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WO000000
This visit was for an extended annual W000000
recertification and state licensure survey.
Dates of Survey: February 19, 20, 21, 25,
and March 11, 2013
Facility Number: 000878
Provider Number: 15G364
AIMS Number: 100249230
Surveyor:
Vickie Kolb, RN, BSN, Public Health
Nurse Surveyor III
These deficiencies also reflect state
findings in accordance with 460 IAC 9.
Quality Review completed 3/18/13 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.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:

XVHU11 Facility ID: 000878 If continuation sheet

Page 1 of 243




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

PRINTED: 04/04/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION
15G364

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

03/11/2013

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
10311 E JACKSON

OCCAZIO INC SELMA, IN 47383
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ROVIDERS PLAN OF CORRECTION (X3)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
W000104 | 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on observation, interview and WO000104 04/10/2013
record review for 4 of 4 sampled clients W 104 Governing Body
(#1, #2, #3 and #4) and 4 additional )
. . The governing body must
clients (#5, #6, #7 and #8), the governing exercise general policy, budget,
body failed to exercise general policy and and operating direction over the
operating direction over the facility: facility.
__To ensure the facility implemented its
policies and procedures to prevent
neglect/abuse/mistreatment of clients #1, 1.  What corrective action
#2, #3, #5, #6, #7, #8 in regard to client to will be accomplished?
client abuse due to client #4's behaviors. o taffing f
o . ne on one staffing for
_"l."o. ensure the facility implemented its Client #4 began on 2-25-13.
policies and procedures to ensure all
allegations of abuse/neglect/mistreatment Two on one staffing for
and injuries of unknown origin were Client #4 began the week of
rted i diatelv to the administrat 3-18-13 to help protect residents
reported immediately fo the admunistrator in the home. This staffing pattern
and thoroughly investigated, to ensure all will continue until Client #4 is no
allegations of abuse/neglect/mistreatment longer in the home.
were reported to BDDS (Bureau of Client #4 BSP has b
Developmental Disabilities Services) and updated lent as been
to APS (Adult Protective Services) per
state law and to ensure the results of all Occazio served notice to
investigations were reported to the terminate services for Client #4
administrator within 5 working days from on 3-22-13. Last day of services
. g day will be April 20th, 2013.
the date of the allegation and/or the
discovery of the injury of unknown source Client #4 has been taken to
in regards to clients #2, #4, #5, #6, #7 and Ball Memorial Hospital for
48 emergency psychiatric evaluation
) L three times since 2-22-13.
__To ensure the facility's RC/QMRP
(Residential Coordinator/Qualified Client #4 was seen by his
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Mental Retardation Professional) new psychiatrist on 3-15-13.
integrated, coordinated and monitored Several medication changes were
. , , . , , . , made at that time.
client #1's, #2's, #3's, #4's, #5's, #6's, #7's
and #8's treatment programs for clients Client #4 has a follow up
#1, #2, #3, #4, #5, #6, #7 and #8. psych appointment on 4-5-13.
To ensure adequate staffing numbers to . . "
- .. ) Staff will receive additional
provide supervision to prevent client to training regarding abuse, neglect
client abuse and to provide training per and exploitation; peer to peer
each client's identified needs for clients incidents; and injuries of unknown
H1,#2, #3, #4, #5, #6, #7 and #8. origin; alpng with the repo.rtlng
process into these allegations
o ) during their team meeting.
Findings include:
RC will ensure
1. The governing body failed to exercise investigations are completed and
. . . . reported to the administration
general policy and operating direction within 5 business days
over the facility to ensure the facility
implemented written policy and The Area Residential
procedures to prevent neglect of the Coordinator will ensure that the
lients in th h . dt Residential Coordinator is
c %en s in . e group home in regar. 0 monitoring treatment programs
client to client abuse. The governing body for all 8 clients in the home.
failed to put in place measures to prevent
potential harm/abuse for clients #1, #2, d S.Fel\s/lldentlal C(.)”ordlnator
. . and Site Manager will ensure
#3, #4, #5, #6, #7 and #8 clients living in there are adequate staffing
the group home. Please see W149. numbers in the home at all times
to prevent client to client abuse.
2. The governing body failed to exercise . i
. . . . Staff will be retrained on
general policy and operating direction Handle with Care and use of
over the facility to ensure the following: restraint for Client #4.
__immediately reporting to the
administrator injuries of unknown source c d'Th? Resfgr']ttlallvl i
for clients #4, #6, #7 and #3. oordinator and S1ie Vanager wi
. . ) receive additional training
__reporting client to client abuse to the regarding abuse, neglect and
administrator for clients #4, #5, #6, #7 exploitation; peer to peer
and #8. incidents; and injuries of unknown
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__reporting allegations of abuse/neglect origin; along with the reporting
to the Division of Disability, Aging and fhneds;n;ﬁzgg:gﬁg process into
Rehabilitative Services (DDARS)/BDDS '
(Bureau of Developmental Disabilities Regular monitoring,
Services) per 460 IAC 9-3-1 (b) (5) and to integration, and coordination of
Adult Protective Services (APS) per IC treatment programs will be
for cli 1 completed for Clients #1-#8 by
12-10-3 for client #5. Please see W153. the Residential Coordinator.
3. The governing body failed to exercise The RC will ensure that all
general policy and operating direction incidents of abuse and neglect
. .. are reported to BDDS and APS
over the facility to maintain a timely
reproducible system of investigations
and/or provide evidence of a thorough
investigation regarding allegations of
. . 2.  How will we identify other
abuse/neglect, client to client abuse . . .
e residents having the potential
and/or injuries of unknown source for to be affected by the same
clients #2, #4, #5, #6, #7, #8 and #9. deficient practice and what
Please see W154. corrective action will be taken?
. . . All residents have the
4. The gove?rnlng body fa?led tf) exsermse potential to be affected by the
general policy and operating direction same deficient practice.
over the facility to report the results of the
investigations to the administrator within o Staff ch|’|. recetl)ve addmc:natl
. raining regarding abuse, neglec
? Fla}'/s from the. da.te of dlscoYery of the and exploitation; peer to peer
injuries and/or incident for clients #2, #6, incidents; and injuries of unknown
#7, #8 and #9. Please see W156. origin; along with the reporting
process into these allegations
. . . during their team meeting.
5. The governing body failed to exercise g g
general policy and operating direction RC will ensure
over the facility to ensure the RC/QMRP investigations are completed and
(Residential Coordinator/Qualified re’?r?rteSdt:o the adgwlnlstratlon
. . within 5 business days.
Mental Retardation Professional) 4
integrated, coordinated and monitored The Area Residential
client #1's, #2's, #3's, #4's, #5's, #6's, #7's Coordinator will ensure that the
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/04/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G364

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

A. BUILDING
B. WING

03/11/2013

OCCAZIO INC

NAME OF PROVIDER OR SUPPLIER

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

10311 E JACKSON
SELMA, IN 47383

(X4) ID
PREFIX

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

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

(X5)
COMPLETION
DATE

WI159.

9-3-1(a)

and #8's treatment programs. Please see

6. The governing body failed to exercise
general policy and operating direction
over the facility to ensure adequate
staffing levels to prevent continued client
to client abuse for clients #1, #2, #3, #4,
#5, #6, #7 and #8. Please see W186.

Residential Coordinator is
monitoring treatment programs
for all 8 clients in the home.

Residential Coordinator
and Site Manager will ensure
there are adequate staffing
numbers in the home at all times
to prevent client to client abuse.

Staff will be retrained on
Handle with Care and use of
restraint for Client #4.

The Residential
Coordinator and Site Manager will
receive additional training
regarding abuse, neglect and
exploitation; peer to peer
incidents; and injuries of unknown
origin; along with the reporting
and investigation process into
these allegations.

Regular monitoring,
integration, and coordination of
treatment programs will be
completed for Clients #1-#8 by
the Residential Coordinator.

The RC will ensure that all
incidents of abuse and neglect
are reported to BDDS and APS
timely.

The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, ISP and behavior
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plan.

Additional staffing has
been provided for Client #4 to
help protect the rest of the clients
in the home from peer to peer
aggression.

In the event that an
individual’s needs become
greater than the current staffing
supports in the home, the IDT will
meet to reevaluate the staffing
pattern in the home and to
develop a plan to meet the
client’s increased needs.

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

Staff will receive additional
training regarding abuse, neglect
and exploitation; peer to peer
incidents; and injuries of unknown
origin; along with the reporting
process into these allegations
during their team meeting.

RC will ensure
investigations are completed and
reported to the administration
within 5 business days.

The Area Residential
Coordinator will ensure that the
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Residential Coordinator is
monitoring treatment programs
for all 8 clients in the home.

Residential Coordinator
and Site Manager will ensure
there are adequate staffing
numbers in the home at all times
to prevent client to client abuse.

Staff will be retrained on
Handle with Care and use of
restraint for Client #4.

The Residential
Coordinator and Site Manager will
receive additional training
regarding abuse, neglect and
exploitation; peer to peer
incidents; and injuries of unknown
origin; along with the reporting
and investigation process into
these allegations.

Regular monitoring,
integration, and coordination of
treatment programs will be
completed for Clients #1-#8 by
the Residential Coordinator.

The RC will ensure that all
incidents of abuse and neglect
are reported to BDDS and APS
timely.

The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, ISP and behavior
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plan.

Additional staffing has
been provided for Client #4 to
help protect the rest of the clients
in the home from peer to peer
aggression.

In the event that an
individual’s needs become
greater than the current staffing
supports in the home, the IDT will
meet to reevaluate the staffing
pattern in the home and to
develop a plan to meet the
client’s increased needs.

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

The Site Manager will
monitor on a daily basis when
they are in the home.

The RC will monitor on a
regular basis when they are in the
home.

The ARC will monitor as
they complete their audits.

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

April 10 th , 2013
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WO000120 | 483.410(d)(3)
SERVICES PROVIDED WITH OUTSIDE
SOURCES
The facility must assure that outside
services meet the needs of each client.
Based on observation, record review and WO000120 04/10/2013
interview for 3 of 4 sampled clients W 120 Services Provided with
attending outside services (#1, #2 and #3) Outside Sources
and 3 additional clients (#6, #7 and #8), The facility must assure that
the facility failed to ensure the DP (Day outside services meet the needs
Program) followed the clients' dining of each client.
plans and provided the clients with their
dining equipment. The facility failed to
ensure the DP staff followed client #2's 1.  What corrective action
Approach Plan in regards to self injurious will be accomplished?
behaviors and failed to provide client #4's RC wil bt al ol
ISP (Individual Support Plan) and BSP dini will ensure that all client
) ] , ining plans and adaptive
(Behavior Support Plan) to client #4's equipment are given to outside
teacher. agencies as they are needed.
Adaptive equipment will be
Findings include: provided by the group home.
RC will ensure the
1. Observations were conducted at client approach plan for client #2 will be
#4's school on 2/20/13 between 9:10 AM sent to his workshop and staff
and 9:45 AM. During this time client #4 training will occur at the Worl.(ShOp
in order to ensure the behavior
paced around the room and grabbed at plan is followed.
several of the other students. Client #4
targeted a student sitting alone at a Client #4’s behavior plan
. . and ISP will be provided to the
cubicle. The student was wearing head
. . school so they have a copy for
phones and trying to study. Client #4 their records.
touched and poked the student several
times. Client #4 then grabbed the Client #4 has been given
headphones from the targeted student's 30 day service notice and wil
. v ] remain 2 on 1 staffing while at the
head. Client #4's teacher instructed the group home and will not be
other school staff in the room to evacuate returning to the school during this
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  XVHU11 Facility ID: 000878 If continuation sheet Page 10 of 243
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the other students in the room to the 30 day period.
school gym until client #4 could calm
&y Client #3 will be provided
down. adaptive equipment for her meals
while at her workshop.
E-mails dated 2/20/13 sent from client
#4's teacher to this surveyor were h CI|en't fe z’;{'” t?e provided
) ) e appropriate dinning
reviewed on 2/21/13 at 9 PM. The e-mails equipment while he is at
indicated: workshop.
On 1/15/13 while at the school gym, the
school staff noted client #4 taking his b t,tAtF’prOpr',itg food to th
. . , substitutions will be sent to the
shirt off, g.rabblflg items off of the staffs day program in the event that one
desks, taking things that belonged to other of the client’s refuses to eat what
students, tapping other students, biting they have packed for lunch.
another student's hair, "moving very o
lose" to other students' f: taki The Residential
close™ 1o other students: 1aces, a. mng a Coordinator will ensure that the
book from another student, refusing to day program staff are trained to
give it up for about 10 minutes and hitting ensure that Client #7 assists with
another student on the forehead. The meal set up, Client's #6 and # 8
teach lled th h taff at assist with meal set up and
eacher calle e group ome sta . a feeding themselves, Client #2
1:35 PM to come get him due to his assists with meal set up, using
behaviors. utensils and has appropriate
supervision while eating, and
. . . Client #3 has appropriate
12/14/12 during phys1ca.1 education CIa.SS, supervision while eating,
the class went to the weight room. While prompting to take small bites, and
in the weight room client #4 picked up a assists with meal set up
weight and pushed it off the rack. Another .
. . RC will ensure workshop
student was standing near and told client o o
i staff is trained on all clients
#4 he wasn't supposed to do that. An aide dining plans and choking risk
asked client #4 to keep his hands off the plans.
weights. Client #4 pushed the student that s X ot wil
. . . roup home staff wi
asked him not to pus.h the weights. Aides ensure that food containers that
attempted to have client #4 return to class are sent with the lunches are
and client #4 tried to follow a student he properly labeled.
had hit the day before. Client #4's teacher
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  XVVHU11 Facility ID: 000878 If continuation sheet Page 11 of 243
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was called to assist in taking client #4 Clients #2, #3, #6, #7 and
back to the classroom. He refused to go #8 wil b.e assessed for thg need
. .. for clothing protectors while
and the assistant principal came to help. eating.
Client #4 refused to leave the weight
room until the other student left first.
. . 2.  How will we identify other
12/10/ 12.after lunch, client #4 tried to residents having the potential
grab a drink from another student. The to be affected by the same
school staff tried to redirect client #4 to deficient practice and what
another task when client #4 grabbed a corrective action will be taken?
plastic bag off the table and attempted to )
hi 1 the h h 4 All residents have the
it a student in the head. The student ran potential to be affected by the
away and was "very scared." When trying same deficient practice.
to get client #4 to apologize, client #4
"kept moving quickly at the student as to . RC will ensure that all client
intimidate him. Th h dining plans and adaptive
Intumidate him. The group home was equipment are given to outside
called and [client #4] was then sent agencies as they are needed.
home." Adaptive equipment will be
provided by the group home.
. . . .
Interview with client #4's teacher on The RC will ensure that the
2/20/13 at 9:10 AM at the school stated day program staff is properly
because of client #4's "constant behaviors trained to ensure that they follow
of bothering the other students" and his behavior plans, dining plans and
"di tion" to the cl th hool hired risk plans for the clients who
isruption" to .ecas's, e school hire attend day services.
another staff to give client #4 one to one
supervision while at the school. Client The RC will ensure that
#4's teacher asked, "Can you help us? We copies of behavior plans and the
don't k hat to d " Client ISP’s are distrubited to the day
ontknow W a. 0 do anymore. ] 1en- service providers in a timely
#4's teacher indicated the RC (Residential basis.
Coordinator) was going to send client #4's
ISP and BSP but the school had never _Appropriate food
ived th substitutions will be sent to the
receive em. day program in the event that one
of the client’s refuses to eat what
During interview with the RC and the PS they have packed for lunch.
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(Program Specialist) on 2/20/13 at 2:45 .
PM, the RC stated the school "did their Group home staff wil
) " Th .o he h ensure that food containers that
own plans." The RC indicated he had not are sent with the lunches are
shared client #4's ISP and BSP with the properly labeled.
school. The PS indicated client #4's ISP . _
and BSP should have been given to the The RC,: W,'”, momtor. the
hool needs of the individuals within the
SChooL. home and at their day service
provider. As their needs change,
2. Observations were conducted at the DP appropriate assessments will be
on 2/20/13 between 10:10 AM and 12:15 completed to determine if
PM additional adaptive equipment,
: programming or clothing
At 10:45 AM DP staff #2 unpacked client protectors are needed.
#7's lunch box and prepared client #7's
food, warming 2 small plastic containers _ The RC and Site Managers
£ food and placi h 6 feli will conduct random workshop
ol tood and p acmg them 1n front of client observations to ensure that the
#7 on the table. Client #7 sat down to eat day program staff is following
her food and ate only a few bites and got behavior plans, dining plans and
up from the table. Client #7 did not drink risk plans.
any of the water. DP Staff #2 stated client
#7 "never" eats all of her meal or drinks
her water while at the DP. When asked
what the DP staff were to do when clients )
did not eat their food, DP staff #2 3. . What measures will be .
o o put into place or what systemic
indicated the uneaten food and/or liquids changes will be made to
were left in the plastic containers and ensure that the deficient
replaced in the clients' lunch boxes and practice does not recur:
that way the group home staff knew how RC wil hat all dlient
much the clients did or did not eat. DP - Wil ensure that afl clien
o ) dining plans and adaptive
food to offer clients substitutions for agencies as they are needed.
foods not eaten. Adaptive equipment will be
provided by the group home.
At 11 AM DP staft #4 prepared client #6's The RC will ensure that the
food, warming the food up and placing it day program staff is properly
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in a divided plate. DP staff #4 then placed trained to ensure that they follow
an apron/clothing protector over client #6 behavior plans, dining plans and
. . risk plans for the clients who
and sat down with client #6. DP staff #4 attend day services.
fed client #6 his afternoon meal using a
plastic disposable spoon. DP staff #4 did ~ The RC will ensure that
not provide client #6 with adaptive dining copies of bghavpr plans and the
1 o . i ISP’s are distrubited to the day
utensils. DP staff #4 did not prompt client service providers in a timely
#6 to assist in feeding himself. While basis.
eating, client #6 would doze off, his eyes
closed and his head would drift to the b t,tAtF’prOpr',itg food to th
. . substitutions will be sent to the
side. DP staff #4 would wake client #6 day program in the event that one
and give him another bite of food or offer of the client’s refuses to eat what
him a drink. they have packed for lunch.
. Group home staff will
At 11:15 AM DP staff #3 prompted client ensure that food containers that
#2 to come to the table to eat his are sent with the lunches are
afternoon meal. DP staff #3 placed an properly labeled.
apron/clothing protector over client #2 ) )
dth d his food o th The RC will monitor the
and then prepare ) 15 100 > war.m.lng e needs of the individuals within the
food up, placing his food in a divided home and at their day service
plate and setting it on the table in front of provider. As their needs change,
client #2. The DP staff did not sit with appfolpz'a;et azsetssm_em_Sf will be
. . . . completed to determine i
client #-*2. and/or. prov1de.chent #2. direct additional adaptive equipment,
supervision while the client ate his meal. programming or clothing
Client #2 ate part of his meal using his protectors are needed.
hands to feed himself. During this The RC and Site M
. . o . e RC and Site Managers
observation client #2 bit his right wrist . ! g
) ] will conduct random workshop
SeVeral times. The DP Staff dld not observations to ensure that the
redirect client #2 each time client #2 bit day program staff is following
himself. behavior plans, dining plans and
risk plans.
At 11:20 AM DP staff #6 prepared client
#8's food and placed it in a divided dish.
DP staff #6 prompted client #8 to come to 4. How will the corrective
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the table to eat her afternoon meal. DP action be monitored to ensure
staff #8 placed an apron/clothing the dif'c'e"t practice will not
protector over client #8 and sat down reeurs
beside her to feed client #8 her afternoon The Site Manager will
meal. Client #8 ate only a few bites of her monitor on a regular basis when
meal. they are at the day program site.
The RC will monitor on a
At 11:45 AM DP staff #5 removed 4 regular basis when they are at the
small plastic containers from client #3's day program site.
lunch box, warmed 2 of the containers of _ _
food in the microwave and set all 4 The ARC W I monitor as
) . ] . they complete their audits.
containers in front of client #3 along with
a plastic juice box of water. DP staff #5
then got a plastic cup and poured client ) )
#3's water into the cup and set it in front tst.\e < V\s’:‘:t 'z :::; d;:es by_l‘;v:::h
. . ystemi n wi
of cllc?nt #3. Client #3 looked at the completed?
containers and asked DP staff #5, "What's
this?" DP staff stated, "I don't know, you April 10 th, 2013
taste it and let me know." Client #3 began
eating, taking large bites and talking
frequently with her mouth full. DP staff
#5 stated, "You shouldn't be talking, you
only have 30 minutes to eat." Client #3
was not provided a divided plate, adaptive
silverware and/or a cup with a straw for
her meal at the DP. The DP staff did not
sit with client #3 while she ate her meal
nor did the DP staff provide direct
supervision or prompt client #3 to take
small bites.
Client #2's record was reviewed on
2/21/13 at 11:30 AM. Client #2's dining
plan of 11/8/10 indicated client #2 was to
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have hand over hand assistance from staff
while eating. The plan indicated client #2
was able to feed himself with his utensils
once the staff helped him scoop up the
food. The plan indicated the staff were to
sit on client #2's right side when they
were assisting client #2 with his meals.
Client #2's IPOP (Individual Plan of
Protective Oversight) of 2/9/12 indicated
client #2 "will stand biting his arm" if his
environment got to loud or there were too
many people. "He needs supervision at all
times." Client #2's Approach Plan of
3/2/10 indicated client #2 chewed on his
wrist, hand and fingers. The plan
indicated staff were to approach client #2
calmly and ask client #2 to stop his
behavior while at the same time, the staff
were to touch client #2's arm. The plan
indicated staff were to continue until
client #2 stopped the behavior.

Client #3's record was reviewed on
2/21/13 at 2 PM. Client #3's 10/2007
dining plan indicated client #3 was to use
a divided plate and child size utensils for
all meals and a sippy cup for all fluids.

Client #6's record was reviewed on
2/21/13 at 3 PM. Client #6's dining plan
of 6/1/12 indicated client #6 was to use
built up utensils while eating and required
training in using the built up silverware.
Client #6's IPOP of 5/25/12 indicated
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client #6 "could benefit from a built up
spoon and fork" and "He [client #6] has
been working on feeding himself for years
but has trouble due to the CP (Cerebral
Palsy)." The IPOP indicated client #6
required hand over hand assistance to
feed himself.

Client #8's record was reviewed on
2/25/13 at 12:30 PM. Client #8's dining
plan of 11/8/10 indicated client #2 did not
use any adaptive dining equipment. The
plan indicated the staff were to sit on
client #8's right side and provide hand
over hand assistance to load her spoon
then client #8 would put the spoon in her
mouth.

Interview with DP staff #4 on 2/20/13 at
11:20 AM stated, "They (the group home
staff) sometimes send his [client #6's]
adaptive spoon for him to use, but not
always." The DP staff indicated because
all they had were the disposable plastic
spoons and client #6 could not use a
disposable plastic spoon so she had to
feed client #6. DP staff #4 indicated the
DP staff put clothing protectors/aprons on
clients #2, #3, #6, #7 and #8 to protect
their clothes from being stained while
they were at the day program.

Interview with DP staff #5 on 2/20/13 at
11:50 AM stated "it would be nice" if the
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group home staff labeled the containers
for clients #2's, #3's, #6's, #7's and #8's
lunch boxes so the staff would know what
was in them, "especially the clients that
have pureed and mechanical soft diets."
DP staff #5 stated, "We mostly just have
to guess since they (the containers of
food) are not labeled. A lot of times |
smell it and if it smells like meat or
something that needs to be warmed up, I
put it in the microwave." DP staff #5
indicated client #3 did not use any
adaptive dining equipment at the DP. The
DP staff indicated the DP staff did not sit
with client #3 while she ate her meals.

Interview with the RC (Residential
Coordinator) and the PS (Program
Specialist) on 2/20/13 at 2:45 PM
indicated clients' dining plans were to be
followed at the DP and all adaptive
equipment was to be provided to the DP.
The PS indicated she was not aware
clients were wearing aprons/clothing
protectors. The PS indicated client #2's
Approach Plan was to be followed at the
DP and the staff were to redirect client #2
when the client presented with self
injurious behaviors.

