #3 missed her 8:00 PM dose on in events will trigger continued
12/27/12 and 8:00 AM dose on 12/28/12 follow up with corrective actions
of Xenazine 12.5 milligrams. identified.
1. Client #3's record was reviewed on
3/27/13 at 8:46 AM. Client #3's
Physicians Order Form (POF) dated
2/21/13 indicated a prescription dated
4/6/12 for client #3 to receive Xenazine
tablet 12.5 milligrams crush one tablet
and give in applesauce by mouth twice
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daily for chorea movements. Client #3's
POF dated 2/21/13 indicated client #3 had
a physicians order to receive Baclofen 20
milligrams at 5:00 PM daily.

2. Client #5's POF dated 3/1/13 was
reviewed on 3/27/13 at 11:04 AM. Client
#5's POF dated 3/1/13 indicated client #5
had a physicians order to receive
Rivastigmine 6 milligrams at 5:00 PM.

AS #1 (Administrative Staff) was interviewed on
4/1/13 at 12:40 PM. AS #1 indicated medication
should be administered as ordered by the clients'
physician.

RN #1 (Registered Nurse) was interviewed on
4/1/13 at 12:45 PM. RN #1 indicated clients'
medications should be administered as ordered by
the clients' physician.
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