9-3-1(a)
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WO000122 | 483.420
CLIENT PROTECTIONS
The facility must ensure that specific client
protections requirements are met.
Based on observation, interview and W000122 04/10/2013
record review, the facility failed to meet W 122 Client Protections
the Condition of Participation: Client
. P . The facility must ensure that
Protections for 4 of 4 sampled clients (#1, specific client protections
#2, #3 and #4) and 4 additional clients requirements are met.
(#5, #6, #7 and #8). The facility failed to
implement its written policies and
procedures: 1. What corrective action
___To prevent client to client abuse in will be accomplished?
regards to client #4's behaviors toward
clients #1, #2, #3, #5, #6, #7 and #8 and o t;”E on one S;a;f's”%m
ien egan on 2-25-13.
to ensure the IDT (Interdisciplinary g
Team) assessed and/or reassessed client Two on one staffing for
#4's behavior needs. Client #4 began the week of
To ensure all allegations of ;3-18-13 to help .protecF residents
— . C in the home. This staffing pattern
neglect/abuse/mistreatment and injuries of . . - )
] ] will continue until Client #4 is no
unknown source were immediately longer in the home.
reported to the administrator and
thoroughly investigated with a Client #4 BSP has been
. . .. updated.
reproducible system of investigation and
the results of the investigation were Occazio served notice to
reported to the administrator within 5 terminate services for Client #4
business days from the date of the Or']||3b-22A:13'i ;gsr: d2a3/1§f services
allegation of neglect/abuse/mistreatment will be April 20th, ‘
and/or the discovery of the injury of Client #4 has been taken to
unknown origin for clients #2, #4, #5, #6, Ball Memorial Hospital for
#7, #8 and #9. emergency psychiatric evaluation
. three times since 2-22-13.
__To ensure all allegations of
neglect/abuse/mistreatment were reported Client #4 was seen by his
to BDDS (Bureau of Developmental new psychiatrist on 3-15-13.
Disabilities Services) and to APS (Adult Several medication changes were
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Protective Services) per state law for made at that time.
clients #2, #6, #7, #8 and #9.
. Client #4 has a follow up
__To ensure adequate numbers of staff in psych appointment on 4-5-13,
the group home to provide supervision to
prevent client to client abuse and provide Staff will receive additional
active training for 8 of 8 clients in the training re'gardmg abuse, neglect
h and exploitation; peer to peer
group home. incidents; and injuries of unknown
__To ensure the clients in the group home origin; along with the reporting
had access to the knives/sharps, process into these allegations
food/snacks and cleaning supplies. during their team meeting.
o ) RC will ensure
Findings include: investigations are completed and
reported to the administration
1. The facility failed to ensure client #1's, within 5 business days.
1 1 ' ' 1 1 1
#2 S, #.3 s, #4's, #5's, #6's, #7 s and #8's The Area Residential
rights in regards to the locking of the Coordinator will ensure that the
sharps, cleaning supplies, food and/or Residential Coordinator is
snacks and the facility's use of monitoring treatment programs
. for all 8 clients in the home.
door/window alarms. Please see W125.
Residential Coordinator
2. The facility failed to provide clients #1 and Site Manager will ensure
and #4 training in money management there are adequate staffing
Kills. Pl W126 numbers in the home at all times
SKills. Tlease see : to prevent client to client abuse.
3. The facility failed to implement written Staff will be retrained on
policies and procedures to prevent client Handle with Care and use of
. . . . restraint for Client #4.
to client abuse in regards to client #4's
behaviors toward clients #1, #2, #3, #5, The Residential
#6, #7 and #8 and to ensure the IDT Coordinator and Site Manager will
assessed and/or reassessed client #4's recel\(/f add;)tlonal trallnlntg 4
. regarding abuse, neglect an
behavior needs. Please see W149. garding ] » Neg
exploitation; peer to peer
incidents; and injuries of unknown
4. The facility failed to ensure client #4's, origin; along with the reporting
#6's, #7's and #8's injuries of unknown and investigation process into
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origin and allegations of client to client these allegations.
abuse were reported immediately to the .
.. . . Regular monitoring,
administrator. The facility failed to report integration, and coordination of
allegations of abuse/neglect to BDDS treatment programs will be
(Bureau of Developmental Disabilities completed for Clients #1-#8 by
Services) and to APS (Adult Protective the Residential Coordinator.
Services) for client #5. Please see W153. The RC will ensure that all
incidents of abuse and neglect
5. The facility failed to maintain a are reported to BDDS and APS
reproducible system and/or failed to timely.
Prowd.e eYldence of.a thorouglll All 8 residents will be
investigation regarding allegations of assessed to determine their
abuse/neglect, client to client abuse ability to have access to
and/or injuries of unknown source for kn|vel§/ shacr;ps a(?d cleaning il
. supplies. Guardian approval wi
clients #2, #4, #5, #6, #7, #8 and #9. be requested if resident is not
Please see W154. found to be able to safely handle
knives/sharps and cleaning
6. The facility failed to report the results supplies. If itis found that
fthe i tigati to the administrat knives/sharps and cleaning
0 ] ? investigations to the a ml.nls Tator supplies should be locked, those
within 5 days from the date of discovery residents that can safely use said
of the injuries and/or incident for clients items will be provided a key in
#2, #6, #7, #8 and #9. Please see W156. order to access them
independently.
7. The facility failed to provide adequate All food and snacks will be
staffing levels to ensure clients #1, #2, #3, available to all residents at all
#5, #6, #7 and #8 were not abused due to Itlmlfsd_ rtlo edltl:.)Ie items will be
. . ocked at any time.
client #4's behaviors. Please see W186. i
Clients #1 and #4 will be
9-3-2(a) placed on programming to
address their money
management skills.
2.  How will we identify other
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residents having the potential
to be affected by the same
deficient practice and what
corrective action will be taken?

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

Staff will receive additional
training regarding abuse, neglect
and exploitation; peer to peer
incidents; and injuries of unknown
origin; along with the reporting
process into these allegations
during their team meeting.

RC will ensure
investigations are completed and
reported to the administration
within 5 business days.

The Area Residential
Coordinator will ensure that the
Residential Coordinator is
monitoring treatment programs
for all 8 clients in the home.

Residential Coordinator
and Site Manager will ensure
there are adequate staffing
numbers in the home at all times
to prevent client to client abuse.

Staff will be retrained on
Handle with Care and use of
restraint for Client #4.

The Residential
Coordinator and Site Manager will
receive additional training
regarding abuse, neglect and
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exploitation; peer to peer
incidents; and injuries of unknown
origin; along with the reporting
and investigation process into
these allegations.

Regular monitoring,
integration, and coordination of
treatment programs will be
completed for Clients #1-#8 by
the Residential Coordinator.

The RC will ensure that all
incidents of abuse and neglect
are reported to BDDS and APS
timely.

The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, ISP and behavior
plan.

Additional staffing has
been provided for Client #4 to
help protect the rest of the clients
in the home from peer to peer
aggression.

In the event that an
individual’s needs become
greater than the current staffing
supports in the home, the IDT will
meet to reevaluate the staffing
pattern in the home and to
develop a plan to meet the
client’s increased needs.

All 8 residents will be
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assessed to determine their
ability to have access to
knives/sharps and cleaning
supplies. Guardian approval will
be requested if resident is not
found to be able to safely handle
knives/sharps and cleaning
supplies. Ifitis found that
knives/sharps and cleaning
supplies should be locked, those
residents that can safely use said
items will be provided a key in
order to access them
independently.

All food and snacks will be
available to all residents at all
times — no edible items will be
locked at any time.

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

Staff will receive additional
training regarding abuse, neglect
and exploitation; peer to peer
incidents; and injuries of unknown
origin; along with the reporting
process into these allegations
during their team meeting.

RC will ensure
investigations are completed and
reported to the administration
within 5 business days.

The Area Residential
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Coordinator will ensure that the
Residential Coordinator is
monitoring treatment programs
for all 8 clients in the home.

Residential Coordinator
and Site Manager will ensure
there are adequate staffing
numbers in the home at all times
to prevent client to client abuse.

Staff will be retrained on
Handle with Care and use of
restraint for Client #4.

The Residential
Coordinator and Site Manager will
receive additional training
regarding abuse, neglect and
exploitation; peer to peer
incidents; and injuries of unknown
origin; along with the reporting
and investigation process into
these allegations.

Regular monitoring,
integration, and coordination of
treatment programs will be
completed for Clients #1-#8 by
the Residential Coordinator.

The RC will ensure that all
incidents of abuse and neglect
are reported to BDDS and APS
timely.

The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
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programming, ISP and behavior
plan.

Additional staffing has
been provided for Client #4 to
help protect the rest of the clients
in the home from peer to peer
aggression.

In the event that an
individual’s needs become
greater than the current staffing
supports in the home, the IDT will
meet to reevaluate the staffing
pattern in the home and to
develop a plan to meet the
client’s increased needs.

All 8 residents will be
assessed to determine their
ability to have access to
knives/sharps and cleaning
supplies. Guardian approval will
be requested if resident is not
found to be able to safely handle
knives/sharps and cleaning
supplies. Ifitis found that
knives/sharps and cleaning
supplies should be locked, those
residents that can safely use said
items will be provided a key in
order to access them
independently.

All food and snacks will be
available to all residents at all
times — no edible items will be
locked at any time.

4. How will the corrective

FORM CMS-2567(02-99) Previous Versions Obsolete

EventID:  XVVHU11 Facility ID: Q00878 If continuation sheet

Page 26 of 243




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

PRINTED: 04/04/2013
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
A. BUILDING
15G364 L WING 03/11/2013
———————————————————————————————————————
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
10311 E JACKSON
OCCAZIO INC SELMA, IN 47383
(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
action be monitored to ensure
the deficient practice will not
recur?
The Site Manager will
monitor on a daily basis when
they are in the home.
The RC will monitor on a
regular basis when they are in the
home.
The ARC will monitor as
they complete their audits.
5. What is the date by which
the systemic changes will be
completed?
April 10 th , 2013
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WO000125 | 483.420(a)(3)
PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must allow
and encourage individual clients to exercise
their rights as clients of the facility, and as
citizens of the United States, including the
right to file complaints, and the right to due
process.
Based on observation, record review and WO000125 04/10/2013
interview for 4 of 4 sampled clients (#1, W 125 Protection of Client
#2, #3 and #4) and 4 additional clients Rights
(#5, #6, #7 and #8), the facility failed to The facility must ensure the rights
ensure client #1's, #2's, #3's, #4's, #5's, of all clients. Therefore, the
#6's, #7's and #8's rights in regards to facility must allow and encourage
locking the sharps, cleaning supplies individual clients to exercise their
food and/ k’ 1th d ’ rights as clients of the facility, and
00 a-n or snacks and the use of door as citizens of the United states,
and window alarms. including the right to file
complaints, and the right to due
Findings include: process.
Observations were conducted at the group
home on 2/19/13 between 3:45 PM and 1.  What corrective action
6:15 PM and on 2/20/13 between 5:35 will be accomplished?
AM and .8:05 AM. Durlng.both All 8 residents will be
observations, the sharp knives, snack assessed to determine their
foods (cookies, pretzels, chips, graham ability to have access to
crackers, cereal, cereal bars, etc.) and knives/sharps and cleaning
carbonated beverages were locked in a supplies. Gua)rd|ar.1 appr.oval wil
. ] be requested if resident is not
closet off of the kitchen by the rear exit found to be able to safely handle
door of the group home. The knives/sharps and cleaning
chemicals/cleaning supplies/laundry supplies. If it is found that
. . knives/sharps and cleaning
products were locked in a cupboard in the .
o supplies should be locked, those
laundry/medication room. The keys to the residents that can safely use said
locked items were hanging on a key ring items will be provided a key in
inside of the staff office, the office door order to access them
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was open. Clients #1, #2, #3, #4, #5, #6, independently.
#7 and #8 did not have access to the keys
. Y All food and snacks will be
to the locked items. Alarms were on the available to all residents at all
front and back doors of the group home as times — no edible items will be
well as on the window in client #4's and locked at any time.
#5's bedroom. When the doors were
. . The alarms on the doors
opened during b9th observations, no and windows have been
alarms were audible. determined that they not needed
at this time. They have been
The facility's reportable records from removed from the house.
2/1/12 through 2/19/13 Were reviewed on Staff training will occur so
2/19/13 at 2 PM and again on 2/25/13 at they are aware of any restrictions
11:30 AM. The BDDS (Bureau of regarding knives/sharps and
Developmental Disabilities Services) clegdmngt:; stut%plllets relevanttt.o each
. resident at their team meeting.
report of 7/19/12 indicated on 7/18/12 at 9
5 PM client #5 walked away from the Clients #1-#8’s IPOP
group home to a nearby convenience food assessments and behavior plans
store and returned carrying a fountain W'II(: b‘i trswewed and u;:]dated to
. . ey reflect the necessary changes
drink and a bag of c%nps. T.he famhty S regarding their needs for access
reportable records did not indicate any to knives/sharps, cleaning
incidents in regards to sharp objects, food, supplies, and use of chimes on
snacks, chemicals, cleaning supplies the doors.
and/or laundry prOflucts regul.rmg the Client #3's programming
need to lock these items within the group regarding access to
home for clients #1, #2, #3, #4, #5, #6, #7 sharps/knives and cleaning
and #8. supplies will be updated to reflect
her abilities in her new home.
Client #1's record was reviewed on Client's #1, #2, #4, #5, #6,
2/25/13 at 11:00 AM. Client #1's ISP #& and #8 will be placed on
(Individualized Support Plan) of 12/28/12 pm%rammmg,to ?dd‘iezs their
did not indicate a need for client #1 to be Pheeehzr:]eegar Ing locked items in
restricted from sharp objects, food,
snacks, chemicals, cleaning supplies HRC approval will be
and/or laundry products. Client #1's obtained for all clients regarding
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record did not indicate a need for alarms the restrictions in the home.
to be on the front and back doors. Client
#1's ISP indicated client #1 had a legal
guardian. Client #1's record did not 2.  How will we identify other
indicate client #1's guardian gave written residents having the potential
informed consent to lock the sharp to l?e.affected I.ay the same
objects, food, snacks, chemicals, cleaning def|C|er_1t pracflce a_nd what
. . corrective action will be taken?
supplies and/or laundry products. Client
#1's record did not indicate client #1's All residents have the
guardian gave written informed consent to potential to be affected by the
use alarms on the front and back doors of same deficient practice.
the group home. The RC will monitor the
residents programming and
Client #2's record was reviewed on behavior needs on a regular
2/21/13 at 11:30 AM. Client #2's ISP of basis. As their ”ee%s C[?f?‘”ge or
new concerns are identified,
2/14/12 and Approach Plan (BSP - changes will be reflected in their
Behavior Support Plan) of 3/2/10 did not programming’ assessments, ISP
indicate a need for client #2 to be and behavior plan.
restricted from sharp objects, food, ] ]
ks. chemicals. cleani i All 8 residents will be
Shacks, chemicals, © eanlng. Supplies assessed to determine their
and/or laundry products. Client #2's ability to have access to
record did not indicate a need for alarms knives/sharps and cleaning
to be on the front and back doors. Client Zupphes. tGga}frmar?dappt)r.ovaltwnl
. .. . .. e requested if resident is no
2's ISP indicated client #:2 s 51st§r served found to be able to safely handle
as client #2's legal guardian. Client #2's knives/sharps and cleaning
record did not indicate client #2's supplies. If it is found that
guardian gave written informed consent to knives/sharps and cleaning
lock the sh bicets. food K supplies should be locked, those
oc ) ¢ sharp o .]ec S OO. » Snacxs, residents that can safely use said
chemicals, cleaning supplies and/or items will be provided a key in
laundry products. Client #2's record did order to access them
not indicate client #2's guardian gave independently.
written informed consent to use alarms on All food and snacks will be
the front and back doors of the group available to all residents at all
home. times — no edible items will be
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  XVVHU11 Facility ID: 000878 If continuation sheet Page 30 of 243




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

PRINTED: 04/04/2013
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: . BUILDING 00 COMPLETED
15G364 BIWING 03/11/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
10311 E JACKSON
OCCAZIO INC SELMA, IN 47383
(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
locked at any time.
Client #3's record was reviewed on
lient #3's ISP of The alarms on the doors
2/21/13 at 2 PM. Client #3's 0 and windows have been
10/16/12 indicated "The sharps are locked determined that they not needed
in a lock box with a code and the hazmats at this time. They have been
were locked in the closets. In the past removed from the house.
[client #3] has not been responsible with Staff training will occur so
her key and she has given it to individuals they are aware of any restrictions
in the home that are not appropriate with regarding knives/sharps and
sharps. [Client #3] is now on a program clegnlng suppllles relevant to each
. resident at their team meeting.
so she may access the sharps with a
code." Client #3's BSP of 10/16/12 did HRC approval will be
not indicate a need for client #3 to be obtained for all clients regarding
restricted from sharp objects, food, the restrictions in the home.
snacks, chemicals, cleanlng. supph'es 3. What measures will be
and/or laundry products. Client #3's put into place or what systemic
record did not indicate a need for alarms changes will be made to
to be on the front and back doors. Client ensure that the deficient
#3's ISP indicated client #3 had a legal practice does not recur:
. . , .
gua.rdlan. Chent #3's recgrd did not . The RC will monitor the
indicate client #3's guardian gave written residents programming and
informed consent to lock the sharp behavior needs on a regular
objects, food, snacks, chemicals, cleaning basis. As their needs change or
i dor laund ducts. Client new concerns are identified,
Supplics an .or aur} ry pro u.c §. Lien changes will be reflected in their
#3's record did not indicate client #3's programming, assessments, ISP
guardian gave written informed consent to and behavior plan.
use alarms on the front and back doors of ) .
th h All 8 residents will be
¢ group home. assessed to determine their
ability to have access to
Client #4's record was reviewed on knives/sharps and cleaning
2/20/13 at 2 PM. Client #4's IPOP supplies. Guardian approval will
. . . . be requested if resident is not
(Ind1V1dualiPla'1n of Proftectwe Oversight) found to be able to safely handle
Of 9/24/12 lndlcated Cllent #4 "tendS to knives/sharps and C|eaning
overeat" and his parents locked the pantry supplies. If it is found that
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and refrigerator doors when the client was knives/sharps and cleaning
living at home. The BSP indicated client supplies should be locked, those
4 "will v if lled residents that can safely use said
#4 "will eat constantly if not controlled. items will be provided a key in
He (client #4) will eat whatever he can get order to access them
his hands on. He needs closely supervised independently.
and cannot be left attended but for short .
. £t " Cli , ¢ All food and snacks will be
periods of time." Client #4's ISP o available to all residents at all
12/4/12 and/or BSP of 12/24/12 did not times — no edible items will be
indicate the food or snacks were to be locked at any time.
locked within the group home. Client #4's
ddid indi d for cli The alarms on the doors
record di no.t Indicate a nee or- client and windows have been
#4 to be restricted from sharp objects, determined that they not needed
chemicals, cleaning supplies and/or at this time. They have been
laundry products. Client #4's record did removed from the house.
not indicate a need for alarms. to be on the Staff training will occur so
front and back doors and or his bedroom they are aware of any restrictions
window. Client #4's ISP indicated client regarding knives/sharps and
#4's parents served as his legal guardian. clegdnlng;] St”tiplfets relevanttt.o each
. . . . resident at their team meeting.
Client #4's record did not indicate client g
#4's parents gave the facility written HRC approval will be
informed consent to lock the sharp obtained for all clients regarding
objects, food, snacks, chemicals, cleaning the restrictions in the home.
supplies and/or laundry products. Client
#4's record did not indicate client #4's
parents gave written informed consent to 4.  How will the corrective
use alarms on the front and back doors of action be monitored to ensure
the home as well as client #4's bedroom the deficient practice will not
. recur?
window.
The Site Manager will
Client #5's record was reviewed on monitor on a daily basis when
2/21/13 at 3:30 PM. Client #5's BSP of they are in the home.
7/30/ 12' indicated ClleI'lt #5 had a behavior The RC will monitor on a
of stealing food or eating out of the trash regular basis when they are in the
can. When client #5 was caught stealing home.
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food or eating out of the trash can, the
staff were to redirect client #5 to his "free
foods" in the cabinet in the kitchen. Client
#5's ISP indicated client #5 "was not safe
using hazardous materials in the home."
The ISP indicated client #5 "has a history
of walking off." Client #5's record did not
indicate a need for client #5 to be
restricted from sharp objects. Client #5's
record did not indicate snacks, food and
cleaning supplies were to be locked to
prevent client #5 from access to these
items. Client #5's record did not indicate
the use of alarms on the front and back
doors of the group home as well as on
client #5's bedroom window. Client #5's
record indicated client #5 served as his
own representative. Client #5's record did
not indicate client #5 had given the
facility written informed consent to lock
the sharp objects, food, snacks, chemicals,
cleaning supplies and/or laundry products
from client #5. Client #5's record did not
indicate client #5 had given written
informed consent for the facility to place
alarms on the front and back doors of the
group home.

Client #6's record was reviewed on
2/21/13 at 3 PM. Client #6's ISP of
12/28/12 did not indicate a need for client
#6 to be restricted from sharp objects,
food, snacks, chemicals, cleaning supplies
and/or laundry products. Client #6's

The ARC will monitor as
they complete their audits.

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

April 10 th , 2013
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record did not indicate a need for alarms
to be on the front and back doors of the
group home. Client #6's ISP record
indicated client #6's mother served as
client #6's legal guardian. Client #6's
record did not indicate client #6's mother
gave the facility written informed consent
to lock the sharp objects, food, snacks,
chemicals, cleaning supplies and/or
laundry products. Client #6's record did
not indicate client #6's mother gave
written informed consent to use alarms on
the front and back doors of the group
home.

Client #7's record was reviewed on
2/25/13 at 12:45 PM. Client #7's ISP of
4/30/12 did not indicate a need for client
#7 to be restricted from sharp objects,
food, snacks, chemicals, cleaning supplies
and/or laundry products. Client #7's
record did not indicate a need for alarms
to be on the front and back doors. Client
#7's record indicated client #7 served as
her own representative. Client #7's record
did not indicate client #7 had given the
facility written informed consent to lock
the sharp objects, food, snacks, chemicals,
cleaning supplies and/or laundry products
from client #7. Client #7's record did not
indicate client #7 had given written
informed consent for the facility to place
alarms on the front and back doors of the
group home.
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Client #8's record was reviewed on
2/25/13 at 12:30 PM. Client #8's ISP of
2/14/12 and BSP of 8/11/09 did not
indicate a need for client #8 to be
restricted from sharp objects, food,
snacks, chemicals, cleaning supplies
and/or laundry products. Client #8's IPOP
of 2/9/12 indicated a behavior concern
"That she [client #8] did not wander away
from the group home" and needs to be
monitored at all times. The IPOP
indicated client #8 required a fenced in
yard, but could sit outside unsupervised.
Client #8's record did not indicate the use
of alarms on the front and back doors of
the group home. Client #8's record
indicated client #8 had a legal guardian.
Client #8's record did not indicate client
#8's legal guardian gave the facility
written informed consent to lock the sharp
objects, food, snacks, chemicals, cleaning
supplies and/or laundry products from
client #8. Client #8's record did not
indicate client #8's guardian had given
written informed consent for the facility
to place alarms on the front and back
doors of the group home.

The facility's Human Rights Committee
(HRC) notes for the previous 12 months
were reviewed on 2/25/13 at 12:15 PM.
__The HRC notes did not indicate the
approval to lock the sharps and hazardous
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materials from clients #5, #6 and #7.
__The HRC notes did not indicate the
approval to use door alarms on the front
and back doors for clients #1, #6 and #7.
__The HRC notes did not indicate the
approval to use window alarms on client
#4's window.

Interview with staff #2 on 2/19/13 at 5
PM stated she did not know why the
knives and cleaning supplies were locked,
"They just have always been locked up."
Staff #2 stated the snacks were locked
because "I think it's because of [client #4].
He grabs food and stuffs it in his mouth if
you don't watch him." When asked why
there were alarms on the doors and client
#4's and #5's windows, staff #2 stated,
"Oh, I don't know. We don't use them. I
think the night shift turns them on at night
in case anyone would get up and try to
leave the home." Staff #2 indicated no
clients in the group home had a key to the
locked items within the home and had to
ask staff for access whenever they wanted
any of the locked items.

Interview with staff #4 on 2/20/13 at 7:10
AM indicated the knives, food and snacks
were locked in the closet near the back
door of the home. Staff #4 indicated the
cleaning supplies were locked in a cabinet
in the medication/laundry room. Staff #4
indicated the clients had to ask staff to get
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those items for them if they wanted them.
Staff #4 indicated the door/window
alarms had not been used for a long time.
Staff #4 indicated the night shift did not
turn the alarms on the door at night as
indicated by staff #2. Staff #4 indicated
she did not know why the knives were
being locked nor did she know why the
alarms were on the doors/windows.

Interview with the RC (Residential
Coordinator) and the PS (Program
Specialist) on 2/20/13 at 2:45 PM
indicated the knives and the cleaning
supplies had been locked within the group
home for years. The RC stated the knives
were locked up because "We have clients
that cannot handle knives because of their
intellect." The RC stated clients #3 and #8
"for example." The RC stated the group
home was a "locked home because of the
hazmat items (cleaning supplies)." The
RC stated the cleaning supplies were
locked because the potential for the
clients with "lower intellect" to ingest
liquid chemicals was higher and it was
safer to keep them locked. The RC and
the PS indicated they were not aware the
staff were locking food and/or snacks.
The PS indicated client #4 was supposed
to have a "free basket" of food where he
could select free snacks when he wanted.
The RC indicated clients #4 and #5 had
behavior problems related to food. The
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RC indicated the alarms were to be on
24/7. When asked who was monitoring
the alarms to ensure they were on and
working, the RC indicated he did not
know. The RC indicated the alarms were
on the front and back doors and on client
#5's bedroom window because client #5
went AWOL in July of 2012. The PS
indicated the alarms were placed on the
front and back doors because client #8 has
a history of wandering away from the
group home. The PS stated "Not so much
in the winter as in the summer." When
asked if the locking of the items and the
alarms on the doors and windows were in
the clients' plans, the RC stated, "I think

n

SO.

Interview with the PS on 2/25/13 at 2 PM
indicated client #4's and #5's ISP and
BSPs did not include locking food or
snacks. The PS indicated client #5's ISP
and/or BSP did not include the use of
alarms on the doors and or windows in
regard to his AWOL The PS indicated
there were no written consents in place
for locking the sharps, cleaning supplies,
food and/or snacks and the use of door
and window alarms. The PS indicated
client #3's ISP refers to her previous
placement. The PS indicated client #3 did
not have a key or code to unlock the
sharps and/or the cleaning supplies.
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PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must allow
individual clients to manage their financial
affairs and teach them to do so to the extent
of their capabilities.
Based on interview and record review for W000126 04/10/2013
2 of 4 sampled clients (#1 and #4), the W 126 Protection of Clients
facility failed to provide the clients
o y . provid . The facility must ensure the rights
training in money management skills. of all clients. Therefore, the
facility must allow individual
Findings include: clients to manage their financial
affairs and teach them to do so to
. . the extent of their capabilities.
Client #1's record was reviewed on
2/25/13 at 11:00 AM. Client #1's undated
IPOP (Individual Plan of Protective
Oversight) assessment indicated client #1 1'_ What corre.ctlve action
" .. . will be accomplished?
has limited money management skills
and easily taken advantage of...". Client Formal programming has
#1's record indicated client #1 was not been put in place to address
independent in managing her finances. T_O”Ty;‘]a”agzr:em skills for
Client #1's ISP (Individual Support Plan) clents #1 and #4.
of 12/28/12 did not indicate an objective The RC will ensure that
in money management. money management
programming is in place for all
. . li ho h he i ifi
Client #4's record was reviewed on clients who have the identified
) need at all times.
2/20/13 at 2 PM. Client #4's 9/24/12
IPOP assessment indicated client #4
required "total assistance with money
" 2. How will we identify other
management" and was to work on . . .
K o . residents having the potential
budgeting. The report indicated client #4 to be affected by the same
had dlfﬁculty with judgment/vulnerability deficient practice and what
in regard to money. Client #4's ISP of corrective action will be taken?
12/4/12 did not indicate an objective in
All residents have the
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money management.

Interview with the PS (Program
Specialist) on 2/25/13 at 2 PM indicated
clients #1 and #4 were not independent in
managing their finances and required staff
assistance. The PS indicated clients #1
and #4 did not have a money management
goal.

9-3-2(a)

potential to be affected by the
same deficient practice.

The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, assessments, ISP
and behavior plan.

The RC will ensure that
money management
programming is in place for all
clients who have the identified
need at all times.

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

RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, assessments, ISP
and behavior plan.

The RC will ensure that
money management
programming is in place for all
clients who have the identified
need at all times.
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4. How will the corrective
action be monitored to ensure
the deficient practice will not
recur?
The Site Manager will
monitor on a daily basis when
they are in the home.
The RC will monitor on a
regular basis when they are in the
home.
The ARC will monitor as
they complete their audits.
5. What is the date by which
the systemic changes will be
completed?
April 10 th , 2013
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  XVVHU11 Facility ID: Q00878 If continuation sheet Page 42 of 243




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

PRINTED: 04/04/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

15G364

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

03/11/2013

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
10311 E JACKSON

OCCAZIO INC SELMA, IN 47383
(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
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 04/10/2013
interview for 4 of 4 sampled clients W 149 Staff Treatment of
(clients #1, #2, #3 and #4) and 4 Clients
additional clients (clients #5, #6, #7 and The facility must develop and
#8), the facility neglected to implement its implement written policies and
policy and procedures: procedures that prohibit
To prevent client to client abuse in mlstrgatment, neglect or abuse of
- . . . the client.
regards to client #4's behaviors toward
clients #1, #2, #3, #5, #6, #7, #8 and to
ensure the IDT (Interdisciplinary Team)
assessed and/or reassessed client #4's 1. What corrective action
. will be accomplished?
behavior needs.
__To ensure an adequate number of staff One on one staffing for
in the group home to prevent client to Client #4 began on 2-25-13.
client abuse in regards to client #4's
behaviors and to provide supervision and Two on one staffing for
o p P Client #4 began the week of
training. 3-18-13 to help protect residents
__To ensure all allegations of in the home. This staffing pattern
neglect/abuse/mistreatment and injuries of will continue until Client #4 is no
. . longer in the home.
unknown source were immediately
reported to the administrator and Client #4 BSP has been
thoroughly investigated with a updated.
reproducible system of investigation and
. s Occazio served notice to
the results of the investigation were . : .
o o terminate services for Client #4
reported to the administrator within 5 on 3-22-13. Last day of services
business days from the date of the will be April 20th, 2013.
allegation of neglect/abuse/mistreatment
. .. Client #4 has been taken to
th f th f
and/or the dl.sc'overy 0, © Ijury o Ball Memorial Hospital for
unknown origin for clients #2, #3, #4, #5, emergency psychiatric evaluation
#6, #7 and #8. three times since 2-22-13.
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__To ensure all allegations of
neglect/abuse/mistreatment were reported new p;léi?;tﬁitﬁis;?gm t3>y his
to BDDS (Bureau of Developmental Several medication changes were
Disabilities Services) and to APS (Adult made at that time.
Protective Services) per state law for
clients #2, #6, #7, #8 and #9. Client #4 has a follow up
U psych appointment on 4-5-13.
Findings include: Staff will receive additional
training regarding abuse, neglect
1. The facility's records were reviewed on gnc.idex;talmtatéo.n;. peer tof peir
) incidents; and injuries of unknown
2/19/13 at 2 PM and on 2/25/13 at 11:30 origin; along with the reporting
AM. process into these allegations
The BDDS report of 2/22/13 indicated on during their team meeting.
2/22/13 at 7:30 AM during the ,
. fih . 1. client #4 RC will ensure
preparation _0 the rr'10rn1.ng meal, C tent investigations are completed and
became "agitated with his peer [client #6] reported to the administration
for no apparent reason and began within 5 business days.
attacking the peer [client #6]." The report Residential Coordinat
o . . . esidential Coordinator
indicated ch'ent #4 scratched che.nt #6 in and Site Manager will ensure
the eye causing a small cut on client #6's there are adequate staffing
eyelid with "a lot of redness and numbers in the home at all times
swelling." The report indicated the staff to prevent client to client abuse.
separated cher%t #4 frorp client #6, but Staff will be retrained on
client #4 remained "agitated" and "kept Handle with Care and use of
going after [client #6]." Client #4 then restraint for Client #4.
slapped staff and pulled the glasses from The Residential
staff's face. Staff called the RC and was [he mesidentia .
) i Coordinator and Site Manager will
instructed to call the sheriff's department receive additional training
for assistance. The police arrived "but was regarding abuse, neglect and
(sic) not able to offer any real assistance gxp:j0|tattlon; ge.e.r to peefr )
with [client #4] other than to suggest to Incic e.n S; and Injuries ot un<nown
. ] origin; along with the reporting
transport him to [name of hospital] for an and investigation process into
evaluation." The report indicated staff these allegations.
took client #6 to an urgent care facility to
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be examined. "Urgent care determined The RC will ensure that all
[client #6] has a scratch on his cornea." incidents of abuse and neglect
. . are reported to BDDS and APS
The report indicated client #4 was taken timely.
to [name of hospital] for a psychiatric
evaluation. Occazio’s policy #2105
regarding abuse, neglect and
Lo " exploitation will be reviewed with
The BDDS report of 2/20/13 indicated "It all staff at their team meeting.
was reported by the State Surveyor that
there was an incident of peer to peer The importance of
aggression between [client #4] and [client documenting behawor concerns
451 both resid h £ and the appropriate place to
], both residents at the [name of group document such concerns will be
home] group home. The surveyor reported reviewed with staff their team
that she observed [client #4] to be meeting.
agitated and he grabbed a towel and
snapped it at [client #5]. She also reported
that [client #4] grabbed [client #5's] shirt. 2. How will we identify other
The staff redirected [client #4] out of the residents having the potential
kitchen area where the incident occurred. to be affected by the same
Staff remained with [client #4] in the def|C|er.1t pracflce a!‘d what
. " corrective action will be taken?
other room until he calmed down.
All residents have the
The BDDS report of 12/25/12 indicated potential to be affected by the
on 12/24/12 at 2:30 PM client #4 became same deficient practice.
phys1c:f111y aggressive with st?lff and took Staff will receive additional
a curtain rod off the Wall, trylng to throw training regarding abuse, neg|ect
it at another consumer. Client #4 then and exploitation; peer to peer
tried to rip the other curtain rod from the incidents; and injuries of unknown
1l while "velli ¢ th origin; along with the reporting
Wa. while "ye 1.ng a .ano er consumer. process into these allegations
while he was doing this." Staff engaged in during their team meeting.
a PRT (Primary Restraint Technique)
using the standing position and going to a _ RC will ensure
dified sitti it Th t investigations are completed and
mo. thied sitting p0§1 ton. 1he repo reported to the administration
indicated the restraint lasted within 5 business days.
"approximately 7 minutes."
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The Area Residential
The BDDS report of 2/13/13 indicated on Coo.rdlna.tor will ensure that the
) . Residential Coordinator is
2/12/13 at 3:10 PM client #4 was monitoring treatment programs
"agitated" and waiting outside for staff to for all 8 clients in the home.
pick him up from school. On the way o .
back from picking up client #4's .Re3|dent|al Cgordmator
h g h ksh m and Site Manager will ensure
ousemates from the workshop, client #4 there are adequate staffing
started to kick at the window of the van. numbers in the home at all times
Staff was sitting in the seat next to him to prevent client to client abuse.
but he continued to kick over the staff in ) )
Kick the wind Th Staff will be retrained on
an attempt to kick the window. The van Handle with Care and use of
was pulled over and the staff engaged in a restraint for Client #4.
PRT lasting 5 minutes.
The Residential
. Coordinator and Site Manager will
Observations were conducted at the group receive additional training
home on 2/20/13 between 5:35 AM and regarding abuse, neglect and
8:05 AM. At 6:20 AM the staff woke exploitation; peer to peer
client #4. As soon as client #4 got to the |n9|Qent|s; and !;J]”t;es of urr:-known
. . origin; along with the reporting
table client #4 started grabbing at the and investigation process into
bowls of food on the table. Staff #4 these allegations.
redirected client #4 several times to leave
the food alone and to sit down at the © The RCwill ensure that all
table. Durine th | client #4 incidents of abuse and neglect
a e.. uring the meal, chien are reported to BDDS and APS
continued to grab at the food, bowls and timely.
glasses near him. Staff #1 and #4
repeatedly redirected client #4 from y Tthe RC wil monltor;he
L . residents programming an
grabbing items on the table and grabbing b aents prog n9
) ) ehavior needs on a regular
at other clients' food. Client #4 stood up basis. As their needs change or
from the table several times, grabbing the new concerns are identified,
bowl of eggs and trying to eat the changes will be reflected in their
remainder of the eggs. After much glr;)r?rammlng, ISP and behavior
redirection, client #4 sat back down for a
short time and got right back up and Additional staffing has
grabbed the bowl of eggs. Staff #4 been provided for Client #4 to
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prompted client #4 to put the bowl down, help protect the rest of the clients
sit down and to eat more oatmeal. After in the home from peer to peer
. aggression.
several prompts, client #4 put the bowl of
eggs down and sat down and immediately In the event that an
reached across the table in front of client individual's needs become
#7 and took the last 2 pieces of toast and greaterrttrwlarlr:hehcurrerltrlst?g?g il
. i supports in the home, the wi
§tuffed them in his mouth. Client #4 then meet to reevaluate the staffing
jumped up, grabbed the bowl of pattern in the home and to
scrambled eggs and placed the ladle with develop a plan to meet the
scrambled eggs in his mouth. After much client's increased needs.
pr.omptmg from staff #1 and staff #4, Occazio’s policy #2105
client #4 took the bowl of eggs to the regarding abuse, neglect and
kitchen counter and set it down. Staff #1 exploitation will be reviewed with
took client #4 by the arm and prompted all staff at their team meeting.
him to go to the living roor.n where client The importance of
#4 stayed for only a few minutes but documenting behavior concerns
returned to the dining room where client and the appropriate place to
#4 picked up a hand towel and flipped it document such concerns will be
. o . reviewed with staff their team
at client #5, hitting him on the left meeting
shoulder then grabbed client #8's glass of
juice and drank it. Staff #4 tried to
redirect client #4 but was not able to. )
Client #4 then grabbed client #5 by his 3. . What measures will be .
. . . put into place or what systemic
clothing on his left shoulder. Client #5 changes will be made to
stood from the table, took one step toward ensure that the deficient
client #4 when staff #4 and #1 intervened. practice does not recur:
Client #4 was escorted to the living room Staff wil e additional
where he sat with staff #1 throughout the | Staiwll receive additiona
) ) training regarding abuse, neglect
remainder of the observation. and exploitation; peer to peer
incidents; and injuries of unknown
Interview with staff #4 and staff #5 on origin; along with the reporting
2/20/13 at 7:10 AM indicated client #4's process into these allegations
. . . during their team meeting.
behaviors during the morning
observations were an everyday RC will ensure
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occurrence. Staff #4 indicated client #4 investigations are completed and
was left in bed until everyone was up and ;?ifﬁ:%dt)ts;:i::;n;;ftrat'on
breakfast was on the table because of '
client #4's behaviors and stated "There is The Area Residential
just not enough of us to handle it." Staff Coordinator will ensure that the
#4 stated client #4 "constantly" was ResiQeqtiaI Coordinator is
. . LT monitoring treatment programs
touching, poking or instigating issues for all 8 clients in the home.
with his house mates. Staff #4 stated
client #4 "mostly targeted [client #3 and Residential Coordinator
client #5]." Staff #4 indicated there had and Site Manager will ensure
. there are adequate staffing
been no major injuries to any of the numbers in the home at all times
clients in the home and stated client #4's to prevent client to client abuse.
behaviors were more "disruptive and
intrusive." Staff #4 indicated redirection Handl:ﬁ;"g&::;gil‘:‘ifn
with client #4 did not always work. Staff restraint for Client #4.
#5 stated, "Yeah, it's like this most every
morning." The Residential
Coordinator and Site Manager will
Observations were conducted at client ::Z:r\;?nzdggiiﬁlgggztg and
#4's school on 2/20/13 between 9:10 AM exploitation; peer to peer
and 9:45 AM. During this time client #4 incidents; and injuries of unknown
paced around the room and grabbed at Z:gi?r;va:elzgga\;\i/g: :)hricr:s:?r:?c?
several of the other students. Client #4 these allegations.
targeted a student sitting alone at a
cubicle. The student was wearing head The RC will ensure that all
phones and trying to study. Client #4 incidents of abuse and neglect
touched and poked the student several :rfe:(;?orted to BDDS and APS
times. Client #4 then grabbed the
headphones from the targeted student's The RC will monitor the
head. Client #4's teacher instructed the residents programming and
other school staff in the room to evacuate EZQ:IZL rtlﬁeeic:sngz das rsr?;rl]agre or
the other students in the room to the new concerns are identified,
school gym until client #4 could calm changes will be reflected in their
down. programming, ISP and behavior
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plan.
Interview with client #4's teacher on Additional staffing has
2/20/13 at 9:10 AM at the school stated been provided for Client #4 to
because of client #4's "constant behaviors help protect the rest of the clients
of bothering the other students" and his in the home from peer to peer
"disruption" to the class, the school hired aggression.
another staff to give client #4 one to one In the event that an
supervision while at the school. Client individual’s needs become
#4's teacher stated even with the one to greater than the current staffing
one staff supervision client #4 "still supports in the home, the ”_DT will
di d the class" by phvsicall meet to reevaluate the staffing
1srupte the class™ by p y81.ca y. pattern in the home and to
touching other students and invading develop a plan to meet the
everyone's space. Client #4's teacher client’s increased needs.
asked, "Can you help us? We don't know Occazio’s policy #2105
"o , ccazio’s policy
Yvhr?lt to do gnymore. Client #4's teacher regarding abuse, neglect and
indicated client #4 targeted a few of the exploitation will be reviewed with
other students as well as the staff they had all staff at their team meeting.
hired to be with client #4. Client #4's The imbort ;
o . . e importance o
teache.r indicated the RC (RéSldentlal documenting behavior concerns
Coordinator) had not sent client #4's ISP and the appropriate place to
(Individual Support Plan) and BSP document such concerns will be
(Behavior Support Plan) to the school. reviewed with staff their team
meeting.
Client #4's record was reviewed on
2/20/13 at 2 PM and 2/25/13 at 1 PM.
4. How will the corrective
Client #4's Clinician Reports indicated: action be momtor(?d to ?nsure
. the deficient practice will not
12/4/12 from 5 PM to 5:35 PM, client #4 recur?
was touching other residents and taking
other residents' things that did not belong The Site Manager will
to him. Client #4 took the dishes off the tmhon'tOF on ;di"y basis when
. . ey are in the home.
table and started throwing them. Client #4 y
was touching other residents that told him The RC will monitor on a
to stop. regular basis when they are in the
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home.

12/4/12 from 5:30 PM to 6 PM, client #4
picked up a plate and glass and threw
them to the floor. Client #4 was escorted
to his bedroom.

The ARC will monitor as
they complete their audits.

. 5. What is the date by which
12/6/12 from 4 PM to 11 PM, client #4 the systemic changes will be

slapped client #5 and tried to slap client completed?

#7. Client #4 was pulling at client #5's April 10 th , 2013
and client #7's shirts. Clients #5 and #7
were redirected to another room.

12/7/12 from 4 PM to 11:59 PM, client #4
"pushed another resident." Client #4 stole
another client's food at the dinner table
and took another client's belongings,
throwing them across the room. "It took a
lot for [client #4] to settle down."

12/9/12 from 5 PM to 7 PM, client #4
"went around the house and was trying to
hit and push the other residents. Staff got
all the residents away from him to keep
them safe. After dinner he was in the
living room and started throwing things,
breaking the lamp and some of the
Christmas decorations. Staff tried to take
him to his room but he was non
compliant. Again staff cleared the living
room of all residents and moved things
away from him so he had nothing else to
throw...."

12/11/12 from 6 AM to 8:30 AM, client
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#4 "was very aggressive with one of his
housemates this morning. His housemate
wasn't doing anything to provoke him.
[Client #4] grabbed his face, tried taking
his belongings and threw a cup of juice at
him." The report indicated client #4 paced
around the group home most of the
morning and "repeatedly took items out of
the pantry and tried to eat them." The
report indicated client #4 "repeatedly
touched the other clients."

12/11/12 from 2:30 PM to 8 PM, client #4
was eating his dinner and he had already
been given thirds. Client #4 "kept getting
up from the table and trying to get in the
food on the shelves and in the
refrigerator. Staff had already given him a
few things he asked for. He was still
trying to take stuff out of the fridge. Staff
was trying to redirect him to something
else and he started trying to hit them. He
was pushing, punching, kicking, and
slapping. He also tried hitting another
client. Staff continued trying to redirect
him while another staff got the other
clients out of the room. He took a picture
off the wall and threw it at staff shattering
the glass. He continued trying to hit and
punch people. He ripped staff's glasses off
their face. He tried taking other things off
the walls, but staff stopped him. This
went on for about twenty minutes." The
report indicated client #4 had touched
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other clients and their things "repeatedly”
the staff were not able to redirect him.
The report indicated client #4 "tried
hitting one of his housemates. He [client
#4] also kept trying to grab his
housemate's things. He targets this
housemate often."

12/12/12 from 6 AM to 8:30 AM, client
#4 "grabbed his housemate's face and
tried shoving him into the table. His
housemate did nothing to provoke him.
[Client #4] targets this housemate quite
often and for no apparent reason. His
housemate will walk into a room and he
will go after him. If the housemate is in a
room and [client #4] goes in there most of
the time he will try to take the client's
things or hit and push him. [Client #4]
will not usually calm down until the client
is in another room and if the client comes
back he will start in again." The report
indicated client #4 was redirected several
times from getting into the food and from
touching others when they didn't want to
be touched and from taking the other
clients' things.

12/14/12 from 6 AM to 8:30 AM, client
#4 had finished eating his breakfast and
gone into the living room. "A few minutes
later he came back into the kitchen and
tried to mess with others. Staff tried
redirecting him back to the living room to
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read books or look at pictures and he
would not go. He then pushed his
housemate knocking her to the ground.
Staff then tried redirecting him to his
room while the other staff helped her up.
He would not go to his bedroom. He just
stood in the hallway. He came back into
the kitchen even though staff was trying
to redirect his attention to something elses
(sic). He then threw a cup of milk at a
client and into her plate. He pushed
another client. Staff asked this client to go
in the other room a couple of times but he
didn't leave the room. [Client #4] finally
went into the living room and while staff
was trying to get the other clients out of
there he was kicking the other staff."

12/15/12 from 8 AM to 11:59 PM (sic),
client #4 "was trying to hug and kiss the
other residents this morning when they
did not want to be touched. Also this
afternoon, he was in the living room with
some other residents and began pushing
[client #5]. He threw some things around
during his behavior."

12/16/12 from 12 AM (sic) to 8:30 AM,
client #4 "grabbed [client #5] under his
arms and wa (sic) thrusting himself upon
him." The report indicated the staff tried
to redirect client #4 and "get him to let
go... and eventually he did but continued
to attempt to touch him."
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12/18/12 from 5:50 PM to 6:10 PM,
client #4 hit staff several times. The
report indicated client #4 threw a bowl of
fruit across the dinner table and pushed
another resident, preventing the resident
from touching his own book.

12/19/12 from 6 PM to 6:30 PM, client #4
"was hitting other residents, for no
reason.”" The report indicated client #4
was "physically aggressive to the
residents."

1/7/13 from 6:45 AM to 7:15 AM, client
#4 was "very talkative and loud this
morning. He was also wanting to get into
food before it was time to eat. He was
asked by staff to please calm down and
have a seat so that everyone could come
to the table and eat. [Client #4] would not
cooperate with staff. [Client #4] kept
wanting to touch his roommate, staff tried
to redirect [client #4] but he was not
listening. Staff tried to move his
roommate [client #5] but he just kept
coming back around [client #4]." The
report indicated staff "tried the whole
time breakfast was being prepared to keep
[client #4] occupied with other activities
but [client #4] ignored most of staff
requests. [Client #4] took a plate out of
[client #5's] hand and when staff asked
that he give it back, [client #4] threw it on
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the floor shattering it everywhere."

1/14/13 from 5:30 PM to 6:30 PM, while
preparing the evening meal, client #4 was
grabbing his peers' clothes and grabbing
plates from his peers. The report indicated
client #4 grabbed his peer's shirt and
"kept stealing other residents' dinner. He
[client #4] wouldn't stop until he got what
he wanted." Client #4 was escorted to the
activity room to eat his evening meal.
After eating, client #4 again grabbed at
his peers' clothing. "He [client #4] has
been hard to redirect tonight." The report
indicated client #4 "hit 2 other residents
for no reason."

1/22/13 from 8:30 AM to 12 PM, client
#4 was "trying to take other's plates at one
point taking peers drinks and drinking
them. He kept trying to kick at one peer,
constantly moving. Refusing to sit on van,
refusing to leave seat belt on van, trying
to open emergency exit window. Staff had
to hold onto the latch at the seat in front
of us and he continued to try and bend
staffs fingers backwards pulling and
scratching at staffs hand the entire ride to
workshop. This behavior continued with
the window even after rest of the clients
were off the van. Also refused to get off
the van at school today. Constantly in the
fridge, cabinets and pantry. At one point
trying to get stuff out of the trash. So far
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not redirectable."

2/7/13 from 2:30 PM to 8 PM, client #4
required several reminders not to touch
others. "He [client #4] tried poking his
housemate's eyes. He was also hitting the
window."

2/8/13 from 2:30 PM to 8 PM, client #4
had to be redirected several times from
hitting and kicking at others. He also tried
poking at his housemate's eyes. The report
indicated client #4 was grabbing his
housemates' things and touching others.

2/11/13 from 6 AM to 8:30 AM, client #4
tried touching others. The report indicated
client #4 laid down in the van seat and
started kicking the window and opening
the emergency windows.

2/12/13 from 3:10 PM to 3:20 PM, while
on the van, client #4 was "laying down in
the seat trying to kick the window out."
The report indicated "Once at the [name
of workshop] he continued to push, hit,
pull hair and try to bite staff. He was
trying to pull two of the clients' hair and
took two staff to keep him from getting
the other clients on the van. He had to be
restrained by two staff."

2/13/13 from 6 AM to 8:30 AM, client #4
had to be redirected several times during
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breakfast to keep him from touching the
other clients in the group home. The
report indicated he tried to grab the other
clients' plates and cups and would not
stop and had to be removed from the
dining room.

On 2/20/13 from 6 AM to 8:20 AM,
client #4 flipped a towel at another client
and grabbed another client by his shirt.
The report indicated the staff redirected
client #4 "to no avail, he [client #4] kept
coming back to the kitchen over and
over."

On 2/20/13 from 3:45 PM to 5 PM,
"When the other clients returned home
from work [client #4] started to become
agitated. It started in the kitchen where
staff had to place herself between [client
#4] and a couple of his peers. He [client
#4] was shoving and slapping at staff.
Staff did get him out of the kitchen and he
went to the living room. [Staff #6] could
not get him to go to his room at all. Once
in the living room he began to try and get
to the peers that were in there. He would
not stop trying to get to them and I [staff
#6] could not get him to leave the room.
He began to hit, shove and pull at staffs'
clothing. Another staff tried to intervene
and he began to pull on her clothes,
picking up the lamp and tried to throw it.
At that time another staff and myself tried
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taking him by the arm and walking him
out of the room. He sat down in the floor
and refused to get up. He started pulling
on staff's clothes again and kicking out so
staff again tried removing him and he
punched this staff in the jaw and kicked at
another staff knocking her over. We just
stood back but stood around to make sure
he didn't get to any of the other clients
and he started to calm down and was
sitting in the floor laughing when this
staff clocked out."

On 2/21/13 from 4:30 PM to 5:30 PM,
client #4 hit, kicked, slapped, pinched and
grabbed staff clothes and glasses. He
pulled out a handful of staff #6's hair,
ripped staff #1's shirt and pulled staff #3's
glasses off her face. Client #4 pushed the
big screen TV in the living room over and
knocked the cable box and DVD player
off of it. The report indicated the staff had
to remove the lamps from the living room
because he tried to use them as a weapon
toward staff. The report indicated the staff
had to redirect all other clients out of the
living room when his yelling and
screaming started. The report indicated "It
took 4 staff to redirect him to his bedroom
because of having to be restrained to
remove him from the living room to a
quiet area." The report indicated the staff
"asked [client #4] numerous times to
please stop touching us (the staff) to
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please calm down and be nice. Nothing
we (the staff) tried worked. It just made
him more and more angry. After staff got
the other clients out of the living room
[client #4] was the only one in there with
staff who were trying to control the
situation."

On 2/22/13 from 6 AM to 8:30 AM,
client #4 was in the living room watching
TV and looking out the window. The
report indicated the staff finished doing
another client's hygiene (client #6) and
took him to the living room. The report
indicated the staff left the living room
"for a few seconds" to return to the office
to get some paper work and then returned
to the living room. When the staff
returned client #4 was "digging his
fingers into the client's (client #6's) eyes."
The report indicated the staff continued to
redirect client #4 and client #4 continued
to touch others. The report indicated
client #4 calmed enough to eat his
breakfast and after eating he "tried
touching others and was redirected to the
living room. He remained in there with
staff and no other clients. He still tried
going into the other room to get people.
He was very loud and telling people to
shut up and get out of his way. He tried
grabbing and hitting staff. He finally
calmed down and sat in the office with
staff but staff had to sit right in front of
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him holding his hand for him to remain
calm."

E-mails dated 2/20/13 sent from client
#4's teacher to this surveyor were
reviewed on 2/21/13 at 9 PM. The e-mails
indicated:

On 1/15/13 while at the school gym, the
school staff noted client #4 taking his
shirt off, grabbing items off of the staffs'
desks, taking things that belonged to other
students, tapping other students, biting
another student's hair, "moving very
close" to other students' faces, taking a
book from another student, refusing to
give it up for about 10 minutes and hitting
another student on the forehead. The
teacher called the group home staff at
1:35 PM to come get him due to his
behaviors.

12/14/12 during physical education class,
the class went to the weight room. While
in the weight room client #4 picked up a
weight and pushed it off the rack. Another
student was standing near and told client
#4 he wasn't supposed to do that. An aide
asked client #4 to keep his hands off the
weights. Client #4 pushed the student that
asked him not to push the weights. Aides
attempted to have client #4 return to class
and client #4 tried to follow a student he
had hit the day before. Client #4's teacher
was called to assist in taking client #4
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back to the classroom. He refused to go
and the assistant principal came to help.
Client #4 refused to leave the weight
room until the other student left first.

12/10/12 after lunch, client #4 tried to
grab a drink from another student. The
school staff tried to redirect client #4 to
another task when client #4 grabbed a
plastic bag off the table and attempted to
hit a student in the head. The student ran
away and was "very scared." When trying
to get client #4 to apologize, client #4
"kept moving quickly at the student as to
intimidate him. The group home was
called and [client #4] was then sent
home."

Interview with client #5 and staff #2 on
2/19/13 at 4:55 PM stated "I'm tired of
him (client #4) touching me all the time.
He does it with everyone." Client #5
stated when client #4 got in his space,
client #5 tried to stay away from him, but
"It's hard." Staff #2 indicated client #4 did
a lot of touching, poking and grabbing
and the other clients in the home didn't
like it. Staff #2 indicated client #4 would
target client #5 and a few others in the
home depending on what was going on.
Staff #2 stated the staff had reported the
behaviors to the RC (Residential
Coordinator), "but nothing ever gets done
about it."

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

XVHU11 Facility ID:

000878 If continuation sheet

Page 61 of 243




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

PRINTED: 04/04/2013
FORM APPROVED
OMB NO. 0938-0391

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

15G364

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

OCCAZIO INC

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

10311 E JACKSON
SELMA, IN 47383

00

X3) DATE SURVEY

COMPLETED
03/11/2013

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

Interview with the RC (Residential
Coordinator) and the PS (Program
Specialist) on 2/20/13 at 2:45 PM
indicated client #4 was admitted to the
group home on 11/5/12. The RC stated
client #4 "has been a little out of sorts"
since his admission. When asked if the
staff had reported client #4 had hit client
#5 with a hand towel and had pulled at his
clothes during the morning observation,
the RC stated, "I guess he had a bad
morning." The RC indicated he had not
reported any of client #4's aggression and
abuse toward his housemates since client
#4's admission to the house because he
did not see it as client to client abuse. The
PS indicated client #4's aggression toward
his peers, client to client abuse, was to be
reported to the PS, to BDDS and to APS
(Adult Protective Services) and to be
thoroughly investigated.

Interview with the PS on 2/25/13 at 2 PM
indicated the IDT did not meet to discuss
client #4's behaviors of abuse toward the
other clients in the home. The PS
indicated the IDT did not assess and/or
reassess client #4's needs in regards to his
continued behaviors of disruption and/or
how the facility was going to ensure the
clients' safety and well being in the group
home.
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2. The facility failed to implement its
abuse/neglect policy for 32 of 41
incidents of alleged abuse/neglect,
injuries of unknown origin and/or client
to client abuse/reviewed,

__To immediately report to the
administrator injuries of unknown source
for clients #4, #6, #7 and #8.

__To immediately report to the
administrator client to client abuse for
clients #4, #5, #6, #7 and #8

__To report allegations of abuse/neglect
to the Division of Disability, Aging and
Rehabilitative Services (DDARS)/BDDS
(Bureau of Developmental Disabilities
Services) per 460 IAC 9-3-1 (b) (5) and to
Adult Protective Services (APS) per IC
12-10-3 for client #5. Please see W153.

3. The facility failed for 28 of 41
allegations of abuse, neglect and/or
injuries of unknown source reviewed, to
maintain a reproducible system and/or
failed to provide evidence of a thorough
investigation regarding allegations of
abuse/neglect, client to client abuse
and/or injuries of unknown source for
clients #2, #4, #5, #6, #7, #8 and #9.
Please see W154.

4. The facility failed for 5 of 6
investigations reviewed, to report the
results of the investigations to the
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administrator within 5 days from the date
of discovery of the injuries and/or
incident for clients #2, #6, #7, #8 and #9.
Please see W156.

5. The facility failed to provide adequate
staffing levels for clients #1, #2, #3, #4,
#5, #6, #7 and #8 to ensure the clients
were not abused due to client #4's
behaviors, to ensure adequate supervision
at meal time, and to ensure the clients
received active treatment and supervision
throughout the day. Please see W186.

Review of the 1/1/11 facility policy of
"Suspected Abuse, Neglect and
Exploitation Reporting" on 2/19/13 at 2
PM indicated:

__Employees must report immediately by
phone to the RC any incident of suspected
abuse, neglect and/or exploitation of a
resident/consumer. The RC will report by
Internet all allegations of abuse, neglect
or exploitation to APS (Adult Protective
Services) and the District and Central
offices of the BDDS (Bureau of
Developmental Disabilities Services)
within 24 hours of receipt of suspected
abuse, neglect and/or exploitation.

__All injuries of unknown origin are to be
reported to the Director and to be
thoroughly investigated. The outcome of
the investigation will be reported to the
Director within 5 business days.
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W000153 | 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 observation, interview and WO000153 04/10/2013
record review for 32 of 41 incidents of W 153 Staff Treatment of
alleged abuse/neglect, injuries of Clients
unknown origin and/or client to client The facility must ensure that all
abuse reviewed, the facility failed: allegations of mistreatment,
__To immediately report to the neglect or abuse, as well as
administrator injuries of unknown source |njur|zsdof unkndc?wtnlsciurtche, are
. reported immediately to the
for ch.ents #4.’ #6, #7 and #8. administrator or to other officials
__To immediately report to the in accordance with State law
administrator client to client abuse for through established procedures.
clients #4, #5, #6, #7 and #8.
__To report allegations of abuse/neglect
to the Division of Disability, Aging and 1. What corrective action
Rehabilitative Services (DDARS)/BDDS will be accomplished?
(Bureau of Developmental Disabilities Staff wil _ tional
Services) per 460 IAC 9-3-1 (b) (5) and to _ Staff will receive additiona
. ] training regarding abuse, neglect
Adult Protective Services (APS) per IC and exploitation; peer to peer
12-10-3 for client #5. incidents; and injuries of unknown
origin; along with the reporting
Findings include: pro_cess |n_to these aIIe_gahons
during their team meeting.
The facility's records were reviewed on RC will ensure
2/19/13 at 2 PM and on 2/25/13 at 11:30 investigations are completed and
AM reported to the administration
) oo within 5 business days.
The BDDS report of 7/19/12 indicated on
7/18/12 at 5 PM client #5 was "yelling Residential Coordinator
and cussing at staff after he returned and Site Manager will ensure
there are adequate staffing
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home from workshop. Staff redirected numbers in the home at all times
him to calm down per his behavior plan to prevent client to client abuse.
and he then went to his bedroom. Staff The Residential
continued to assist other residents in the Coordinator and Site Manager will
home to ensure their needs were met. A receive additional training
short time later, [client #5] walked in the regaer'g abuse, neglect and
6 . f . 1k exploitation; peer to peer
ront door carrying a fountain drink and a incidents: and injuries of unknown
bag of chips. He reported he walked to the origin; along with the reporting
local pantry [convenience store] down the and investigation process into
street and purchased said items." The these allegations.
Feport.mdlcated tl.le incident wgs. to be The RC will ensure that all
investigated. Review of the facility incidents of abuse and neglect
investigative notes of 7/20/12 for the are reported to BDDS and APS
investigation of the AWOL (Absent timely.
Wlthout Leave) 1n01c?en‘f in regar.d to Occazio's policy #2105
client #5 on 7/18/12 indicated client #5 regarding abuse, neglect and
accused the staff of throwing away his exploitation will be reviewed with
chips he had just purchased, "She owes all staff at their team meeting.
me $1.00 and something cents. I bet she The importance of
needs to pay up." When asked who threw documenting behavior concerns
his chips away, client #5 indicated it was and the appropriate place to
"that lady who was pregnant." The client document such concerns will be
" . . reviewed with staff their team
stated staff #1 "sent me into my room like meeting
I was a baby. They sat me down like I was
a kid." The investigative notes indicated
an interview between the PS (Program » H i we identify oth
Specialist) and client #10 on 7/20/12. The - row Witl we identily other
o . residents having the potential
notes indicated client #10 reported staff to be affected by the same
#3 took client #5's chips away from him deficient practice and what
and "tossed" them in the trash. The notes corrective action will be taken?
indicated the findings of the investigation All residents have th
. " . residents have the
to include .Some staff, [client #5] and potential to be affected by the
another resident report that [staff #1] took same deficient practice.
the chips away from [client #5] and threw
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them in the trash. [Client #5] and another Staff will receive additional
resident report that [staff #1] scolded training re-gardlng abuse, neglect
i for leavi he h and exploitation; peer to peer
[client #5] for leaving the house incidents; and injuries of unknown
unsupervised." The facility records did origin; along with the reporting
not indicate the allegations of abuse process into these allegations
reported during the investigation were during their team meeting.
reported to the. State, t(.) BDDS or APS RC will ensure
(Adult Protective Services). investigations are completed and
reported to the administration
The GER of 9/5/12 indicated at 5:40 PM within 5 business days.
the staff noted 2.1 blister like spot" on the Residential Coordinator
upper part of client #6's leg. The report and Site Manager will ensure
indicated the cause of the blister was there are adequate staffing
undetermined. The facility records did not numbers in the home at all times
.. .. . to prevent client to client abuse.
indicate the administrator was notified of
client #6's injury of unknown source. The Residential
Coordinator and Site Manager will
The GER (General Events receive additional training
. regarding abuse, neglect and
Reports/IFlcu.lent Repo.rt) of ?/24/ 12 at axploitation; peer to peer
6:15 PM indicated while getting client #6 incidents; and injuries of unknown
up and dressed for the day, the staff origin; along with the reporting
discovered "a large bruise. The bruise and investigation process into
. . . these allegations.
runs from [client #6's] wrist to his elbow g
on his right forearm. There were also The RC will ensure that all
some scratches. Photos were taken and incidents of abuse and neglect
forwarded to the RC [Residential ?re rleported to BDDS and APS
. . o mely.
Coordinator]." The report did not indicate imey
the source of the injury. The facility Occazio’s policy #2105
records did not indicate the administrator regarding abuse, neglect and
was notified of client #6's injury of exploitation will be reviewed with
all staff at their team meeting.
unknown source.
The importance of
The GER of 9/30/12 indicated at 6:30 documenting behavior concerns
AM staff discovered a scratch on client and the appropriate place to
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#6's forehead. The report did not indicate document such concerns will be
the source of the injury. The facility :r?\ef:;\ilr\gzd with staff their team
records did not indicate the administrator '
was notified of client #6's injury of
unknown source.
3.  What measures will be
The GER of 10/11/12 at 6 AM indicated put Into place or what systemic
. . . changes will be made to
the staff discovered a quarter size bruise ensure that the deficient
on the heel of client #6's left hand by his practice does not recur:
thumb. The report indicated the source of
the injury was undetermined. The facility _ Staff will receive additional
ds did not indicate the administrat training regarding abuse, neglect
recor s. id no 1n. icate e.bg ministrator and explottation; peer to paer
was notified of client #6's injury of incidents; and injuries of unknown
unknown source. origin; along with the reporting
process into these allegations
during their team meeting.
The GER of 12/12/12 at 2:45 AM 9 9
indicated the staff heard a loud noise and RC will ensure
went to check on client #4 and found investigations are completed and
client #4 on the floor. The report reported to the administration
.. . . within 5 business days.
indicated client #4 had a 4 centimeter y
"cut" on the left side of his forehead and Residential Coordinator
an "egg shaped bruising about 6 cm and Site Manager will ensure
(centimeter) by 3.5 cm surrounding the therebare 'adt?wqut?te Staftf'”ﬁ’t.
" .. . numbers in the home at all times
cut.” The report mdlcat'ed clle?nt #4 had to prevent client to client abuse.
fallen out of bed, but did not indicate how
the client injured his head. The facility The Residential
records did not indicate the administrator Coordlnagc:jr- t"‘j‘nd IS;te.I\/.Ianager will
was notified of client #4's injury of recelve adciional fraining
regarding abuse, neglect and
unknown source. exploitation; peer to peer
incidents; and injuries of unknown
The GER of 12/14/12 at 7 AM indicated Origih: along with the reporting
client #4 shoved client #7 down, an |nvestlggtlon process into
. . : these allegations.
knocking her into the file cabinet and onto
the floor. The staff noted client #7's right The RC will ensure that all
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  XVVHU11 Facility ID: 000878 If continuation sheet Page 69 of 243




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

PRINTED: 04/04/2013
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:  BUILDING 00 COMPLETED
15G364 B‘WING 03/11/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
10311 E JACKSON
OCCAZIO INC SELMA, IN 47383
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID ROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
side, back and buttocks were red from incidents of abuse and neglect
being shoved and falling. The facility :rrserleported to BDDS and APS
records did not indicate the administrator v
was notified of client #7's client to client Occazio’s policy #2105
abuse. regarding abuse, neglect and
exploitation will be reviewed with
.. all staff at their team meeting.
The GER of 1/8/13 at 6:15 AM indicated g
the staff discovered 2 bruises on client #8. The importance of
One bruise was noted below each elbow documenting behavior concerns
on the outer sides of client #8's arms. The and the appropriate place t9
indi a" be fi document such concerns will be
report indicated "It appears to e. rom reviewed with staff their team
where she has bumped them against the meeting.
table. The one on her right arm is 4 x 1
cm and the one on the leftis 2 x 1 cm."
The 'fa.clhty records d1.d not 1nd1.cate the 4. How will the corrective
administrator was notified of client #8's action be monitored to ensure
injury of unknown source. the deficient practice will not
recur?
The GER of 1/30/13 at 8:20 PM indicated The Site Manager will
. . . . | Wi
the staff noted a dime size bruise on client monitor on a daily bagis when
#7's left middle finger. The report did not they are in the home.
indicate the source of the injury. The
facility records did not indicate the The RC will monitor ona
. . . , regular basis when they are in the
administrator was notified of client #7's home
injury of unknown source.
The ARC will monitor as
The GER of 2/6/13 at 4:15 PM indicated they complete their audits.
the staff discovered a blister on client #6's
right foot. The report indicated the source
of the injury was undetermined. The 5. What is the date by which
facility records did not indicate the the systemic changes will be
e . . ?
administrator was notified of client #6's completed?
injury of unknown source. April 10 th , 2013
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The GER of 2/8/13 at 4:44 PM indicated
client #7 "picked her wound" on her right
leg. The report indicated the client was
seen by the nurse for first aid. The report
did not indicate the source of the injury.
The facility records did not indicate the
administrator was notified of client #7's
injury of unknown source.

The GER of 2/12/13 at 3:10 PM indicated
while on the facility van, client #4 hit
clients #2, #6 and #8 and pulled their hair
and clothing. The facility records did not
indicate the administrator was notified of
client #2's, #6's and #8's client to client
abuse.

Observations were conducted at the group
home on 2/20/13 between 5:35 AM and
8:05 AM. During the morning meal client
#4 was up and down, grabbing food off of
the table and grabbing at client #5's and
#7's food and drinks. The staff redirected
client #4 multiple times with no success.
At 6:42 AM client #4 jumped up from the
table, grabbed the large bowl of
scrambled eggs and placed the ladle with
eggs on it into his mouth. Staff #1 stated,
"Now I have to make more eggs. [Client
#7] hasn't ate yet." Client #4 was
prompted 4 times by staff #4 to put the
bowl of eggs on the counter and to return
to his chair at the dining room table and
sit down. Client #4 finally complied,
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talking loudly and laughing all the while.
As soon as client #4 sat down, he jumped
back up, leaned across the table and
grabbed the last two slices of buttered
toast and stuffed them into his mouth. At
6:50 AM staff #1 escorted client #4 to the
living room, away from breakfast table
and away from clients #1, #2, #3, #5, #6,
#7 and #8. Client #4 immediately returned
to the kitchen and grabbed a kitchen hand
towel and flipped it at client #5. The staff
verbally redirected client #4. Client #4
then grabbed client #5's shirt at the left
shoulder and pulled at client #5's clothing.
Staff #1 and #4 verbally and physically
removed client #4 from the dining room
into the living room where staff #1
remained with him until clients #1, #2,
#3, #5, #6, #7 and #8 loaded the facility
van to go to day services/workshop.

Client #4's record was reviewed on
2/20/13 at 2 PM and 2/25/13 at 1 PM.
Client #4's Clinician Reports indicated:
12/4/12 from 5 PM to 5:35 PM, client #4
was touching other residents that did not
want to be touched and was taking their
things.

12/6/12 from 4 PM to 11 PM, client #4
slapped client #5 and tried to slap client
#7. Client #4 was pulling at client #5's
and client #7's shirts.
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12/7/12 from 4 PM to 11:59 PM, client #4
"pushed another resident." Client #4 stole
another client's food at the dinner table
and took another client's belongings,
throwing them across the room.

12/9/12 from 5 PM to 7 PM, "He [client
#4] went around the house and was trying
to hit and push the other residents. Staff
got all the residents away from him to
keep them safe. After dinner he was in the
living room and started throwing things,
breaking the lamp and some of the
Christmas decorations. Staff tried to take
him to his room but he was non
compliant. Again staff cleared the living
room of all residents and moved things
away from him so he had nothing else to
throw...."

12/11/12 from 6 AM to 8:30 AM, client
#4 "was very aggressive with one of his
housemates this morning. His housemate
wasn't doing anything to provoke him.
[Client #4] grabbed his face, tried taking
his belongings and threw a cup of juice at
him." The report indicated client #4
"repeatedly touched the other clients."

12/11/12 from 2:30 PM to 8 PM, client #4
was eating his dinner and he had already
been given thirds. Client #4 "kept getting
up from the table and trying to get in the
food on the shelves and in the
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refrigerator. Staff had already given him a
few things he asked for. He was still
trying to take stuff out of the fridge. Staff
was trying to redirect him to something
else and he started trying to hit them. He
was pushing, punching, kicking, and
slapping. He also tried hitting another
client. Staff continued trying to redirect
him while another staff got the other
client out of the room. He took a picture
off the wall and threw it at staff shattering
the glass. He continued trying to hit and
punch people. He ripped staff's glasses off
their face. He tried taking other things off
the walls, but staff stopped him. This
went on for about twenty minutes." The
report indicated client #4 had touched
other clients and their things "repeatedly"
the staff were not able to redirect him.
The report indicated client #4 "tried
hitting one of his housemates. He [client
#4] also kept trying to grab his
housemate's things. He targets this
housemate often."

12/12/12 from 6 AM to 8:30 AM, client
#4 "grabbed his housemate's face and
tried shoving him into the table. His
housemate did nothing to provoke him.
[Client #4] targets this housemate quite
often and for no apparent reason. His
housemate will walk into a room and he
will go after him. If the housemate is in a
room and [client #4] goes in there most of
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the time he will try to take the clients
things or hit and push him. [Client #4]
will not usually calm down until the client
is in another room and if the client comes
back he will start in again." The report
indicated client #4 had to be redirected
several times from touching others when
they didn't want to be touched and from
taking the other clients' things.

12/14/12 from 6 AM to 8:30 AM, client
#4 had finished eating his breakfast and
gone into the living room. A few minutes
later he came back into the kitchen and
tried to "mess with others. Staff tried
redirecting him back to the living room to
read books or look at pictures and he
would not go. He then pushed his
housemate knocking her to the ground.
Staff then tried redirecting him [client #4]
to his room while the other staff helped
her [client #7] up. He would not go to his
bedroom. He just stood in the hallway. He
came back into the kitchen even though
staff was trying to redirect his attention to
something elses (sic). He then threw a cup
of milk at a client and into her plate. He
pushed another client. Staff asked this
client to go in the other room a couple of
times but he didn't leave the room. [Client
#4] finally went into the living room and
while staff was trying to get the other
clients out of there he was kicking the
other staff."
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12/15/12 from 8 AM to 11:59 PM (sic),
client #4 "was trying to hug and kiss the
other residents this morning when they
did not want to be touched. Also this
afternoon, he was in the living room with
some other residents and began pushing
[client #5]. He threw some things around
during his behavior."

12/16/12 from 12 AM (sic) to 8:30 AM,
client #4 "grabbed [client #5] under his
arms and wa (sic) thrusting himself upon
him." The report indicated the staff tried
to redirect client #4 and "get him to let
go... and eventually he did but continued
to attempt to touch him."

12/18/12 from 5:50 PM to 6:10 PM,
client #4 pushed another resident,
preventing the resident from touching his
own book.

12/19/12 from 6 PM to 6:30 PM, client #4
"was hitting other residents, for no
reason." The report indicated client #4
was "physically aggressive to the
residents."

1/7/13 from 6:45 AM to 7:15 AM,
"[Client #4] was very talkative and loud
this morning. He also wanted to get into
food before it was time to eat. He was

asked by staff to please calm down and
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have a seat so that everyone could come
to the table and eat. [Client #4] would not
cooperate with staff. [Client #4] kept
wanting to touch his roommate, staff tried
to redirect [client #4] but he was not
listening. Staff tried to move his
roommate [client #5] but he just kept
coming back around [client #4]." The
report indicated staff "tried the whole
time breakfast was being prepared to keep
[client #4] occupied with other activities
but [client #4] ignored most of staff
requests. [Client #4] took a plate out of
[client #5's] hand and when staff asked
that he give it back, [client #4] threw it on
the floor shattering it everywhere."

1/14/13 from 5:30 PM to 6:30 PM, while
preparing the evening meal, client #4 was
grabbing his peers' clothes and grabbing
plates from his peers. The report indicated
client #4 grabbed his peer's shirt and
"kept stealing other residents' dinner. He
[client #4] wouldn't stop until he got what
he wanted." Client #4 was escorted to the
activity room to eat his evening meal.
After eating, client #4 again grabbed at
his peers' clothing. "He [client #4] has
been hard to redirect tonight." The report
indicated client #4 "hit 2 other residents
for no reason."

1/22/13 from 8:30 AM to 12 PM, client
#4 was "trying to take other's plates at one
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point taking peers drinks and drinking
them. He kept trying to kick at one peer,
constantly moving. Refusing to sit on van,
refusing to leave seat belt on van, trying
to open emergency exit window. Staff had
to hold onto the latch at the seat in front
of us and he continued to try and bend
staffs fingers backwards pulling and
scratching at staffs hand the entire ride to
workshop. This behavior continued with
the window even after the rest of the
clients were off the van. Also refused to
get off the van at school today. Constantly
in the fridge, cabinets and pantry. At one
point trying to get stuff out of the trash.
So far not redirectable."

2/7/13 from 2:30 PM to 8 PM, client #4
required several reminders not to touch
others. "He [client #4] tried poking his
housemate's eyes. He was also hitting the
window."

2/8/13 from 2:30 PM to 8 PM, client #4
had to be redirected several times from
hitting and kicking at others. He also tried
poking at his housemate's eyes. The report
indicated client #4 was grabbing his
housemates' things and touching others.

2/11/13 from 6 AM to 8:30 AM, client #4
tried touching others. The report indicated
client #4 laid down in the van seat and
started kicking the window and opening
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the emergency windows.

2/12/13 from 3:10 PM to 3:20 PM, while
on the van, client #4 was "laying down in
the seat trying to kick the window out."
The report indicated "Once at the [name
of workshop] he [client #4] continued to
push, hit, pull hair and try to bite staff. He
was trying to pull two of the clients' hair
and took two staff to keep him from
getting the other clients on the van. He
had to be restrained by two staff."

2/13/13 from 6 AM to 8:30 AM, client #4
had to be redirected several times during
breakfast to keep him from touching the
other clients in the group home. The
report indicated he tried to grab the other
clients' plates and cups and would not
stop and had to be removed from the
dining room.

On 2/20/13 from 3:45 PM to 5 PM,
"When the other clients returned home
from work [client #4] started to become
agitated. It started in the kitchen where
staff had to place herself between [client
#4] and a couple of his peers. He [client
#4] was shoving and slapping at staff.
Staff did get him out of the kitchen and he
went to the living room. [Staff #6] could
not get him to go to his room at all. Once
in the living room he began to try and get
to the peers that were in there. He would
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not stop trying to get to them and I [staff
#6] could not get him to leave the room.
He began to hit, shove and pull at staffs'
clothing. Another staff tried to intervene
and he began to pull on her clothes,
picking up the lamp and tried to throw it.
At that time another staff and myself tried
taking him by the arm and walking him
out of the room. He sat down in the floor
and refused to get up. He started pulling
on staff's clothes again and kicking out so
staff again tried removing him and he
punched this staff in the jaw and kicked at
another staff knocking her over. We just
stood back but stood around to make sure
he didn't get to any of the other clients
and he started to calm down and was
sitting in the floor laughing when this
staff clocked out."

On 2/21/13 from 4:30 PM to 5:30 PM,
client #4 hit, kicked, slapped, pinched and
grabbed staff clothes and glasses. He
pulled out a handful of staff #6's hair,
ripped staff #1's shirt and pulled staff #3's
glasses off her face. Client #4 pushed the
big screen TV in the living room over and
knocked the cable box and DVD player
off of it. The report indicated the staff had
to remove the lamps from the living room
because he tried to use them as a weapon
toward staff. The report indicated the staff
had to redirect all other clients out of the
living room when his yelling and
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situation."

group home on 1

client abuse, was

screaming started. The report indicated "It
took 4 staff to redirect him to his bedroom
because of having to be restrained to
remove him from the living room to a
quiet area." The report indicated the staff
"asked [client #4] numerous times to
please stop touching us (the staff) to
please calm down and be nice. Nothing
we (the staff) tried worked. It just made
him more and more angry. After staff got
the other clients out of the living room
[client #4] was the only one in there with
staff who were trying to control the

Interview with the RC (Residential
Coordinator) and the PS (Program
Specialist) on 2/20/13 at 2:45 PM
indicated client #4 was admitted to the

1/5/12. The RC stated

client #4 "has been a little out of sorts"
since his admission. When asked if the
staff had reported the events of the
morning observation, the RC indicated he
was not aware of any problems. The RC
stated, "It sounds like he had a bad
morning." The RC indicated he had not
reported any of client #4's aggression
and/or abuse toward his housemates since
client #4's admission to the group home
because he did not see it as client to client
abuse. The PS indicated client #4's
aggression toward his peers, client to

to be reported to the
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PS/Administrator, to BDDS and to APS
(Adult Protective Services).
Interview with the PS on 2/25/13 at 1:30
PM indicated all allegations of
abuse/neglect/mistreatment were to be
immediately reported to the administrator.
The PS indicated APS and BDDS were to
be notified within 24 hours of any
allegations of abuse/neglect. The PS
indicated all injuries of unknown source
were to be reported to the administrator.
9-3-2(a)
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WO000154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on interview and record review for W000154 04/10/2013
28 of 41 allegations of abuse, neglect W 154 Staff Treatment of
and/or injuries of unknown source Clients
reviewed, the facility failed to maintain a The facility must have evidence
reproducible system and/or failed to that all alleged violations are
provide evidence of a thorough thoroughly investigated.
investigation regarding allegations of
abuse/neglect, client to client abuse
and/or injuries of unknown source for 1.  What corrective action
clients #2, #4, #5, #6, #7, #8 and #9. will be accomplished?
. . Staff will receive additional
Findings include: . .
training regarding abuse, neglect
and exploitation; peer to peer
The facility's records were reviewed on incidents; and injuries of unknown
2/19/13 at 2 PM and on 2/25/13 at 11:30 origin; along with the reporting
AM process into these allegations
) during their team meeting.
The BDDS (Bureau of Developmental
Disabilities Services) report of 3/20/12 RC will ensure
indicated on 3/19/12 at 5:14 PM the staff investigations are completed and
discovered 3 bruises on client #7's first repoﬁed o t.he administration
) within 5 business days.
three toes of her left foot. The bruise on
her big toe "is about the size of a quarter The Residential
and the bruises on the other two toes are Coordinator and Site Manager will
about the size of a nickel." The report receive additional training
o o regarding abuse, neglect and
indicated the cause of the injury was exploitation; peer to peer
unknown but "the pattern would appear incidents; and injuries of unknown
that [client #7] may have dropped origin; along with the reporting
something on her foot that caused the and investigation process into
. these allegations.
bruising or someone may have stepped on
the toe portion of her foot." The report Occazio’s policy #2105
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indicated an investigation was conducted regarding abuse, neglect and
and completed on 3/20/12. The facility exploitation will be reviewed with
s . . all staff at their team meeting.
records indicated the RC interviewed 3
group home staff. The facility records did
not indicate the RC interviewed all of the
staff in the group home, any client 2. How will we identify other
. . . . residents having the potential
interviews or any interviews of staff at the
) to be affected by the same
day program client #7 attended. deficient practice and what
corrective action will be taken?
The BDDS report of 4/19/12 indicated on
4/19/12 at 2:35 PM client #5 was hit with All residents have the
. . L. potential to be affected by the
a plastic container on his right arm by a same deficient practice.
peer while at the workshop. The peer
dropped the container and client #5 bent Staff will receive additional
down and picked it up. The peer then training regarding abuse, neglect
"h h . d hit Telient #5 and exploitation; peer to peer
threw the container and hit [client #5] on incidents; and injuries of unknown
the right arm again." The facility records origin; along with the reporting
did not indicate the peer to peer process into these allegations
altercation in regard to client #5 was during their team meeting.
investigated. RC will ensure
investigations are completed and
The BDDS report of 6/29/12 indicated on reported to the administration
6/28/12 at 3:05 PM client #9 punched a within 5 business days.
peer twice (once '1n the back and once on The Residential
the shoulder) while at the WorkshOp. The Coordinator and Site Manager will
facility records did not indicate evidence a receive additional training
thorough investigation was conducted. regarding abuse, neglect and
exploitation; peer to peer
o incidents; and injuries of unknown
The BDDS report of 7/2/12 indicated on Origin; a|ong with the reporting
7/1/12 at 5 PM staff discovered two and investigation process into
quarter size bruises on client #2's left these allegations.
ljlppel' .arm. The r.eport indicated the RC Occazio’s policy #2105
investigated the injury and was not able to regarding abuse, neglect and
determine the exact cause of the bruises. exploitation will be reviewed with
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The facility records indicated the RC all staff at their team meeting.
interviewed 2 of the group home staff. .
The facilit ds did not indicate th 3.  What measures will be
e' act 1.y records did not indicate the put into place or what systemic
RC interviewed all of the group home changes will be made to
staff, the clients and/or the staff at the day ensure that the deficient
program client #2 attended. practice does not recur:
Staff will receive additional
The GER (General Events training regarding abuse, neglect
Reports/Incident Report) of 9/5/12 and exploitation; peer to peer
indicated at 5:40 PM the staff noted a incidents; and injuries of unknown
"blister like spot" on the upper part of orgm, algng with the reporting
i S h .. h process into these allegations
client #6's leg. The report indicated the during their team meeting.
cause of the injury was undetermined.
The facility records indicated the report RC will ensure
was reviewed by the RC and an investigations are cgmpletgd and
. .. b d 4 Th reported to the administration
mvestigation was to be conducted. The within 5 business days.
facility records indicated the RC
interviewed 2 of the facility staff. The The Residential
facility records did not indicate the RC Coordlnator_gnd Sltell\/.lanager will
. . dall of th h ff receive additional training
1nterV'1ewe all ot the group home statft, regarding abuse, neglect and
the clients and/or the staff at the day exploitation; peer to peer
program client #6 attended. incidents; and injuries of unknown
origin; along with the reporting
. .. and investigation process into
The? GER .Of 9/%4/12 at 6:15 PM indicated these allegations.
while getting client #6 up and dressed for
the day, the staff discovered "a large Occazio’s policy #2105
bruise. The bruise runs from [client #6's] regarding abuse, neglect and
st 1o his elb his rieht f exploitation will be reviewed with
wrist to s elbow on his right torearm. all staff at their team meeting.
There were also some scratches. Photos
were taken and forwarded to the RC
[Residential Coordinator]." The report 4 H i th ]
indicated the RC will investigate. The - rowwl t e corrective
) o action be monitored to ensure
report did not indicate the source of the the deficient practice will not
injury. The facility records did not recur?
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indicate the facility conducted an
investigation of client #4's injury of , The Site Il\/lanag-er will
monitor on a daily basis when
unknown source. they are in the home.
The GER of 9/30/12 indicated at 6:30 The RC will monitor on a
AM staff discovered a scratch on client Legular basis when they are in the
. o ome.
#6's forehead. The report did not indicate
the source of the injury. The facility The ARC will monitor as
records did not indicate the facility they complete their audits.
conducted an investigation of client #6's
injury of unknown source.
5. What is the date by which
The GER of 10/11/12 at 6 AM indicated the systemic changes will be
the staff discovered a quarter size bruise completed?
. ' . April 10 th , 2013
on the heel of client #6's left hand by his
thumb. The report indicated the source of
the injury was undetermined. The facility
records did not indicate the facility
conducted an investigation of client #6's
injury of unknown source.
The GER of 12/12/12 at 2:45 AM
indicated the staff heard a loud noise and
went to check on client #4. The report
indicated the client had fallen out of bed
and noted client #4 had a 4 centimeter
"cut" on the left side of his forehead. "Egg
shaped bruising about 6 cm by 3.5 cm
surrounding the cut." The report did not
indicate the source of the injury. The
facility records did not indicate the
facility conducted an investigation of
client #4's injury of unknown source.
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The GER of 12/14/12 at 7 AM indicated
client #4 shoved client #7 down,
knocking her into the file cabinet and onto
the floor. The staff noted client #7's right
side, back and buttocks were red from
being shoved and falling. The facility
records did not indicate the client to client
abuse was investigated.

The GER of 1/8/13 at 6:15 AM indicated
the staff discovered 2 bruises on client #8.
One bruise was noted below each elbow
on the outer sides of client #8's arms. The
report indicated "It appears to be from
where she has bumped them against the
table. The one on her right arm is 4 x 1
cm and the one on the leftis 2 x 1 cm."
The facility records did not indicate the
facility conducted an investigation of
client #8's injury of unknown source.

The GER of 1/30/13 at 8:20 PM indicated
the staff noted a dime size bruise on the
client #7's left middle finger. The report
did not indicate the source of the injury.
The facility records did not indicate the
facility conducted an investigation of
client #7's injury of unknown source.

The GER of 2/6/13 at 4:15 PM indicated
the staff discovered a blister on client #6's
right foot. The report indicated the source
of the injury was undetermined. The
facility records did not indicate the

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

XVHU11 Facility ID:

000878 If continuation sheet

Page 87 of 243




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

PRINTED: 04/04/2013
FORM APPROVED
OMB NO. 0938-0391

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

15G364

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

OCCAZIO INC

X2) MULTIPLE CONSTRUCTION

00

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

10311 E JACKSON
SELMA, IN 47383

X3) DATE SURVEY

COMPLETED
03/11/2013

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

facility conducted an investigation of
client #6's injury of unknown source.

The GER of 2/8/13 at 4:44 PM indicated
client #7 "picked her wound" on her right
leg. The report indicated the client was
seen by the nurse for first aid. The report
did not indicate the source of the injury.
The facility records did not indicate the
facility conducted an investigation of
client #7's injury of unknown source.

The GER of 2/12/13 at 3:10 PM indicated
while on the facility van, client #4 hit
clients #2, #6 and #8 and pulled their hair
and clothing. The facility records did not
indicate an investigation was conducted.

Client #4's record was reviewed on
2/20/13 at 2 PM and 2/25/13 at 1 PM.
Client #4's Clinician Reports indicated:
12/4/12 from 5 PM to 5:35 PM, client #4
was touching other residents that did not
want to be touched and was taking their
things.

12/6/12 from 4 PM to 11 PM, client #4
slapped client #5 and tried to slap client
#7. Client #4 was pulling at client #5's
and client #7's shirts.

12/7/12 from 4 PM to 11:59 PM, client #4
"pushed another resident." Client #4 stole
another client's food at the dinner table
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and took another client's belongings,
throwing them across the room.

12/11/12 from 6 AM to 8:30 AM, client
#4 "was very aggressive with one of his
housemates this morning. His housemate
wasn't doing anything to provoke him.
[Client #4] grabbed his face, tried taking
his belongings and threw a cup of juice at
him." The report indicated client #4
"repeatedly touched the other clients."

12/11/12 from 2:30 PM to 8 PM, client #4
had touched other clients and their things
"repeatedly” the staff were not able to
redirect him. The report indicated client
#4 "tried hitting one of his housemates.
He [client #4] also kept trying to grab his
housemate's things. He targets this
housemate often."

12/12/12 from 6 AM to 8:30 AM, client
#4 "grabbed his housemate's face and
tried shoving him into the table. His
housemate did nothing to provoke him.
[Client #4] targets this housemate quite
often and for no apparent reason. His
housemate will walk into a room and he
will go after him. If the housemate is in a
room and [client #4] goes in there most of
the time he will try to take the clients
things or hit and push him. [Client #4]
will not usually calm down until the client
is in another room and if the client comes
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back he will start in again." The report
indicated client #4 had to be redirected
several times from touching others when
they didn't want to be touched and from
taking the other clients' things.

12/14/12 from 6 AM to 8:30 AM, client
#4 pushed client #7, knocking her to the
ground. Staff then tried redirecting client
#4 to his room while the other staff
helped client #7 up. "He [client #4] would
not go to his bedroom. He just stood in
the hallway. He came back into the
kitchen even though staff was trying to
redirect his attention to something elses
(sic). He then threw a cup of milk at a
client and into her plate. He pushed
another client. Staff asked this client to go
in the other room a couple of times but he
didn't leave the room. [Client #4] finally
went into the living room and while staff
was trying to get the other clients out of
there he was kicking the other staff." The
facility records did not indicate the client
to client abuse was investigated

12/15/12 from 8 AM to 11:59 PM (sic),
client #4 "was trying to hug and kiss the
other residents this morning when they
did not want to be touched. Also this
afternoon, he was in the living room with
some other residents and began pushing
[client #5]. He threw some things around
during his behavior."
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12/16/12 from 12 AM (sic) to 8:30 AM,
client #4 "grabbed [client #5] under his
arms and wa (sic) thrusting himself upon
him." The report indicated the staff tried
to redirect client #4 and "get him to let
go... and eventually he did but continued
to attempt to touch him."

12/18/12 from 5:50 PM to 6:10 PM,
client #4 pushed another resident,
preventing the resident from touching his
own book.

12/19/12 from 6 PM to 6:30 PM, client #4
"was hitting other residents, for no
reason.”" The report indicated client #4
was "physically aggressive to the
residents."

1/14/13 from 5:30 PM to 6:30 PM, while
preparing the evening meal, client #4 was
grabbing his peers' clothes and grabbing
plates from his peers. The report indicated
client #4 grabbed his peer's shirt and
"kept stealing other residents' dinner. He
[client #4] wouldn't stop until he got what
he wanted." Client #4 was escorted to the
activity room to eat his evening meal.
After eating, client #4 again grabbed at
his peers' clothing. "He [client #4] has
been hard to redirect tonight." The report
indicated client #4 "hit 2 other residents
for no reason."
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2/8/13 from 2:30 PM to 8 PM, client #4
was grabbing his housemates' things and
touching others.

Interview with the RC (Residential
Coordinator) and the PS (Program
Specialist) on 2/20/13 at 2:45 PM
indicated client #4 was admitted to the
group home on 11/5/12. The RC stated
client #4 "has been a little out of sorts"
since his admission. When asked if the
staff had reported client #4 had hit client
#5 with a hand towel and had pulled at his
clothes during the morning observation,
the RC stated, "Yeah, he had a bad
morning." The RC indicated he had not
conducted any investigations in regard to
client #4's aggression and abuse toward
his housemates since client #4's
admission to the house because he did not
see it as client to client abuse. The PS
indicated client #4's behaviors toward his
peers were client to client abuse and were
to be investigated.

Interview with the PS on 2/25/13 at 1:30
PM indicated all allegations of
abuse/neglect/mistreatment and injuries of
unknown source were to be thoroughly
investigated.

9-3-2(a)
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W000156 | 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
The results of all investigations must be
reported to the administrator or designated
representative or to other officials in
accordance with State law within five
working days of the incident.
Based on interview and record review for WO000156 04/10/2013
5 of 6 investigations reviewed, the facility W 156 Staff Treatment of
failed to report the results of the Clients
investigations to the administrator within The results of all investigations
5 days from the date of discovery of the must be reported to the
injuries and/or incident for clients #2, #6, administrator or designated
#7 #8 and #9 representative or to other officials
’ ' in accordance with State law
within five working days of the
Findings include: incident.
The facility's records were reviewed on
2/19/13 at 2 PM and on 2/25/13 at 11:30 1. What corrective action
AM. will be accomplished?
The BDDS report of 3/20/12 indicated on _ Staff will receive additional
3/19/12 at 5:14 PM the staff discovered 3 training re_galjdm.g abuse, neglect
] : and exploitation; peer to peer
bruises on client #7's first three toes of her incidents: and injuries of unknown
left foot. The bruise on her big toe "is origin; along with the reporting
about the size of a quarter and the bruises process into these allegations
on the other two toes are about the size of during their team meeting.
anickel." The report indicated the cause RC will ensure
of the injury was unknown but "the investigations are completed and
pattern would appear that [client #7] may reported to the administration
have dropped something on her foot that within 5 business days.
caused the bruising or someone may have The Residential
stepped on the toe portion of her foot." Coordinator and Site Manager will
The report indicated an investigation was receive additional training
conducted and completed on 3/20/12. The regarding abuse, neglect and
exploitation; peer to peer
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facility records did not indicate the incidents; and injuries of unknown
administrator was notified of the results origin; along with the reporting
. .. - . and investigation process into
of the investigation within five working these allegations.
days from the date the unknown injury
was discovered. Occazio’s policy #2105
regarding abuse, neglect and
Lo exploitation will be reviewed with
The BDDS report of 6/29/12 indicated on all staff at their team meeting.
6/28/12 at 3:05 PM client #9 punched a
peer twice (once in the back and once on
the shoulder) while at the workshop. The . . .
Ny . .. 2.  How will we identify other
report indicated an investigation was . . )
» ) residents having the potential
conducted. The facility records did not to be affected by the same
indicate the administrator was notified of deficient practice and what
the results of the investigation within five corrective action will be taken?
working days from the date the unknown ,
.. di d All residents have the
Injury was discovered. potential to be affected by the
same deficient practice.
The BDDS report of 7/2/12 indicated on
7/1/12 at 5 PM staff discovered two o Staff W'”, receive additional
76 brui lient #2's left training regarding abuse, neglect
quarter size bruises on 'C 1<'en sle and exploitation; peer to peer
upper arm. The report indicated the RC incidents; and injuries of unknown
investigated the injury and was not able to origin; along with the reporting
determine the exact cause of the bruises. zro'cethln'totthese a"etgat'ons
. . . uring their team meeting.
The facility records did not indicate the 9 9
administrator was notified of the results RC will ensure
of the investigation within five working investigations are completed and
days from the date the unknown injury reported to the administration
. within 5 business days.
was discovered.
The Residential
The BDDS report of 8/14/12 indicated on Coordinator and Site Manager will
8/14/12 at 12:15 AM while at the day fece'\g? addg'ona' tra'ln'ntg )
. . . regarding abuse, neglect an
program, client #8 was sitting outs%de the exploitation: peer to peer
women's restroom when she was hit on incidents; and injuries of unknown
the top of her head by another consumer. origin; along with the reporting
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The report indicated staff saw the incident and investigation process into
and told the clients to "keep their hands to these allegations.
themselves. The other consumer then hit Occazio’s policy #2105
[client #8] three times on the right side of regarding abuse, neglect and
her nose with a fist. The other consumer exploitation will be reviewed with
hit the empty chair beside them, and hit all staff at their team meeting.
[chent.#S] one more tlme.before staff 3. What measures will be
could intervene." The facility records put into place or what systemic
indicated the incident was investigated. changes will be made to
The facility records did not indicate the ensure that the deficient
administrator was notified of the results practice does not recur:
of the investigation w1th11.1 ﬁYe working Staff will receive additional
days from the date of the incident. training regarding abuse, neglect
and exploitation; peer to peer
The GER (General Events Report) of incidents; and injuries of unknown
.. ) origin; along with the reporting
9/5/12 indicated at 5:40 PM the staff process into these allegations
noted a "blister like spot" on the upper during their team meeting.
part of client #6's leg. The report
indicated the cause of the injury was ) ,RC, will ensure
undetermined. The facility records investigations are completed and
i ’ y ) reported to the administration
indicated the report was reviewed by the within 5 business days.
RC and an investigation was conducted.
The facility records did not indicate the c d.Th? Res';g‘tt'a:vl i
.. . oordinator and Site Manager wi
admlm.strato.r W?T.S not%ﬁe.d of the re51.11ts receive additional training
of the investigation within five working regarding abuse, neglect and
days from the date the unknown injury exploitation; peer to peer
was discovered. incidents; and injuries of unknown
origin; along with the reporting
and investigation process into
The BDDS (Bureau of Developmental these allegations.
Disabilities Services) report of 9/14/12
indicated on 9/13/12 at 5:45 PM the staff g 'I;he fRCt:)W'” ensdure tTattaII
. . . . incidents of abuse and neglec
dlscoyered a 1/'4 1nc}.1 by 1 1/.2 inch bruise are reported to BDDS and APS
on client #8's right hip. "During RC timely.
(Residential Coordinator) investigation,
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workshop reported that [client #8] had Occazio’s policy #2105
been very active and bouncing around in regarding abuse, neglect and
h . lier in th . i exploitation will be reviewed with
er chair earlier in the week. It is believed all staff at their team meeting.
[client #8] her hip on the edge of the table
when she was bouncing in her seat." The
facility records did not indicate the . .
dministrat tified of th 1t 4. How will the corrective
a m1n1.s ra o.r wgs no 1 1e. of the 1'681.1 S action be monitored to ensure
of the investigation within five working the deficient practice will not
days from the date the unknown injury recur?
was discovered.
The Site Manager will
. . monitor on a daily basis when
Interview with the PS (Program they are in the home.
Specialist) on 2/25/13 at 2 PM indicated
she had not been notified of the results of The RC will monitor on a
the investigations in regard to the injuries Lig;Lar basis when they are in the
of unknown source for clients #2, #6, #7 '
and #8 and for the client to client abuse The ARC will monitor as
for clients #8 and #9. they complete their audits.
9-3-2(a)
5. What is the date by which
the systemic changes will be
completed?
April 10 th , 2013
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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 observation, interview and WO000159 04/10/2013
record review for 4 of 4 sample clients W 159 Qualified Mental
(#1, #2, #3 and #4) and 4 additional Retardation Professional
ch.ents (#5, #6, #7 and #8), the facility Each client's active treatment
failed to ensure the RC/QMRP program must be integrated,
(Residential Coordinator/Qualified coordinated and monitored by a
Mental Retardation Professional) q“a“f'e‘,’ mental retardation
. . . professional.
integrated, coordinated and monitored the
clients' treatment programs.
Findings include: 1.  What corrective action
will be accomplished?
1. The RC failed to ensure client #1's, Regular monitoring,
#2's, #3's, #4's, #5's, #6's, #7's and #8's integration, and coordination of
rights in regards to locking the sharps, treatment programs will be
cleaning supplies, food and/or snacks and completed for Clients #1-#8 by
& Supphes, ) the Residential Coordinator.
the use of door and window alarms.
Please see W125. The Area Residential
Coordinator will ensure that the
2 The RC failed to ensure the Residential Coordinator is
’ . monitoring treatment programs
Interdisciplinary Team for all 8 clients in the home.
assessed/re-assessed client #4's BSP
(Behavior Support Plan) in regards to his The RC will ensure that
behaviors at the group home/school and programming 1S in plac.:e. for a.".
] clients addressing their identified
abuse toward his housemates. The IDT need at all times.
(Interdisciplinary Team) failed to assess
clients #2, #3, #6, #7 and #8 in regards for All 8 residents will be
the need for a clothing protector and as§§ssed to determine their
) . ability to have access to
failed to assess clients #2, #3, #4 and #8 knives/sharps and cleaning
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for the ability to adjust the water supplies. Guardian approval will
temperatures within the group home. The be requested if resident is not
failed 1 1 # 4 found to be able to safely handle
IDT failed to assess clients #1, #2, #3, #4, knives/sharps and cleaning
#5, #6, #7 and #8 for the use of knives, supplies. Ifit is found that
cleaning and/or laundry products and the knives/sharps and cleaning
IDT failed to assess client #1 within 30 S“p,p"es should be locked, thosg
d fter her admissi h residents that can safely use said
ays after her admission to the group items will be provided a key in
home. Please see W210. order to access them
independently.
3. The RC failed to ensure client #1's, All food and ks will b
, e , ood and snacks will be
#2. 5, #3's #7 § anq #8's ISPs addressed .the available to all residents at all
clients' leisure skills and food preparation times — no edible items will be
needs. The RC failed to address client locked at any time.
#7's need in regards to smoking. Please
W227 The alarms on the doors
see : and windows have been
determined that they not needed
4. The RC failed to ensure client #2's and at this time. They have been
#3's ISPs addressed how the staff were to removed from the house.
superv1s§ and assist the clients while Staff training will occur so
ambulating and to address when the they are aware of any restrictions
clients were to use a walker and/or a gait regarding knives/sharps and
belt. Please see W240. cleaning supplies relevant to each
resident at their team meeting.
5. The RC failed to ensure client #1's, Clients #1-#8's IPOP
#2's, #3's and #4's ISPs addressed the assessments and behavior plans
clients' identified training needs in regards will be reviewed and updated to
.. . . reflect the necessary changes
to dining, personal hygiene, hair care, . ;
i i ) regarding their needs for access
bathing, dressing, tooth brushing and to knives/sharps, cleaning
toileting. Please see W242. supplies, and use of chimes on
the doors.
6. The RC failed to ensure clients #1, #2, . : .
. Client #3’s programming
#3, #4, #5, #6, #7 and #8 were provided regarding access to
choices of food as indicated on the facility sharps/knives and cleaning
menu. Please see W247. supplies will be updated to reflect
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her abilities in her new home.
7. The RC failed to ensure the staff
- lont #1's. 015 #3's. 45" Client's #1, #2, #4, #5, #6,
implemented client #1's, #2's, #3's, #5's, #8. and #8 will be placed on
#6's, #7's and #8's training objectives programming to address their
when formal and informal training needs regarding locked items in
opportunities existed. Please see W249. the home.
) ) HRC approval will be
8. The RC failed to develop an active obtained for all clients regarding
treatment schedule for clients #1 and #4 the restrictions in the home.
after admission and failed to ensure client o taffing f
, e , , , . ne on one staffing for
##2's, #3's #5's, #6's, #7's and #8's active Client #4 began on 2-25-13.
treatment schedules were individualized.
Please see W250. Two on one staffing for
Client #4 began the week of
. 3-18-13 to help protect residents
9. The RC failed to ensure the IDT in the home. This staffing pattern
reviewed and updated client #2's and will continue until Client #4 is no
client #8's IPOP/CFA (Individual Plan of longer in the home.
Protective Oversight/Comprehensive .
. Client #4 BSP has been
Functional Assessment) annually and to updated
ensure client #1 was assessed after her
admission to the group home. Please see Occazio served notice to
W259. terminate services for Client #4
on 3-22-13. Last day of services
_ o will be April 20th, 2013.
10. The RC failed to revise client #2's and
#8's ISPs within 365 days of the previous Client #4 has been taken to
ISP. Please see W260. Ball Memorial Hospital for
emergency psychiatric evaluation
) three times since 2-22-13.
11. The RC failed to ensure the HRC
(Human Rights Committee) reviewed and Client #4 was seen by his
approved all of the restrictive practices gew pslychlzt.rlst.on 3;11 5-13.
within the home for clients #1, #2, #3, #4, everal medication changes were
made at that time.
#5, #6, #7 and #8. Please see W264.
Client #4 has a follow up
12. The RC failed to ensure the use of psych appointment on 4-5-13.
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standing as needed orders for the use of .
physical restraint was prohibited for ) Clients #2, #3, #6, #7 and
i #8 will be assessed for the need
clients #2, #7 and #8. Please see W290. for clothing protectors while
eating.
13. The RC failed to develop medication
objectives to provide medication training Water temperature
for cli 1 assessments will be completed
or client #1. Please see W371. with Client #2, #3, #4. and #8.
14. The RC failed to ensure water The IPOP assessments will
temperatures did not exceed 110 degrees ;g u#idateg Logreﬂi(.:lt_t.CIletnt s#2,
. , #4, an s abilities to
for clients #2, #3, #4, #6 and #8. Please regulate water temperatures.
see W426.
Upon admission client’s
15. The RC failed to ensure client #1's geeds Wc"” tl)e azsessed W'th',nt30
, C ays and placed on appropriate
and #3's ISP addressed the clients programming.
training needs to wear and take care of
their eye glasses. Please see W436. Client #1 has now been put
on programming to address her
. identified needs.
16. The RC failed to ensure the staff held ! .
an evacuation drill quarterly for each shift Client's #1, #2, #3, #7 and
of personnel in regards to clients #1, #2, #8 will be put on programming to
#3_ #4. #5. #6. #7 and #8. Please see address their leisure skills and
W;MO.’ 7 food preparation needs.
Client #1, #2, #3, #7 and
17. The RC failed to ensure the staff #8's ISP’s will be updated to
followed the facility menu and provided reflect trt‘_e'r Ielsudre skill and food
client substitutions for food not eaten for preparation needs.
clients #1, #2, #3, #4, #5, #6, #7 and #8. Client #7 will be placed on
Please see W460. programming to understand the
consequences of smoking.
18. The RC failed to ensure clients #1, #2, Client #7’s ISP will be
#3, #4, #5, #6, #7 and #8 were provided updated to reflect the need to
knives at meal time. Please see W484. understand the consequences of
smoking.
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19. The RC failed to ensure clients #1, #2, .
#3, #4, #5, #6, #7 and #8 were provided Client #2 and #,3 s ISP and
C . 1 .. IPOP assessments will be
training in family style dining and to updated to address how the staff
provide supervision while the clients ate is to supervise and assist the
their morning meal. The RC failed to clients while ambulating and to
ensure the clients packed their own lunch address when the chen.ts were to
use a walker and/or gait belt.
boxes. Please see W488.
The PCP for Client #2 and
20. Client #1's record was reviewed on #3 has been contacted to obtain
2/25/13 at 11:00 AM. Client #1's record clarification for how the staff is to
- dicated cli ' 41 ' dmitted to th assist the two residents with their
Indicated client #1 was a ml_tte to the ambulation needs and to identify
group home on 11/30/12. Client #1's ISP how their ambulation adaptive
(Individual Support Plan) dated 12/28/12 equipment is to be utilized.
did not indicate any program objectives p , i be out
. . , . rogramming will be put in
.for .chent #1. Client #'#1 s record did not place for Clients #1, #2, #3, and
indicate the RC had implemented any #4 to address their identified
program objectives for client #1 since her needs in regards to dining,
admission to the group home on 11/30/12. personal hygiene, hair care,
bathing, dressing, tooth brushing,
) ) and toileting.
Client #2's record was reviewed on
2/21/13 at 11:30 AM. Client #2's ISP Staff will be retrained on
dated 2/14/12 indicated client #2 had the how to provide appropriate food
followi bicctives: substitutions and the importance
0 0W1?1g 0 JCC. IV?S' . of following the menu at their
__To pick up his pill crusher during med team meeting.
pass with hand over hand assistance.
To demonstrate opening his mouth for  Regular meal observations
t; dentist will be completed by the RC
¢ dentist. ] and/or the Site Manager for the
__To brush his teeth. home to ensure that the menu is
__To use a communication book to being followed, that staff is
communicate his wants and needs with encouraging the residents to
. follow their prescribed dining
HOH assistance. ;
) ) ) plans and that appropriate food
__To identify a nickel. substitutions are being offered.
__To wash his hands with HOH (Hand
over Hand ) assistance. Staff will be retrained on
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Client #2's record indicated no RC/QMRP the importance of ensuring active
review of client #2's objectives from treatment gt all times during their
team meeting.
1/2012 through 7/2012 and for 12/2012
and 1/2013. Active treatment schedules
will be developed for Client’s #1
Client #3's record was reviewed on and #4.
2/21/13 at 2 PM. Client #3's ISP dated The active treatment
10/16/12 indicated client #3 had the schedules for Clients #2, #3, #5,
following objectives: #6, #7 and #8 will be
__To independently state/point to a individualized.
nickel. ) ) Staff will be trained on the
__To understand her rights and recognize active treatment schedules for
abuse/report abuse. Client’s #1-#8 at their next team
__To be able to select her Advair from meeting.
the cart. Client #1's IPOP
_TO allow staff to assist her with the use assessments will be completed to
of a gait belt if needed. determine her needs.
To increase independence in using lock .
b’ det the sh Client #2 and #8's IPOP
0x C(? cto ac?ess €S arps.. ) assessments will be updated to
__To increase independence in using own reflect their changed needs over
key to access hazmat. the past year.
To do standing balance exercises for 10 .
. Client #2 and #8's ISP’s
ml.n. o have been updated.
Client #3's record indicated no RC/QMRP
reviews of client #3's objectives from The standing order for
1/2012 through 7/2012 and for 12/2012 restraints has been removed from
nd 12013 Client #2, #7, and #8’s Medication
a ) Administration Record.
Client #4's record was reviewed on Occazio’s policy regarding
2/20/13 at 2 PM. Client #4's record Behavior Change Interventions in
indicated client #4 was admitted to the C”§IS will .be reviewed w il all staff
. during their team meeting.
group home on 11/30/12. Client #4's ISP
dated 12/4/12 indicated client #4 had the Programming regarding
following objectives: medication training will be
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_To gather items needed for the med implemented for Client #1.
ass.
P .. . The water temperature in
__To unders.tal.ld his rights and recognize the home has been adjusted back
abuse by pointing to body parts. to 110 degrees Fahrenheit.
Client #4's record indicated no RC/QMRP .
review of client #4's objectives for ‘ Sttaff IS LO cclzmtilete ;/.vater
emperature checks three times a
12/2012 and/or 1/2013. week and document the findings
on the water temperature check
Interview with the PS (Program sheet in Therap. Temperatures
Specialist) on 2/25/13 at 2 PM indicated above 110 degrees Fahrenheit
. are reported to the RC for the
the RC was to complete monthly reviews home
of each client's objectives and revise the
objectives depending on each client's Staff will be retrained on
progress toward obtaining the objective. the importance of checking the
The PS indi d sh bl water temperature and reporting
© indicated she w.as nota e. to temperature concerns to the RC
locate any monthly reviews for clients #2 during their team meeting.
and #3 from 1/2012 through 7/2012
and/or for clients #2, #3 and #4 for - Pro?rnglcr:llg Wt'JI t;; §
o implemented for Client's #1 an
1%/2012 and 1/2013. The PS indicated #3 to wear and take care of their
client #3 was transferred from one of the glasses.
facility's other group homes on 9/19/12.
The PS indicated client #3's objectives to A ds};ts(g'ft (71e11m-3;):>m),dan
evening shift (3pm-11pm) an
use a lock box and a key to unlock the night shift (11pm-7am) drill will be
hazmat (hazardous chemicals) pertained run by 4-10-13.
to the group home client #3 was
transferred from. The PS indicated the RC The importance of ensuring
. . that evacuation drills are ran at
should have reviewed her objectives and i
o least quarterly for each shift of
updated them upon admission to the new personnel will be reviewed with
group home. The PS indicated the the staff and RC during their team
RC/QMRP did not implement any meeting.
Ob‘]efltl\.’es for client #1 since her A drill tracking sheet will be
admission to the group home on 11/30/12. utilized by the RC and DSA to
ensure that drills for each shift of
9-3-3(a) personnel are being conducted.
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Client’s #1-#8 will be
placed on programming for them
to assist with packing their
lunches for day program.

Staff will be retrained on
the importance of ensuring the
table is set properly, including
knives to utilize during the meal.

Client’s #1-#8 will be
placed on programming to
participate in family style dining.

Staff will be retrained on
the importance of ensuring family
style dining and proper
supervision of the client’s needs
during the meal.

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

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

The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, assessments, ISP
and behavior plan.
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The Area Residential
Coordinator will ensure that the
Residential Coordinator is
monitoring treatment programs
for all 8 clients in the home.

Regular monitoring,
integration, and coordination of
treatment programs will be
completed for Clients #1-#8 by
the Residential Coordinator.

All 8 residents will be
assessed to determine their
ability to have access to
knives/sharps and cleaning
supplies. Guardian approval will
be requested if resident is not
found to be able to safely handle
knives/sharps and cleaning
supplies. Ifitis found that
knives/sharps and cleaning
supplies should be locked, those
residents that can safely use said
items will be provided a key in
order to access them
independently.

All food and snacks will be
available to all residents at all
times — no edible items will be
locked at any time.

The alarms on the doors
and windows have been
determined that they not needed
at this time. They have been
removed from the house.

Staff training will occur so
they are aware of any restrictions
regarding knives/sharps and
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cleaning supplies relevant to each
resident at their team meeting.

HRC approval will be
obtained for all clients regarding
the restrictions in the home.

Additional staffing has
been provided for Client #4 to
help protect the rest of the clients
in the home from peer to peer
aggression.

In the event that an
individual’s needs become
greater than the current staffing
supports in the home, the IDT will
meet to reevaluate the staffing
pattern in the home and to
develop a plan to meet the
client’s increased needs.

The RC will monitor the
needs of the individuals within the
home and at their day service
provider. As their needs change,
appropriate assessments will be
completed to determine if
additional adaptive equipment,
programming or clothing
protectors are needed.

Upon admission client’s
needs will be assessed within 30
days and placed on appropriate
programming.

Staff will be retrained on
how to provide appropriate food
substitutions and the importance
of following the menu at their
team meeting.
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Regular meal observations
will be completed by the RC
and/or the Site Manager for the
home to ensure that the menu is
being followed, that staff is
encouraging the residents to
follow their prescribed dining
plans and that appropriate food
substitutions are being offered.

Staff will be retrained on
the importance of ensuring active
treatment at all times during their
team meeting.

Staff will be trained on the
active treatment schedules for
Client’s #1-#8 at their next team
meeting.

The RC will ensure that
each client’s ISP and
assessments are updated at least
on an annual basis.

The ARC will review with
the RC the importance of
ensuring that the active treatment
schedules are individualized.

The ARC will review with
the RC the importance of
ensuring that client’s ISP’s and
assessments are updated at least
on an annual basis.

The standing order for
restraints has been removed from
all of the Client’s Medication
Administration Records where
restraint is not warranted in their
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behavior plan.

Occazio’s policy regarding
Behavior Change Interventions in
Crisis will be reviewed will all staff
during their team meeting.

Staff is to complete water
temperature checks three times a
week and document the findings
on the water temperature check
sheet in Therap. Temperatures
above 110 degrees Fahrenheit
are reported to the RC for the
home.

Staff will be retrained on
the importance of checking the
water temperature and reporting
temperature concerns to the RC
during their team meeting.

The importance of ensuring
that evacuation drills are ran at
least quarterly for each shift of
personnel will be reviewed with
the staff and RC during their team
meeting.

A drill tracking sheet will be
utilized by the RC and Site
Manager to ensure that drills for
each shift of personnel are being
conducted.

Staff will be retrained on
the importance of ensuring the
table is set properly, including
knives to utilize during the meal.

Client’'s #1-#8 will be
placed on programming to
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participate in family style dining.

Staff will be retrained on
the importance of ensuring family
style dining and proper
supervision of the client’s needs
during the meal.

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

The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, assessments, ISP
and behavior plan.

The Area Residential
Coordinator will ensure that the
Residential Coordinator is
monitoring treatment programs
for all 8 clients in the home.

Regular monitoring,
integration, and coordination of
treatment programs will be
completed for Clients #1-#8 by
the Residential Coordinator.

All 8 residents will be
assessed to determine their
ability to have access to
knives/sharps and cleaning
supplies. Guardian approval will
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be requested if resident is not
found to be able to safely handle
knives/sharps and cleaning
supplies. Ifitis found that
knives/sharps and cleaning
supplies should be locked, those
residents that can safely use said
items will be provided a key in
order to access them
independently.

All food and snacks will be
available to all residents at all
times — no edible items will be
locked at any time.

The alarms on the doors
and windows have been
determined that they not needed
at this time. They have been
removed from the house.

Staff training will occur so
they are aware of any restrictions
regarding knives/sharps and
cleaning supplies relevant to each
resident at their team meeting.

HRC approval will be
obtained for all clients regarding
the restrictions in the home.

Additional staffing has
been provided for Client #4 to
help protect the rest of the clients
in the home from peer to peer
aggression.
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W000186 | 483.430(d)(1-2)
DIRECT CARE STAFF
The facility must provide sufficient direct
care staff to manage and supervise clients in
accordance with their individual program
plans.
Direct care staff are defined as the present
on-duty staff calculated over all shifts in a
24-hour period for each defined residential
living unit.
Based on observation, record review and WO000186 04/10/2013
interview for 4 of 4 sampled clients (#1, W 186 Direct Care Staff
2, #3, and #4) and 4 additional clients
#2,#3, #4) and . . The facility must provide sufficient
(#5, #6, #7 and #8), the facility failed to direct care staff to manage and
provide adequate staffing levels to ensure supervise clients in accordance
the clients were not abused due to client with their individual program
#4's behaviors, to ensure adequate p'a',”s' Direct care staff are
o . defined as the present on-duty
supervision at meal time, and to ensure staff calculated over all shifts in a
the clients received active treatment and 24-hour period for each defined
supervision throughout the day. residential living unit.
Findings include:
1. What corrective action
Observations were conducted at the group will be accomplished?
home on 2/19/13 between 3:45 PM and o taffing
) . ) ne on one staffing for
6:15 PM. The following was observed: Client #4 began on 2-25-13.
Three direct care staff (staff #1, #2 and
#3) were in the home with the RC. Upon Two on one staffing for
entering the group home, the RC gh1e8nt1§4t b(;glan thet W‘t%k OL .
(Residential Coordinator) opened the o-10-1s 1o he'p protec: residents
) ) ) ] in the home. This staffing pattern
front door with client #4 beside him and will continue until Client #4 is no
stated, "I want to tell you before you get longer in the home.
started, [client #4] has Autism. You have
. . . . Occazio served notice to
to forgive him because he is a little out of : . .
) ] terminate services for Client #4
sorts." The RC stayed with client #4, on 3-22-13. Last day of services
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taking client #4 by the hand and trying to will be April 20th, 2013.
keep him away from the kitchen area and
P . Y . . Residential Coordinator
the other clients in the home. At 4:45 PM, and Site Manager will ensure
the RC left the group home. Client #4 there are adequate staffing
walked into the dining room and was numbers in the home at all times
prompted back into the living room by to prevent client to client abuse.
staff #1. Staff #1 put a movie on for client Staff will be retrained on
#4 to watch. At 5:15 PM staff #1 left the importance of ensuring active
client #4 to assist client #8 to the treatment at all times during their
bathroom. Client #4 returned to the dining team meeting.
room, was loud and grabbing things on
the table. Staff #2 escorted client #4 back
to the living room. From 3:45 PM until 2. How will we identify other
5:17 PM staff #3 was with client #6 residents having the potential
bathing and dressing him. At 5:17 PM to l?e_affected l_ay the same
. - deficient practice and what
staff #3 was with client #6 and wheeled corrective action will be taken?
him to the living room with clients #4, #7
and #8 and prompted client #4 to work a All residents have the
puzzle or watch television. Staff #1 stayed potent;alft.o. betaﬁec:gd by the
. . . . same deficient practice.
with clients #4, #6, #7 and #8 in the living P
room until time for the PM meal. Residential Coordinator
and Site Manager will ensure
Client #1 - At 3:45 PM client #1 walked there are adequate staffing
he hall din the dini d numbers in the home at all times
the halls, stood in the dining room an to prevent client to client abuse.
kitchen without activity. At 4:45 PM,
client #1 stood in the dining room, Additional staffing has
watching staff #2 and client #5 preparing been provided for Client #4 to
th . 1 At 4:50 PM client #1 help protect the rest of the clients
© evenlng r.nea : : clien in the home from peer to peer
sat at the dining room table and drank a aggression.
soda she had brought home from the work
shop and then got up to shower. After  Inthe event that an
h . lient #1 in her bed individual’s needs become
showering, C 1'en was 1n. ?r cdroom greater than the current staffing
and/or the dining room until time for the supports in the home, the IDT will
evening meal at 5:40 PM. Client #1 was meet to reevaluate the staffing
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not involved with the evening meal, pattern in the home and to
offered activities or training during this dgve[op a plan to meet the
. client’s increased needs.
observation.
Staff will be retrained on
Client #2 - At 3:50 PM client #2 was the importance of ensuring active
sitting at the dining room table eating :reatment ?t all times during their
. . eam meeting.
puffed corn. After finishing his snack, g
client #2 walked to the medication room
to get his PM medications. Client #2
walked at a fast pace with a walker, his 3. ) What measures will be )
right shoe lace was untied and dangling put into pla.ce or what systemic
. ] . changes will be made to
between his feet. After getting his ensure that the deficient
medication client #2 went to his bedroom, practice does not recur:
walked the hallway to the dining
room/kitchen, stood for a few minutes d S.Fel\s/lldentlal C(.)”ordmator
. ) and Site Manager will ensure
an.d returne.d to his ‘t?edr-oom. At 4:35 PM there are adequate staffing
client #2 laid down in his bed, not numbers in the home at all times
sleeping, occasionally biting on his right to prevent client to client abuse.
wrist. At 5:42 PM staff #1 prompted Additional staffing h
. itional staffing has
cl'16.nt #2 to get out of ped anq go to the been provided for Client #4 to
dlnlng room. Staff assisted client #2 he|p protect the rest of the clients
filling his plate with food. At 6 PM client in the home from peer to peer
#2 got up from the table and walked back aggression.
to his bédroom. 911ent #2 dl.d not eat the In the event that an
pineapple. Client #2 bit his right wrist greater than the current staffing
frequently throughout this observation. supports in the home, the IDT will
. L . meet to reevaluate the staffing
Client #2's right wrist was red and .
] ; ) pattern in the home and to
scarred. The staff did not redirect client develop a plan to meet the
#2 from biting his wrist. Client #2 was client’s increased needs.
not involved with the evening meal,
o .. . . Staff will be retrained on
offered activities or training during this . . .
. the importance of ensuring active
observation treatment at all times during their
team meeting.
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  XVVHU11 Facility ID: 000878 If continuation sheet Page 114 of 243




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

PRINTED: 04/04/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER:  BUILDING 00 COMPLETED
15G364 L WING 03/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
10311 E JACKSON
OCCAZIO INC SELMA, IN 47383
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ROVIDERS PLAN OF CORRECTION (X3)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Client #3 - At 3:45 PM, client #3 was in
her bedroom, rummaging through her
closet. Client #3 walked from her 4 How will the corrective
bedroom to the living room to the kitchen action be monitored to ensure
and back again. Client #3 stood watching the deficient practice will not
the meal preparation and then went to the recur?
living room.to sit .in the recliner with a The Site Manager wil
box of popsicle sticks on her lap until monitor on a daily basis when
time for the evening meal at 5:40 PM they are in the home.
when she walked to the dining room and
sat down. At 5:45 PM, staff #2 helped The RC will monitor ona
. regular basis when they are in the
client #3 place the food on her plate and home.
client #3 immediately began eating at a
fast pace, taking large bites. Client #3 was The ARC will monitor as
not involved with the evening meal, they complete their audits.
offered activities or training during this
observation
5. What is the date by which
Client #7 - At 3:45 PM until 5:40 PM the systemic changes will be
client #7 was observed in her bedroom completed?
lying in her bed. The staff did not offer April 10 th , 2013
client #7 a choice of leisure activities
and/or training objectives during this
observation.
Client #8 - At 4 PM client #8 was curled
up on the couch in a sitting position with
her face in her arms, leaning on the back
of the couch. The television was on but
client #8 was not interested or watching
what was on. At 5:15 PM staff #1 went
with client #8 to the bathroom for client
#8 to shower. After showering, client #8
returned to the couch until time for the
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evening meal at 5:40 PM. The staff did
not offer client #8 a choice of leisure
activities and/or training objectives during
this observation.

While dining, staff #2 sat between clients
#3 and #8 and fed client #8. Staff #1 sat
between clients #4 and #1 and fed client
#1. Staff #3 sat between clients #7 and #6
and fed client #6. During the meal client
#4 required constant supervision and
redirection. Client #4 ate at a fast pace,
took large bites and grabbed at the food
and items around him. Staff #1, #2 and #3
redirected client #4 throughout the meal.
The staff were unaware client #3 was
taking large bites and eating at a fast pace,
client #8 was eating with her fingers when
not being fed fast enough due to
distraction, client #2 was biting his wrist,
got up from the table and returned to his
bedroom. Client #1 did not finish his
meal.

Observations were conducted at the group
home on 2/20/13 between 5:35 AM and
8:05 AM. Upon entering the home, two
staff (staff #4 and #5) were in the home
with 8 clients. Staff #5 was in the
bathroom with client #6. The dining room
table was set for the morning meal. Staff
#4 indicated the staff set the table prior to
the clients getting up. Client #1 was in her
bedroom getting dressed, client #2 was
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sitting at the dining room table biting his
wrist and clients #3 and #8 were in the
living room, client #3 in the recliner and
client #8 sitting curled up on the couch
facing the back of the couch with her head
in her arms.

5:40 AM - 6 AM Client #2 got up from
the table and went back to his bedroom to
lay down. Staff #4 woke client #7 and
prompted her to go to the bathroom for
her AM care. Staff #1 arrived and began
the morning meal. Client #1 came out of
her bedroom to assist in the kitchen.
Clients #4 and #5 were still in bed.

6:10 AM - Staff #5 finished toileting and
dressing client #6 and wheeled him to the
dining room table.

6:20 AM - The food was prepared for
breakfast and sitting on the dining room
table. Staff #5 woke clients #4 and #5 up.
Staff #4 assisted client #4 to get dressed.
As soon as client #4 got to the table he
started grabbing at the bowls of food and
the plate of toast on the table. Staff #4
redirected client #4 several times to leave
the food alone and to sit down at the
table. Client #7 was still in the bathroom.
Staff #4 stated, "She always takes a long
time."

6:25 AM - Clients #1, #2, #3, #4, #5, #6
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and #8 were sitting at the dining room
table. On the table was a large bowl of
oatmeal, a large bowl of scrambled eggs
and a platter of toast. Staff #4 assisted
clients #3 and #4 in filling their plates
while staff #1 assisted client #2 and staff
#5 assisted client #6. Clients #3 and #4
began eating immediately as soon as the
food was on their plates, taking large bites
and eating at a fast pace. Client #4
continued to grab at the food, bowls and
glasses near him with staff #4 and staff #1
redirecting him multiple times. Due to
client #4's need for constant supervision
and redirection, client #8 sat without food
on her plate, picking her nose, until staff
#4 could assist her with filling her plate.
Client #4 continued to grab food, glasses,
bowls of food, the other clients' food and
whatever else he could reach during the
morning meal. Staff #4 sat between
clients #3 and #7 and staff #4 fed client
#7. Staff #1 sat between clients #4 and #1
and fed client #1. Staff #5 sat beside
client #6 and fed client #6.

6:35 AM - Client #4 stood up from the
table and grabbed the bowl of scrambled
eggs. Staff #1 and #4 asked client #4 to
put the eggs down and to sit back down.
After several prompts, client #4 complied.
Client #7 came from her bedroom,
wearing her coat to go outside to smoke a
cigarette. Clients #4 and #5 ate all the
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food on their plate and wanted more.
Client #5 asked for more eggs and was
told no because not everyone had gotten
their food yet. Staff #5 fed client #6 while
staff #1 and #4 redirected client #4. Client
#8 began eating her eggs with her hands
and client #2 sat biting his wrist.

6:40 AM - Client #4 got up from the table
and grabbed the bowl of eggs again. Staff
#4 prompted client #4 to put the bowl
down, sit down and to eat more oatmeal.
After several prompts, client #4 put the
bowl of eggs down and he sat down.
Client #7 returned from smoking and sat
down at the table. Client #4 reached
across the table in front of client #7 and
took the last 2 pieces of toast and stuffed
them in his mouth.

6:45 AM - Client #4 jumped up, grabbed
the bowl of scrambled eggs and placed
the ladle with scrambled eggs in his
mouth. Staff #4 stood up and stated,
"Now I have to make more eggs, [client
#7] still hasn't ate." Staff #4 got up from
the table to fix more eggs for client #7
and client #8 began eating her food with
her hands again. After much prompting
from staff #1 and staff #4, client #4 took
the bowl of eggs to the kitchen counter
and set them down. Staff #1 took client
#4 by the arm and prompted him to go to
the living room where client #4 stayed for
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only a few minutes and quickly returned
to the dining room.

6:50 AM - Client #4 picked up a hand
towel and flipped it at client #5, hitting
him on the left shoulder. Client #2 was
biting his wrist. Client #2 got up from the
table and returned to his bedroom. Client
#2 had not finished his meal. Staff #4
tried to redirect client #4 without success.
Client #4 grabbed client #5 by his
clothing on his left shoulder. Client #5
had an angry look on his face, stood up
and stepped toward client #4. Staff #4 and
#1 intervened. Client #4 was escorted to
the living room where client #4 stayed
with staff #1 throughout the remainder of
the observation.

The facility's records were reviewed on
2/19/13 at 2 PM and on 2/25/13 at 11:30
AM. The BDDS (Bureau of
Developmental Disabilities Services)
report of 2/22/13 indicated on 2/22/13 at
7:30 AM during the preparation of the
morning meal, client #4 became "agitated
with his peer [client #6] for no apparent
reason and began attacking the peer
[client #6]." The report indicated client #4
scratched client #6 in the eye causing a
small cut on client #6's eyelid with "a lot
of redness and swelling." The report
indicated the staff separated client #4
from client #6, but client #4 remained
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agitated and "kept going after [client #6]."
Client #4 then slapped staff and pulled the
glasses from staff's face. Staff called the
RC and was instructed to call the sheriff's
department for assistance. The police
arrived "but was not able to offer any real
assistance with [client #4] other than to
suggest to transport him to [name of
hospital] for an evaluation." The report
indicated staff took client #6 to an urgent
care facility to be examined. "Urgent care
determined [client #6] has a scratch on his
cornea." The report indicated client #4
was taken to (name of hospital) for a
psych evaluation.

The BDDS report of 2/20/13 indicated "It
was reported by the State Surveyor that
there was an incident of peer to peer
aggression between [client #4] and [client
#5], both residents at the [name of group
home] group home. The surveyor reported
that she observed [client #4] to be
agitated and he grabbed a towel and
snapped it at [client #5]. She also reported
that [client #4] grabbed [client #5's] shirt.
The staff redirected [client #4] out of the
kitchen area where the incident occurred.
Staff remained with [client #4] in the
other room until he calmed down."

The BDDS report of 12/25/12 indicated
on 12/24/12 at 2:30 PM client #4 became
physically aggressive with staff and took
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a curtain rod off the wall, trying to throw
it at another consumer. Client #4 then
tried to rip the other curtain rod from the
wall while "yelling at another consumer
while he was doing this." Staff engaged in
a PRT (Primary Restraint Technique)
using the standing position and going to a
modified sitting position. The report
indicated the restraint lasted
"approximately 7 minutes."

The BDDS report of 2/13/13 indicated on
2/12/13 at 3:10 PM client #4 was
"agitated" and waiting outside for staff to
pick him up from school. On the way
back from picking up client #4's
housemates from the workshop, client #4
started to kick at the window of the van.
Staff was sitting in the seat next to him
but he continued to kick over the staff in
an attempt to kick the window. The van
was pulled over and the staff engaged in a
PRT lasting 5 minutes.

Client #4's record was reviewed on
2/20/13 at 2 PM and 2/25/13 at 1 PM.
Client #4's Clinician Reports indicated:
12/4/12 from 5 PM to 5:35 PM, client #4
was touching other residents and taking
other residents things that did not belong
to him. Client #4 took the dishes off the
table and started throwing them. Client #4
was touching other residents that told him
to stop.
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12/4/12 from 5:30 PM to 6 PM, client #4
picked up a plate and glass and threw
them to the floor. Client #4 was escorted
to his bedroom.

12/6/12 from 4 PM to 11 PM, client #4
slapped client #5 and tried to slap client
#7. Client #4 was pulling at client #5's
and client #7's shirts. Clients #5 and #7
were redirected to another room.

12/7/12 from 4 PM to 11:59 PM, client #4
"pushed another resident." Client #4 stole
another client's food at the dinner table
and took another client's belongings,
throwing them across the room. "It took a
lot for [client #4] to settle down."

12/9/12 from 5 PM to 7 PM, "He [client
#4] went around the house and was trying
to hit and push the other residents. Staff
got all the residents away from him to
keep them safe. After dinner he was in the
living room and started throwing things,
breaking the lamp and some of the
Christmas decorations. Staff tried to take
him to his room but he was non
compliant. Again staff cleared the living
room of all residents and moved things
away from him so he had nothing else to
throw...."

12/11/12 from 6 AM to 8:30 AM, client
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#4 "was very aggressive with one of his
housemates this morning. His housemate
wasn't doing anything to provoke him.
[Client #4] grabbed his face, tried taking
his belongings and threw a cup of juice at
him." The report indicated client #4 paced
around the group home most of the
morning and "repeatedly took items out of
the pantry and tried to eat them." The
report indicated client #4 "repeatedly
touched the other clients."

12/11/12 from 2:30 PM to 8 PM, client #4
was eating his dinner and he had already
been given thirds. Client #4 "kept getting
up from the table and trying to get in the
food on the shelves and in the
refrigerator. Staff had already given him a
few things he asked for. He was still
trying to take stuff out of the fridge. Staff
was trying to redirect him to something
else and he started trying to hit them. He
was pushing, punching, kicking, and
slapping. He also tried hitting another
client. Staff continued trying to redirect
him while another staff got the other
client out of the room. He took a picture
off the wall and threw it at staff shattering
the glass. He continued trying to hit and
punch people. He ripped staff's glasses off
their face. He tried taking other things off
the walls, but staff stopped him. This
went on for about twenty minutes." The
report indicated client #4 had touched
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other clients and their things "repeatedly”
the staff were not able to redirect him.
The report indicated client #4 "tried
hitting one of his housemates. He [client
#4] also kept trying to grab his
housemate's things. He targets this
housemate often."

12/12/12 from 6 AM to 8:30 AM, client
#4 "grabbed his housemate's face and
tried shoving him into the table. His
housemate did nothing to provoke him.
[Client #4] targets this housemate quite
often and for no apparent reason. His
housemate will walk into a room and he
will go after him. If the housemate is in a
room and [client #4] goes in there most of
the time he will try to take the clients
things or hit and push him. [Client #4]
will not usually calm down until the client
is in another room and if the client comes
back he will start in again." The report
indicated client #4 was redirected several
times from getting into the food and from
touching others when they didn't want to
be touched and from taking the other
clients' things.

12/14/12 from 6 AM to 8:30 AM, client
#4 had finished eating his breakfast and
gone into the living room. "A few minutes
later he came back into the kitchen and
tried to mess with others. Staff tried
redirecting him back to the living room to
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read books or look at pictures and he
would not go. He then pushed his
housemate knocking her to the ground.
Staff then tried redirecting him to his
room while the other staff helped her up.
He would not go to his bedroom. He just
stood in the hallway. He came back into
the kitchen even though staff was trying
to redirect his attention to something elses
(sic). He then threw a cup of milk at a
client and into her plate. He pushed
another client. Staff asked this client to go
in the other room a couple of times but he
didn't leave the room. [client #4] finally
went into the living room and while staff
was trying to get the other clients out of
there he was kicking the other staff."

12/15/12 from 8 AM to 11:59 PM (sic),
client #4 "was trying to hug and kiss the
other residents this morning when they
did not want to be touched. Also this
afternoon, he was in the living room with
some other residents and began pushing
[client #5]. He threw some things around
during his behavior."

12/16/12 from 12 AM (sic) to 8:30 AM,
client #4 "grabbed [client #5] under his
arms and wa (sic) thrusting himself upon
him." The report indicated the staff tried
to redirect client #4 and "get him to let
go... and eventually he did but continued
to attempt to touch him."
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12/18/12 from 5:50 PM to 6:10 PM,
client #4 hit staff several times. The
report indicated client #4 threw a bowl of
fruit across the dinner table and pushed
another resident, preventing the resident
from touching his own book.

12/19/12 from 6 PM to 6:30 PM, client #4
"was hitting other residents, for no
reason.”" The report indicated client #4
was "physically aggressive to the
residents."

1/7/13 from 6:45 AM to 7:15 AM,
"[Client #4] was very talkative and loud
this morning. He also wanted to get into
food before it was time to eat. He was
asked by staff to please calm down and
have a seat so that everyone could come
to the table and eat. [Client #4] would not
cooperate with staff. [Client #4] kept
wanting to touch his roommate, staff tried
to redirect [client #4] but he was not
listening. Staff tried to move his
roommate [client #5] but he just kept
coming back around [client #4]." The
report indicated staff "tried the whole
time breakfast was being prepared to keep
[client #4] occupied with other activities
but [client #4] ignored most of staff
requests. [Client #4] took a plate out of
[client #5's] hand and when staff asked
that he give it back, [client #4] threw it in
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the floor shattering it everywhere."

1/14/13 from 5:30 PM to 6:30 PM, while
preparing the evening meal, client #4 was
grabbing his peers' clothes and grabbing
plates from his peers. The report indicated
client #4 grabbed his peer's shirt and
"kept stealing other residents' dinner. He
[client #4] wouldn't stop until he got what
he wanted." Client #4 was escorted to the
activity room to eat his evening meal.
After eating, client #4 again grabbed at
his peers' clothing. "He [client #4] has
been hard to redirect tonight." The report
indicated client #4 "hit 2 other residents
for no reason."

1/22/13 from 8:30 AM to 12 PM, client
#4 was "trying to take other's plates at one
point taking peers drinks and drinking
them. He kept trying to kick at one peer,
constantly moving. Refusing to sit on van,
refusing to leave seat belt on van, trying
to open emergency exit window. Staff had
to hold onto the latch at the seat in front
of us and he continued to try and bend
staffs fingers backwards pulling and
scratching at staffs hand the entire ride to
workshop. This behavior continued with
the window even after the rest of the
clients were off the van. Also refused to
get off the van at school today. Constantly
in the fridge, cabinets and pantry. At one
point trying to get stuff out of the trash.
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So far not redirectable."

2/7/13 from 2:30 PM to 8 PM, client #4
required several reminders not to touch
others. "He [client #4] tried poking his
housemate's eyes. He was also hitting the
window."

2/8/13 from 2:30 PM to 8 PM, client #4
had to be redirected several times from
hitting and kicking at others. He also tried
poking at his housemate's eyes. The report
indicated client #4 was grabbing his
housemates' things and touching others.

2/11/13 from 6 AM to 8:30 AM, client #4
tried touching others. The report indicated
client #4 laid down in the van seat and
started kicking the window and opening
the emergency windows.

2/12/13 from 3:10 PM to 3:20 PM, while
on the van, client #4 was "laying down in
the seat trying to kick the window out."
The report indicated "Once at the [name
of workshop] he continued to push, hit,
pull hair and try to bite staff. He was
trying to pull two of the clients' hair and
took two staff to keep him from getting
the other clients on the van. He had to be
restrained by two staff."

2/13/13 from 6 AM to 8:30 AM, client #4
had to be redirected several times during
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breakfast to keep him from touching the
other clients in the group home. The
report indicated he tried to grab the other
clients' plates and cups and would not
stop and had to be removed from the
dining room.

On 2/20/13 from 6 AM to 8:20 AM,
client #4 flipped a towel at another client
and grabbed another client by his shirt.
The report indicated the staff redirected
client #4 "to no avail, he [client #4] kept
coming back to the kitchen over and
over."

On 2/20/13 from 3:45 PM to 5 PM,
"When the other clients returned home
from work [client #4] started to become
agitated. It started in the kitchen where
staff had to place herself between [client
#4] and a couple of his peers. He [client
#4] was shoving and slapping at staff.
Staff did get him out of the kitchen and he
went to the living room. [Staff #6] could
not get him to go to his room at all. Once
in the living room he began to try and get
to the peers that were in there. He would
not stop trying to get to them and I [staff
#6] could not get him to leave the room.
He began to hit, shove and pull at staffs'
clothing. Another staff tried to intervene
and he began to pull on her clothes,
picking up the lamp and tried to throw it.
At that time another staff and myself tried
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taking him by the arm and walking him
out of the room. He sat down in the floor
and refused to get up. He started pulling
on staff's clothes again and kicking out so
staff again tried removing him and he
punched this staff in the jaw and kicked at
another staff knocking her over. We just
stood back but stood around to make sure
he didn't get to any of the other clients
and he started to calm down and was
sitting in the floor laughing when this
staff clocked out."

On 2/21/13 from 4:30 PM to 5:30 PM,
client #4 hit, kicked, slapped, pinched and
grabbed staff clothes and glasses. He
pulled out a handful of staff #6's hair,
ripped staff #1's shirt and pulled staff #3's
glasses off her face. Client #4 pushed the
big screen TV in the living room over and
knocked the cable box and DVD player
off of it. The report indicated the staff had
to remove the lamps from the living room
because he tried to use them as a weapon
toward staff. The report indicated the staff
had to redirect all other clients out of the
living room when his yelling and
screaming started. The report indicated "It
took 4 staff to redirect him to his bedroom
because of having to be restrained to
remove him from the living room to a
quiet area." The report indicated the staff
"asked [client #4] numerous times to
please stop touching us (the staff) to
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please calm down and be nice. Nothing
we (the staff) tried worked. It just made
him more and more angry. After staff got
the other clients out of the living room
[client #4] was the only one in there with
staff who were trying to control the
situation."

On 2/22/13 from 6 AM to 8:30 AM,
client #4 was in the living room watching
TV and looking out the window. The
report indicated the staff finished doing
another client's hygiene (client #6) and
took him to the living room. The report
indicated the staff left the living room
"for a few seconds" to return to the office
to get some paper work and then returned
to the living room. When the staff
returned client #4 was "digging his
fingers into the client's (client #6's) eyes."
The report indicated the staff continued to
redirect client #4 and client #4 continued
to touch others. The report indicated
client #4 calmed enough to eat his
breakfast and after eating he "tried
touching others and was redirected to the
living room. He remained in there with
staff and no other clients. He still tried
going into the other room to get people.
He was very loud and telling people to
shut up and get out of his way. He tried
grabbing and hitting staff. He finally
calmed down and sat in the office with
staff but staff had to sit right in front of
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him holding his hand for him to remain
calm."

Interview with staff #2 on 2/19/13 at 4:55
PM indicated client #7 would come home
from the day program and then would go
straight to bed. Staff #2 indicated clients
#2 and #8 would also go to bed after
coming home from the day program. Staff
#2 indicated client #4 required constant
supervision due to his behaviors. Staff #2
stated client #4 touched/poked all the
clients and was "very intrusive." Staff #2
indicated client #4 targeted client #5 and
often client #5 would not stay out of
client #4's area causing client #4 to get
upset and agitated. Staff #2 stated,
"sometimes there is just not enough of

n

us.

Interview with staff #4 on 2/20/13 at 7:10
AM stated clients #4 and #5 were not
woken up until breakfast was made and
on the table "because they [clients #4 and
#5] won't leave anything alone and will
eat anything that is sitting out, so we just
leave them in bed because there's just not
enough of us to handle it." Staff #4 stated
client #4's behavior in the AM
observation was typical and happened
"almost every day." Staff #4 indicated
there was not enough staff to offer
training to the other clients in the
mornings because of client #4's behaviors.
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Staff #4 indicated for several weeks she
was the only staff on the night shift and
had to get the clients up and dressed,
prepare the breakfast and give their
medications by herself. Staff #4 stated a
second staff "usually came in around 7
AM, but that still isn't enough." Staff #4
indicated staff had to feed clients #2, #6
and #8 which made it difficult to
supervise clients #3, #4 and #5 while they
ate again because of client #4's behaviors
during the morning meals.

Interview with the RC (Residential
Coordinator) and the PS (Program
Specialist) on 2/20/13 at 2:45 PM
indicated client #4 was admitted to the
group home on 11/5/12. The RC stated
client #4 "has been a little out of sorts"
since his admission. When asked if the
staff had reported the incidents observed
in the AM observation of 2/20/13 and of
the abuse observed of client #4 hitting
client #5 with a hand towel and pulling at
client #5's clothing, the RC stated, "Yeah,
he [client #4] must have had a bad
morning." The RC indicated he had not
reported client #4's aggression and abuse
toward his housemates to the PS because
he did not see it as client to client abuse.
The PS indicated client #4's aggression
toward his peers, behaviors and client to
client abuse should have been reported to
her. The PS indicated she was not aware
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of the extent of the problems in the house
caused by client #4. The RC indicated the
normal staffing for the night shift were 2
staff and 3 to 4 staff for the day/evening
shifts. The RC stated when client #4 was
"having a bad day" the staff were to
separate him from the other clients in a
quiet area and stay with him till he calms
down.
9-3-3(a)
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WO000210 | 483.440(c)(3)
INDIVIDUAL PROGRAM PLAN
Within 30 days after admission, the
interdisciplinary team must perform accurate
assessments or reassessments as needed
to supplement the preliminary evaluation
conducted prior to admission.
Based on observation, interview, and W000210 04/10/2013
record review for 4 of 4 sampled clients W 210 Individual Program Plan
1, #2, #3 and #4) and 3 additional
(#,  #2, # d#4) d o . Within 30 days after admission,
clients (#6, #7 and #8), the facility failed: the interdisciplinary team must
__To ensure the Interdisciplinary Team perform accurate assessments or
(IDT) assessed/re-assessed client #4's reassessments as needed to
BSP (Behavior Support Plan) in regards supplement the prehmmgry
. . evaluation conducted prior to
to his behaviors at the group home, school admission.
and abuse toward his housemates.
__To assess clients #2, #3, #6, #7 and #8
for the need for a clothing protector. 1 What y ,
. . at corrective action
__To a.ls.sess che'nts #2, #3, #4 and #8 for will be accomplished?
the ability to adjust the water
temperatures within the group home. Regular monitoring,
__To assess clients #1, #2, #3, #4, #5, #6, |tntegt;rat|otn, and Coord'.ﬂit'on of
.- reatment programs will be
#7.and #8 for the ablll'Fy to use sharp completed for Clients #1-#8 by
knives and/or table knives and the use of the Residential Coordinator.
cleaning/laundry supplies.
__To assess client #1 within 30 days after The Area Residential
admission to the group home in regards to Coordinator will ensure that the
] ' group o g Residential Coordinator is
for all 8 clients in the home.
Findings include:
The RC will ensure that
L . programming is in place for all
1. The facility's records were reviewed on clients addressing their identified
2/19/13 at 2 PM and on 2/25/13 at 11:30 need at all times.
AM. _ ‘
The BDDS (Bureau of Developmental All 8 residents wil be
assessed to determine their
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Disabilities Services) report of 2/22/13 ability to have access to
indicated on 2/22/13 at 7:30 AM during kn|ve§/ sharps and cleaning
. h . supplies. Guardian approval will
the preparation of the morning meal, be requested if resident is not
client #4 became "agitated with his peer found to be able to safely handle
[client #6] for no apparent reason and knives/sharps and cleaning
began attacking the peer [client #6]." The supplles. Ifit is found th?t
L. i h T knives/sharps and cleaning
report indicated client #4 scratched client supplies should be locked, those
#6 in the eye causing a small cut on client residents that can safely use said
#6's eyelid with "a lot of redness and items will be provided a key in
swelling." The report indicated the staff pr(cjier to :ccgss them
. . independently.
separated client #4 from client #6, but P y
client #4 remained agitated and "kept Staff will be retrained on
going after [client #6]." Client #4 then the identified restrictions for each
slapped staff and pulled the glasses from client in the home during their
team meeting.
staff's face. Staff called the RC and was
instructed to call the sheriff's department Clients #1-#8’s IPOP
for assistance. The police arrived "but was assessments and behavior plans
not able to offer any real assistance with will be reviewed and updated to
lient #41 other than t £ reflect the necessary changes
[client #4] 9 er than to sugges. 0 regarding their needs for access
transport him to [name of hospital] for an to knives/sharps, cleaning
evaluation." The report indicated staff supplies, and use of chimes on
took client #6 to an urgent care facility to the doors.
be .exammed. Urgent care de-:termmed Client #3's programming
[client #6] has a scratch on his cornea."” regarding access to
The report indicated client #4 was taken sharps/knives and cleaning
to (name of hospital) for a psych supplies will be updated to reflect
evaluation her abilities in her new home.
Client's #1, #2, #4, #5, #6,
The BDDS report of 2/20/13 indicated "It #& and #8 will be placed on
was reported by the State Surveyor that pro%rammlng'to ?dd‘iezs_ their
there was an incident of peer to peer ?heeehzr;esar Ing locked items in
aggression between [client #4] and [client
#5], both residents at the [name of group Client #4 BSP has been
home] group home. The surveyor reported updated.
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that she observed [client #4] to be
agitated and he grabbed a towel and , The IDT has met multiple
. - times since 2-25-13 to discuss
snapped it at [client #5]. She also reported Client #4's behavioral needs.
that [client #4] grabbed [client #5's] shirt.
The staff redirected [client #4] out of the _ Clients #2, #3, #6, #7 and
kitchen area where the incident occurred. f#08r \gllgtt?ii ass;z:;i:;vt:iel:eneed
Staff remained with [client #4] in the eating. 9P
other room until he calmed down."
Water temperature
The BDDS report of 2/13/13 indicated on assessments will be completed
2/12/13 at 3:10 PM client #4 was with Client #2, #3, #4, and #8.
"agitated" and waiting outside for staff to The IPOP assessments will
pick him up from school. On the way be updated to reflect Client's #2,
back from picking up client #4's #3, #4, and #8's abilities to
housemates from the workshop, client #4 regulate water temperatures.
started to kick at the window of the van. Upon admission client's
Staff was sitting in the seat next to him needs will be assessed within 30
but he continued to kick over the staff in days and placed on appropriate
an attempt to kick the window. The van programming.
was pulled over and the staff engaged in a Client #1 has now been put
PRT lasting 5 minutes. on programming to address her
identified needs.
The BDDS report of 12/25/12 indicated Client #1's IPOP
on 12/24/12 at 2:30 PM client #4 became assessments will be completed to
physically aggressive with staff and took determine her needs.
a curtain rod off the wall, trying to throw
it at another consumer. Client #4 then
tried to rip the other curtain rod from the 2. How will we identify other
wall while "yelling at another consumer residents having the potential
while he was doing this." Staff engaged in to be affected by the same
a PRT (Primary Restraint Technique) deficier_1t prac?ice a_nd what
. . ", . corrective action will be taken?
using the standing position and going to a
modified sitting position. The report All residents have the
indicated the restraint lasted potential to be affected by the
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"approximately 7 minutes." same deficient practice.
The RC will monitor the
. , .
Client #4's record was reviewed on residents programming and
2/20/13 at 2 PM and 2/25/13 at 1 PM. behavior needs on a regular
basis. As their needs change or
Client #4's Clinician Reports indicated: new concerns are |dent|f|gd, )
12/4/12 f S PM to 5:35 PM. client #4 changes will be reflected in their
rom 0. » clien programming, assessments, ISP
was touching other residents and taking and behavior plan.
other residents things that did not belong
to him. Client #4 took the dishes off the . d,Thte Areﬁ Res'de';;'a: "
. . oordinator will ensure that the
table and started throwing them. Client #4 Residential Coordinator is
was touching other residents that told him monitoring treatment programs
to stop. for all 8 clients in the home.
. . Regular monitoring,
12/4/12 from 5:30 PM to 6 PM, client #4 integration, and coordination of
picked up a plate and glass and threw treatment programs will be
them to the floor. Client #4 was escorted completed for Clients #1-#8 by
to his bedroom. the Residential Coordinator.
) All 8 residents will be
12/6/12 from 4 PM to 11 PM, client #4 assessed to determine their
slapped client #5 and tried to slap client ability to have access to
#7. Client #4 was pulling at client #5's knlver3/ shacr;ps a(?d cleaning il
. o . supplies. Guardian approval wi
and chen.t #7's shirts. Clients #5 and #7 be requested if resident is not
were redirected to another room. found to be able to safely handle
knives/sharps and cleaning
12/7/12 from 4 PM to 11:59 PM, client #4 iu'pp”(?sﬁ Ifitis fc(;ur:d that
. . nives/sharps and cleanin
"pushed another resident.”" Client #4 stole Ives P 9
) i supplies should be locked, those
another client's food at the dinner table residents that can safely use said
and took another client's belongings, items will be provided a key in
throwing them across the room. "It took a grger to :CC‘TSS them
lot for [client #4] to settle down." Independently.
Staff training will occur so
12/9/12 from 5 PM to 7 PM, "He [client they are aware of any restrictions
#4] went around the house and was trying regarding knives/sharps and
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to hit and push the other residents. Staff cleaning supplies relevant to each
got all the residents away from him to resident at their team meeting.
keep them safe. After dinner he was in the In the event that an
living room and started throwing things, individual’s needs become
breaking the lamp and some of the greater than the current staffing
Christmas decorations. Staff tried to take supports in the home, the ”:,)T will
hi hi but h meet to reevaluate the staffing
1m to his room but he was non pattern in the home and to
compliant. Again staff cleared the living develop a plan to meet the
room of all residents and moved things client’s increased needs.
away from him so he had nothing else to ) .
h " The RC will monitor the
throw.... needs of the individuals within the
home and at their day service
12/11/12 from 6 AM to 8:30 AM, client provider. As their needs change,
#4 "was very aggressive with one of his appropriate assessments will be
h tes thi . His h t completed to determine if
ousema .es 1 m(')rmng. 18 ous§ma © additional adaptive equipment,
wasn't doing anything to provoke him. programming or clothing
[Client #4] grabbed his face, tried taking protectors are needed.
his belongings and threw a cup of juice at o )
him." Th rt indicated client #4 d Upon admission client’s
1. ¢ report indicated clien pace needs will be assessed within 30
around the group home most of the days and placed on appropriate
morning and "repeatedly took items out of programming.
the pantry and tried to eat them. The . ]
ot indicated client #4 " tedl Staff will be retrained on
report indicated ¢ 1e-n . repeatedly the importance of ensuring active
touched the other clients. treatment at all times during their
team meeting.
12/11/12 from 2:30 PM to 8 PM, client #4 The RC will hat
. L e RC will ensure tha
was ea.tlng h1§ dlnner. and he had alreafiy each client’s ISP and
been given thirds. Client #4 "kept getting assessments are updated at least
up from the table and trying to get in the on an annual basis.
food on the shelves and in the The ARC will revi "
. . . e will review wi
refrlge.rator. Staff had already glve'n him a the RC the importance of
few things he asked for. He was still ensuring that client's ISP’s and
trying to take stuff out of the fridge. Staff assessments are updated at least
was trying to redirect him to something on an annual basis.
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  XVVHU11 Facility ID: 000878 If continuation sheet Page 140 of 243




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

PRINTED: 04/04/2013
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
i\, BUILDING
15G364 L WING 03/11/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
10311 E JACKSON
OCCAZIO INC SELMA, IN 47383
(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
else and he started trying to hit them. He
was pushing, punching, kicking, and Staff is to complete water
laoni 1 ied hitti h temperature checks three times a
slapping. He also tried hitting another week and document the findings
client. Staff continued trying to redirect on the water temperature check
him while another staff got the other sheet in Therap. Temperatures
client out of the room. He took a picture above 110 degrees Fahrenheit
. . are reported to the RC for the
off the wall and threw it at staff shattering home
the glass. He continued trying to hit and
punch people. He ripped staff's glasses off Staff will be retrained on
their face. He tried taking other things off thetlm:)ortancet of chegklng t:_e
. . water temperature and reporting
the walls, but staff stopped }.nm. This temperature concerns to the RC
went on for about twenty minutes." The during their team meeting.
report indicated client #4 had touched
other clients and their things "repeatedly”
the staff We.re 1.10t able ?:0 redlrect' him. 3. What measures will be
The report indicated client #4 "tried put into place or what systemic
hitting one of his housemate's. He [client changes will be made to
#4] also kept trynlg to grab his ensure that the deficient
housemates things. He targets this practice does not recur:
"
housemate often. The RC will monitor the
residents programming and
12/12/12 from 6 AM to 8:30 AM, client behavior needs on a regular
#4 "grabbed his housemate's face and basis. As their needs change or
tried shoving him into the table. Hi new concerns are identified,
rieds Ovmg_ 1m 19 0 the table. 1s. changes will be reflected in their
housemate did nothlng to prOVOke him. programming’ assessments, ISP
[Client #4] targets this housemate quite and behavior plan.
often and for no apparent reason. His o
h te will walk int dh The Area Residential
c?usema N Wl. walk nto a room an. ] © Coordinator will ensure that the
will go after him. If the housemate is in a Residential Coordinator is
room and [client #4] goes in there most of monitoring treatment programs
the time he will try to take the clients for all 8 clients in the home.
th.lngs or hit and push him. [Ch.ent #4] ' Regular monitoring,
will not usually calm down until the client integration, and coordination of
is in another room and if the client comes treatment programs will be
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back he will start in again." The report completed for Clients #1-#8 by
indicated client #4 was redirected several the Residential Coordinator.
times from getting into the food and from All 8 residents will be
touching others when they didn't want to assessed to determine their
be touched and from taking the other ability to have access to
clients' things knives/sharps and cleaning
' supplies. Guardian approval will
) be requested if resident is not
12/14/12 from 6 AM to 8:30 AM, client found to be able to safely handle
#4 had finished eating his breakfast and knives/sharps and cleaning
gone into the living room. "A few minutes supplles. If itis found thgt
| h back i he kitch d knives/sharps and cleaning
a.ter ¢ came ?C Into the kite e.n an supplies should be locked, those
tried to mess with others. Staff tried residents that can safely use said
redirecting him back to the living room to items will be provided a key in
read books or look at pictures and he grger to :CC;TSS them
. independently.
would not go. He then pushed his P y
housemate knocking her to the ground. Staff training will occur so
Staff then tried redirecting him to his they are aware of any restrictions
room while the other staff helped her up. regarding knives/sharps and
H 1d not 2o to his bed He iust cleaning supplies relevant to each
© Wo.u not go to s bedroom. He Jus resident at their team meeting.
stood in the hallway. He came back into
the kitchen even though staff was trying In the event that an
to redirect his attention to something elses |nd|vJ|[dutatI1$ ntieds becotm? ff.
. . greater than the current staffing
(s%c). He tl.len threw a cup of milk at a supports in the home, the IDT will
client and into her plate. He pushed meet to reevaluate the staffing
another client. Staff asked this client to go pattern in the home and to
in the other room a couple of times but he dl‘?vetlf’P aplan tz mee; the
. . client’s increased needs.
didn't leave the room. [client #4] finally ! I
went into the living room and while staff The RC will monitor the
was trying to get the other clients out of needs of the individuals within the
there he was kicking the other staff." home and at their day service
provider. As their needs change,
. appropriate assessments will be
12/15/12 from 8 AM to 11:59 PM (sic), completed to determine if
client #4 "was trying to hug and kiss the additional adaptive equipment,
other residents this morning when they programming or clothing
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did not want to be touched. Also this protectors are needed.
afternoon, he was in the living room with . o
h d db hi Upon admission client’s
some other residents and began pushing needs will be assessed within 30
[client #5]. He threw some things around days and placed on appropriate
during his behavior." programming.
) Staff will be retrained on
12/16/12 from 12 AM (sic) to 8:30 AM’ the importance of ensuring active
client #4 "grabbed [client #5] under his treatment at all times during their
arms and wa (sic) thrusting himself upon team meeting.
him." The report indicated the staff tried )
di lient #4 and "eet hi | The RC will ensure that
to redirect client #4 an .get m to. et each client's ISP and
£0... and eventually he did but continued assessments are updated at least
to attempt to touch him." on an annual basis.
The ARC will review with
12./18/12 fr'om 5:50 PM t0.6.10 PM, the RC the importance of
client #4 hit staff several times. The ensuring that client’s ISP’s and
report indicated client #4 threw a bowl of assessments are updated at least
fruit across the dinner table and pushed on an annual basis.
another res%dent,. preventing the resident Staff is to complete water
from touching his own book. temperature checks three times a
week and document the findings
12/19/12 from 6 PM to 6:30 PM, client #4 on the water temperature check
" hitti th dents. f sheet in Therap. Temperatures
Wwas hitling other re-51 .en S or.no above 110 degrees Fahrenheit
reason." The report indicated client #4 are reported to the RC for the
was "physically aggressive to the home.
residents." . )
Staff will be retrained on
the importance of checking the
1/7/13 from 6:45 AM to 7:15 AM, water temperature and reporting
"[Client #4] was very talkative and loud temperature concerns to the RC
this morning. He also wanted to get into during their team meeting.
food before it was time to eat. He was . .
4. How will the corrective
asked by staff to please calm down and action be monitored to ensure
have a seat so that everyone could come the deficient practice will not
to the table and eat. [Client #4] would not recur?
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cooperate with staff. [Client #4] kept
wanting to touch his roommate, staff tried
to redirect [client #4] but he was not
listening. Staff tried to move his
roommate [client #5] but he just kept
coming back around [client #4]. The
report indicated staff "tried the whole
time breakfast was being prepared to keep
[client #4] occupied with other activities
but [client #4] ignored most of staff
requests. [Client #4] took a plate out of
[client #5's] hand and when staff asked
that he give it back, [client #4] threw it in
the floor shattering it everywhere."

1/14/13 from 5:30 PM to 6:30 PM, while
preparing the evening meal, client #4 was
grabbing his peers' clothes and grabbing
plates from his peers. The report indicated
client #4 grabbed his peer's shirt and
"kept stealing other residents' dinner. He
[client #4] wouldn't stop until he got what
he wanted." Client #4 was escorted to the
activity room to eat his evening meal.
After eating, client #4 again grabbed at
his peers' clothing. "He [client #4] has
been hard to redirect tonight." The report
indicated client #4 "hit 2 other residents
for no reason."

1/22/13 from 8:30 AM to 12 PM, client
#4 was "trying to take other's plates at one
point taking peers drinks and drinking
them. He kept trying to kick at one peer,

The Site Manager will
monitor on a daily basis when
they are in the home.

The RC will monitor on a
regular basis when they are in the
home.

The ARC will monitor as
they complete their audits.

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

April 10 th , 2013
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constantly moving. Refusing to sit on van,
refusing to leave seat belt on van, trying
to open emergency exit window. Staff had
to hold onto the latch at the seat in front
of us and he continued to try and bend
staffs fingers backwards pulling and
scratching at staffs hand the entire ride to
workshop. This behavior continued with
the window even after the rest of the
clients were off the van. Also refused to
get off the van at school today. Constantly
in the fridge, cabinets and pantry. At one
point trying to get stuff out of the trash.
So far not redirectable."

2/7/13 from 2:30 PM to 8 PM, client #4
required several reminders not to touch
others. "He [client #4] tried poking his
housemate's eyes. He was also hitting the
window."

2/8/13 from 2:30 PM to 8 PM, client #4
had to be redirected several times from
hitting and kicking at others. He also tried
poking at his housemate's eyes. The report
indicated client #4 was grabbing his
housemates' things and touching others.

2/11/13 from 6 AM to 8:30 AM, client #4
tried touching others. The report indicated
client #4 laid down in the van seat and
started kicking the window and opening
the emergency windows.
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2/12/13 from 3:10 PM to 3:20 PM, while
on the van, client #4 was "laying down in
the seat trying to kick the window out."
The report indicated "Once at the [name
of workshop] he continued to push, hit,
pull hair and try to bite staff. He was
trying to pull two of the client's hair and
took two staff to keep him from getting
the other clients on the van. He had to be
restrained by two staff."

2/13/13 from 6 AM to 8:30 AM, client #4
had to be redirected several times during
breakfast to keep him from touching the
other clients in the group home. The
report indicated he tried to grab the other
clients' plates and cups and would not
stop and had to be removed from the
dining room.

On 2/20/13 from 6 AM to 8:20 AM,
client #4 flipped a towel at another client
and grabbed another client by his shirt.
The report indicated the staff redirected
client #4 "to no avail, he [client #4] kept
coming back to the kitchen over and
over."

On 2/20/13 from 3:45 PM to 5 PM,
"When the other clients returned home
from work [client #4] started to become
agitated. It started in the kitchen where
staff had to place herself between [client
#4] and a couple of his peers. He [client
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#4] was shoving and slapping at staff.
Staff did get him out of the kitchen and he
went to the living room. [Staff #6] could
not get him to go to his room at all. Once
in the living room he began to try and get
to the peers that were in there. He would
not stop trying to get to them and I [staff
#6] could not get him to leave the room.
He began to hit, shove and pull at staffs'
clothing. Another staff tried to intervene
and he began to pull on her clothes,
picking up the lamp and tried to throw it.
At that time another staff and myself tried
taking him by the arm and walking him
out of the room. He sat down in the floor
and refused to get up. He started pulling
on staff's clothes again and kicking out so
staff again tried removing him and he
punched this staff in the jaw and kicked at
another staff knocking her over. We just
stood back but stood around to make sure
he didn't get to any of the other clients
and he started to calm down and was
sitting in the floor laughing when this
staff clocked out."

On 2/21/13 from 4:30 PM to 5:30 PM,
client #4 hit, kicked, slapped, pinched and
grabbed staff clothes and glasses. He
pulled out a handful of staff #6's hair,
ripped staff #1's shirt and pulled staff #3's
glasses off her face. Client #4 pushed the
big screen TV in the living room over and
knocked the cable box and DVD player
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off of it. The report indicated the staff had
to remove the lamps from the living room
because he tried to use them as a weapon
toward staff. The report indicated the staff
had to redirect all other clients out of the
living room when his yelling and
screaming started. The report indicated "It
took 4 staff to redirect him to his bedroom
because of having to be restrained to
remove him from the living room to a
quiet area." The report indicated the staff
"asked [client #4] numerous times to
please stop touching us (the staff) to
please calm down and be nice. Nothing
we (the staff) tried worked. It just made
him more and more angry. After staff got
the other clients out of the living room
[client #4] was the only one in there with
staff who were trying to control the
situation."

On 2/22/13 from 6 AM to 8:30 AM,
client #4 was in the living room watching
TV and looking out the window. The
report indicated the staff finished doing
another client's hygiene (client #6) and
took him to the living room. The report
indicated the staff left the living room
"for a few seconds" to return to the office
to get some paper work and then returned
to the living room. When the staff
returned client #4 was "digging his
fingers into the client's (client #6's) eyes."
The report indicated the staff continued to
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redirect client #4 and client #4 continued
to touch others. The report indicated
client #4 calmed enough to eat his
breakfast and after eating he "tried
touching others and was redirected to the
living room. He remained in there with
staff and no other clients. He still tried
going into the other room to get people.
He was very loud and telling people to
shut up and get out of his way. He tried
grabbing and hitting staff. He finally
calmed down and sat in the office with
staff but staff had to sit right in front of
him holding his hand for him to remain
calm."

Client #4's 12/24/12 BSP indicated client
#4's targeted behaviors were physical
aggression, touching, hitting, kicking and
slapping. The BSP indicated when client
#4 displayed his targeted behaviors, the
staff were to remove "others from the
area," to block client #4's attempts "to
strike others" and to direct client #4 to
calm area. The report indicated "if
physical aggression continues, the staff
were to place client #4 in the "HWC
(Handle With Care) Primary Restraint
Technique if safe."

Observations were conducted at client
#4's school on 2/20/13 between 9:10 AM
and 9:45 AM. During this time client #4
paced around the room and grabbed at
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several of the other students. Client #4
targeted a student sitting alone at a
cubicle. The student was wearing head
phones and trying to study. Client #4
touched and poked the student several
times. Client #4 then grabbed the
headphones from the targeted student's
head. Client #4's teacher instructed the
other school staff in the room to evacuate
the other students in the room to the
school gym until client #4 could calm
down.

Review of the email notes from client #4's
teacher on 2/21/13 at 9 PM indicated:
12/10/12 after lunch, client #4 tried to
grab a drink from another student. The
school staff tried to redirect client #4 to
another task when client #4 grabbed a
plastic bag off the table and attempted to
hit a student in the head. The student ran
away and was "very scared." When trying
to get client #4 to apologize, client #4
"kept moving quickly at the student as to
intimidate him. The group home was
called and [client #4] was then sent
home."

12/14/12 during physical education class,
the class went to the weight room. While
in the weight room client #4 picked up a
weight and pushed it off the rack. Another
student was standing near and told client
#4 he wasn't supposed to do that. An aide
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asked client #4 to keep his hands off the
weights. Client #4 pushed the student that
asked him not to push the weights. Aides
attempted to have client #4 return to class
and client #4 tried to follow a student he
had hit the day before. Client #4's teacher
was called to assist in taking client #4
back to the classroom. He refused to go
and the assistant principal came to help.
Client #4 refused to leave the weight
room until the other student left first.

1/15/13 While at the school gym, staff
noted client #4 taking his shirt off,
grabbing items off of staffs' desks, taking
things that belonged to other students,
tapping other students, biting another
student's hair, moving very close to other
student's faces, taking a book from
another student and refusing to give it up
for about 10 minutes, hitting another
student on the forehead. The teacher
called the group home staff at 1:35 PM to
come get him due to his behaviors.

Interview with client #4's teacher on
2/20/13 at 9:10 AM at the school stated
because of client #4's "constant
behaviors" of "bothering the other
students" and his "disruption to the class,"
the school hired another staff to give
client #4 one to one supervision while at
the school. Client #4's teacher indicated
even with the one to one staff supervision
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client #4 still disrupted the class,
physically touching other students and
invading everyone's space. Client #4's
teacher asked, "Can you help us? We
don't know what to do anymore." Client
#4's teacher indicated client #4 targeted a
few of the other students as well as the
staff they had hired to be with client #4.
Client #4's teacher indicated the RC
(Residential Coordinator) had not sent
client #4's program plans (ISP and BSP)
to the school.

Interview with the RC (Residential
Coordinator) and the PS (Program
Specialist) on 2/20/13 at 2:45 PM
indicated client #4 was admitted to the
group home on 11/5/12. The RC stated
client #4 "has been a little out of sorts"
since his admission. When asked if the
staff had reported client #4 had hit client
#5 with a hand towel and had pulled at his
clothes during the morning observation,
the RC stated, "I guess he had a bad
morning."

Interview with the PS (Program
Specialist) on 2/25/13 at 1:30 PM
indicated the IDT did not meet to discuss
client #4's continued behaviors and client
to client abuse.

Client #4's record did not indicate the IDT
had assessed and/or reassessed client #4
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in regards to his continued behaviors of
aggression toward clients #1, #2, #3, #5,
#6, #7 and #8.

2. During observations at the group home
on 2/19/13 between 3:45 PM and 6:15
PM and on 2/20/13 between 5:35 AM and
8:05 AM client #2 wore a large cloth over
his chest while eating his meals. Client #2
did not spill his food during this
observation.

During observations at the DP (Day
Program) on 2/20/13 between 10:10 AM
and 12:15 PM while eating their
afternoon meals, clients #2, #6, #7 and #8
wore an apron around their neck that
covered their chest, abdomen and the
front of their legs. Clients #2, #6, #7 and
#8 did not spill their food during this
observation.

Client #2's record was reviewed on
2/21/13 at 11:30 AM. Client #2's record
did not indicate client #2 had been
assessed for food spillage and the need to
wear a clothing protector while dining.

Client #6's record was reviewed on
2/21/13 at 3 PM. Client #6's record did
not indicate client #6 had been assessed
for food spillage and the need to wear a
clothing protector while dining.
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Client #7's record was reviewed on
2/25/13 at 12:45 PM. Client #7's record
did not indicate client #7 had been
assessed for food spillage and the need to
wear a clothing protector while dining.

Client #8's record was reviewed on
2/25/13 at 12:30 PM. Client #8's record
did not indicate client #8 had been
assessed for food spillage and the need to
wear a clothing protector while dining.

Interview with DP staff #4 on 2/20/13 at
11:20 AM indicated the DP used
aprons/clothing protectors on clients #2,
#6, #7 and #8 while they ate their meals
to protect the clients' clothing from food
spillage.

Interview with the RC (Residential
Coordinator) and the PS (Program
Specialist) on 2/20/13 at 2:45 PM
indicated clients #2, #6, #7 and #8 had not
been assessed for excessive food spillage
and the need to wear a clothing protector
while dining.

3. Observations were conducted at the
group home on 2/20/13 between 5:35 AM
and 8 AM. At 7:15 AM client #5 was in
the medication room washing his hands
prior to taking his AM medications.
While washing his hands, client #5 stated,
"This water is really hot" and steam was
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seen rising from the sink. The water
temperature was taken at 7:30 AM in the
sink of the medication room and found to
be 126 degrees Fahrenheit. The water
temperature was taken in the sinks in the
two bathrooms off of the medication
room at 8 AM and was found to be 122
degrees Fahrenheit.

Client #2's record was reviewed on
2/21/13 at 11:30 AM. Client #2's IPOP
(Individual Plan of Protective Oversight)
0f 2/9/12/12 did not indicate client #2
could adjust the water temperature within
the group home.

Client #3's record was reviewed on
2/21/13 at 2 PM. Client #3's IPOP of
9/17/12 did not indicate client #3 could
adjust the water temperature within the
group home.

Client #4's record was reviewed on
2/20/13 at 2 PM. Client #4's IPOP of
9/24/12 did not indicate client #4 could
adjust the water temperature within the
group home.

Client #8's record was reviewed on
2/25/13 at 12:30 PM. Client #8's IPOP of
2/9/12 did not indicate client #8 was
capable of adjusting the water
temperature within the group home.
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Review of the SCS (Safety Check Sheets)
for October 2012 through February 2013
on 2/25/13 at 2 PM indicated water
temperatures of:

10/04/12 - 112 degrees Fahrenheit.
10/18/12 - 112 degrees Fahrenheit.
10/28/12 - 114 degrees Fahrenheit.
11/01/12 - 116 degrees Fahrenheit.
11/02/12 - 112 degrees Fahrenheit.
11/03/12 - 112 degrees Fahrenheit.
11/09/12 - 116 degrees Fahrenheit.
11/15/12 - 111 degrees Fahrenheit.
11/16/12 - 118 degrees Fahrenheit.
11/17/12 - 118 degrees Fahrenheit.
11/18/12 - 116 degrees Fahrenheit.
11/19/12 - 112 degrees Fahrenheit.
11/24/12 - 114 degrees Fahrenheit.
11/29/12 - 118 degrees Fahrenheit.

Interview with staff #4 on 2/20/13 at 7:50
AM stated "Ever since they worked on the
sprinkler system a couple of weeks ago,
the temperature of the water has been a
lot hotter." Staff #4 indicated clients #2,
#3, #4 and #8 required assistance with
regulating the water temperatures in the
group home.

Interview with the PS (Program
Specialist) on 2/25/13 at 1:30 PM
indicated clients #2, #3, #4 and #8
required assistance regulating the water
temperature in the home. The PS
indicated if an assessment had been
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completed it would be in the clients' IPOP
assessments under hygiene.

4. Observations were conducted at the
group home on 2/19/13 between 3:45 PM
and 6:15 PM and on 2/20/13 between
5:35 AM and 8:05 AM. During both
observations, the sharp knives were
locked in a closet off of the kitchen by the
rear exit door of the group home. The
cleaning/laundry supplies were locked in
a cabinet in the laundry/medication room.
During the observation of the evening
meal and the morning meal, clients #1,
#2, #3, #4, #5, #6, #7 and #8 were not
provided a table knife to butter their own
bread and to cut their food into smaller
pieces.

The facility's reportable records 2/1/12
through 2/19/13 were reviewed on
2/19/13 at 2 PM and again on 2/25/13 at
11:30 AM. The facility's reportable
records did not indicate any incidents in
regards to sharp objects, chemicals,
cleaning supplies and/or laundry products
requiring the need to lock these items
within the group home in regards to
clients #1, #2, #3, #4, #5, #6, #7 and #8.

Client #1's record was reviewed on
2/25/13 at 11:00 AM. Client #1's record
did not indicate client #1 had been
assessed for the need to restrict sharp
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objects, knives, cleaning and/or laundry
products.

Client #2's record was reviewed on
2/21/13 at 11:30 AM. Client #2's record
did not indicate client #2 had been
assessed for the need to restrict sharp
objects, knives, cleaning and/or laundry
products.

Client #3's record was reviewed on
2/21/13 at 2 PM. Client #3's record did
not indicate client #3 had been assessed
for the need to restrict sharp objects,
knives, cleaning and/or laundry products.

Client #4's record was reviewed on
2/20/13 at 2 PM. Client #4's record did
not indicate client #4 had been assessed
for the need to restrict sharp objects,
knives, cleaning and/or laundry products.

Client #5's record was reviewed on
2/21/13 at 3:30 PM. Client #5's record did
not indicate client #5 had been assessed
for the need to restrict sharp objects,
knives, cleaning and/or laundry products.

Client #6's record was reviewed on
2/21/13 at 3 PM. Client #6's record did
not indicate client #6 had been assessed
for the need to restrict sharp objects,
knives, cleaning and/or laundry products.
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Client #7's record was reviewed on
2/25/13 at 12:45 PM. Client #7's record
did not indicate client #7 had been
assessed for the need to restrict sharp
objects, knives, cleaning and/or laundry
products.

Client #8's record was reviewed on
2/25/13 at 12:30 PM. Client #8's record
did not indicate client #8 had been
assessed for the need to restrict sharp
objects, knives, cleaning and/or laundry
products.

Interview with staff #2 on 2/19/13 at 5
PM stated she did not know why the
knives and cleaning supplies were locked,
"They just have always been locked up."

Interview with staff #4 on 2/20/13 at 7:10
AM indicated the knives were locked in
the closet near the back door of the home.
Staff #4 indicated all the clients in the
group home had to ask staff to get those
items for them if they wanted them. Staff
#4 indicated she did not know why the
knives and cleaning supplies were locked.

Interview with the RC (Residential
Coordinator) and the PS (Program
Specialist) on 2/20/13 at 2:45 PM
indicated the knives and the cleaning
supplies had been locked within the group
home for years. The RC stated the knives
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were locked up because "We have clients
that cannot handle knives because of their
intellect." The RC stated clients #3 and #8
"for example." The RC stated the group
home was a "locked home because of the
hazmat items (cleaning supplies)." The
RC stated the cleaning supplies were
locked because the potential for the
clients with "lower intellect" to ingest
liquid chemicals was higher and it was
safer to keep them locked. The RC
indicated he was not aware of specific
assessments for the clients in the group
home in regards to the use of knives,
cleaning and/or laundry products.

5. Client #1's record was reviewed on
2/25/13 at 11 AM. Client #1 had an
undated IPOP in her record. The IPOP
indicated information prior to client #1's
admission to the group home.

Interview with the PS on 2/25/13 at 1:30
PM indicated the IDT (Interdisciplinary
Team) did not conduct accurate
assessments or reassessments as needed to
supplement the preliminary evaluation
conducted prior to admission. The PS
indicated the IDT had not conducted
assessments for client #1 since her
admission to the group home on 11/30/12.
The PS indicated the undated IPOP in
client #1's record was done prior to client
#1's admission. The PS indicated the IDT
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W000227 | 483.440(c)(4)
INDIVIDUAL PROGRAM PLAN
The individual program plan states the
specific objectives necessary to meet the
client's needs, as identified by the
comprehensive assessment required by
paragraph (c)(3) of this section.
Based on observation, record review and W000227 04/10/2013
interview for 3 of 4 sampled clients (#1,
2 and #3) and 2 additional clients
# d#3) d. . (#7 W 227 Individual Program Plan
and #8), the ISP (Individual Support Plan)
failed to include objectives to address the The individual program plan
clients' leisure skills and food preparation states the specific objectives
and to educate client #7 on the hazards of necessary.to mee t the client's
. : needs, as identified by the
cigarette smoking. comprehensive assessment
required by paragraph (c)(3) of
Findings include: this section.
Observations were conducted at the group
home on 2/19/13 between 3:45 PM and 1. What corrective action
6:15 PM. The following was observed: will be accomplished?
Client #1 - At 3:45 PM client #1 walked Reaul o
. .. egular monitoring,
the halls a'nd stood .1n.the dining room and integration, and coordination of
kltCheIl Wlthout aCthlty. At 445 PM, treatment programs will be
client #1 stood in the dining room, completed for Clients #1-#8 by
watching staff #2 and client #5 preparing the Residential Coordinator.
the evenlng rpeal. At 4:50 PM client #1 The Area Residential
sat at the dining room table and drank a Coordinator will ensure that the
soda she had brought home from the work Residential Coordinator is
shop and then got up to shower. After monitoring treatment programs
. . . for all 8 clients in the home.
showering, client #1 was in her bedroom
and/or dining room until time for the The RC will ensure that
evening meal at 5:40 PM. Client #1 was programming is in place for all
not involved with the evening meal. In clients addressing their identified
client #1's room there were clothes and need at all times.
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personal items laying on the floor and on Client #1 will be put on
her bed mixed in with her dirty clothes E;%?;e;rrr:]mmg to maintain her
and shoes. Client #1 stated, "My room is a '
mess." Client's #1, #2, #3, #7 and
#8 will be put on programming to
Client #2 - At 3:50 PM client #2 was address their leisure skills and
. o . food preparation needs.
sitting at the dining room table eating
puffed corn. After finishing his snack, Client #1, #2, #3, #7 and
client #2 walked to the medication room #8's ISP’s will be updated to
to get his PM medications. After getting reflect th.elr leisure skill and food
. .. . . preparation needs.
his medication client #2 went to his room,
walked the hallway to the dining Client #7 will be placed on
room/kitchen, stood for a few minutes programming to understand the
and returned to his room. At 4:35 PM consequences of smoking.
cl1ent. #2 laid down in his bed, not Client #7's ISP will be
sleeping. At 5:42 PM staff #1 prompted updated to reflect the need to
client #2 to get out of bed and go to the understand the consequences of
dining room. Client #2 got up, walked to smoking.
the .dlmng room and sat down a'f the Staff will be retrained on
dlnlng room table. The staff assisted the importance of ensuring active
client #2 in filling his plate with portions treatment at all times during their
of tuna noodle casserole and broccoli. At team meeting.
6 PM client #2 got up from the table and
walked back to his room. Client #2 did
not eat all of his meal. 2.  How will we identify other
residents having the potential
Client #3 - At 3:45 PM, client #3 was in to be affected by the same
her bed . h hh deficient practice and what
erbe rolom, rummaging through her corrective action will be taken?
closet. Client #3 walked from her
bedroom to the living room to the kitchen All residents have the
and back again. Client #3 stood watching potential to be affected by the
. same deficient practice.
the meal preparation and then went to the
living room to sit in the recliner with a The RC will monitor the
box of popsicle sticks on her lap until residents programming and
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time for the evening meal at 5:40 PM behavior needs on a regular
when she walked to the dining room and basis. As their needs change or
h d of the table by th new concerns are identified,
sat down at the end of the table by the changes will be reflected in their
window. Client #3 asked staff #2 if she programming, assessments, ISP
was coming to sit with her and staff #2 and behavior plan.
stated, "In a minute, I have to make your ) )
. le first." Staff #1 put a tabl The Area Residential
pineapple fhirst.” Sta put a tablespoon Coordinator will ensure that the
of chocolate instant powder in client #3's Residential Coordinator is
milk and prompted her to mix it up. monitoring treatment programs
Client #3 had a divided dish, a toddler for all 8 clients in the home.
spoon a.md fork with rubber handles .and 3 Regular monitoring,
cups with straws. Staff #2 pureed client integration, and coordination of
#3's food for her and brought it to the treatment programs will be
table in dishes and set it in front of client f:mislet%d f?.r Fgentscj#1't#8 by
. e Residential Coordinator.
#3. At 5:45 PM, client #3 placed the food
on her plate and immediately began eating The RC will monitor the
at a fast pace, taking large bites. By 5:50 needs of the individuals within the
PM client #3 was finished with her food, home and at their day service
ked f d . th provider. As their needs change,
as e. Or more and was given another ) appropriate assessments will be
serving of tuna noodle casserole, broccoli completed to determine if
and pineapple. The toddler spoon did not additional adaptive equipment,
prevent client #3 from taking large bites pro?ratmmlng or clzth(;ng
. . rotectors are needed.
and the staff did not prompt client #3 to P
take smaller bites or to slow her pace of Upon admission client’s
eating. Client #3 did not participate in the needs will be assessed within 30
evening meal preparation. The staff did days and placed on appropriate
not offer client #3 a choice of leisure programming.
activities and/or training objectives. Staff will be retrained on
the importance of ensuring active
Client #7 - At 3:45 PM until 5:40 PM treatment at all times during their
client #7 was observed in her bedroom team meeting.
to come out of her room for the evening active treatment schedules for
meal and to go outside to smoke a Client’s #1-#8 at their next team
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cigarette. The staff did not offer client #7 meeting.
a choice of leisure activities and/or
training objectives during this
observation. 3. What measures will be
put into place or what systemic
Client #8 - At 4 PM client #8 was curled changes will be made to
. e .- . ensure that the deficient
up on the couch in a sitting position with .
. . practice does not recur:
her face in her arms, leaning on the back
of the couch. The television was on but The RC will monitor the
client #8 did not watch it. At 5:15 PM residents programming and
staff #1 went with client #8 to the behgwor nee.ds on a regular
bath for cli h f basis. As their needs change or
athroom for client #8 to shower. After new concerns are identified,
showering, client #8 returned to the couch changes will be reflected in their
until time for the evening meal at 5:40 programming, assessments, ISP
PM. The staff did not offer client #8 a and behavior plan.
ch(-nce. of lelsu.re act.1V1t1es and/.or training The Area Residential
objectives during this observation. Coordinator will ensure that the
Residential Coordinator is
During the PM observation period, staff ]["0”:0;“? tnteaftm;nt rp:rograms
. . or all 8 clients in the home.
did not offer clients #1, #2, #3, #7 and #8
a choice of leisure time activities. The Regular monitoring,
staff did not involve or prompt clients #1, integration, and coordination of
#2, #3, #7 and or #8 in the meal treatment programs will be
i completed for Clients #1-#8 by
preparation. the Residential Coordinator.
Observations were conducted at the group The RC will monitor the
home on 2/20/13 between 5:35 AM and needs of the individuals within the
home and at their day service
8:05 AM. o provider. As their needs change,
5:35 AM - The dlnlng room table was set appropriate assessments will be
for the morning meal. Staff #4 indicated completed to determine if
the staff set the table prior to the clients additional gdaptlvT tehqmpment,
. . programming or clothing
getting uP. Client #8 §at curled .up on the protectors are needed.
couch, client #3 was in the recliner and
client #2 was sitting at the dining room Upon admission client’s
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table. Client #1 was in her room getting needs will be assessed within 30
dressed days and placed on appropriate
. rogramming.
5:40 AM - Client #2 got up from the table prog g
and went back to his bedroom to lie Staff will be retrained on
down. the importance of ensuring active
5:50 AM - Staff #4 woke client #7 and treatment at all times during their
) team meeting.
prompted her to go to the bathroom for
her AM care. Staff #1 arrived and began Staff will be trained on the
the morning meal. active treatment schedules for
6:20 AM - Client #7 was still in the Client’s #1-#8 at their next team
' meeting.
bathroom. Staff #4 stated, "She always g
takes a long time." 4.  How will the corrective
6:25 AM - Everyone sat down for the action be monitored to ensure
morning meal except client #7 who was the deficient practice will not
o ?
still in the bathroom. On the table was a recur:
large bowl of oatmeal, a large bowl of The Site Manager will
scrambled eggs and a platter of toast. monitor on a daily basis when
Staff #4 assisted clients #3 and #4 to fill they are in the home.
their plates while staff #1 assisted client
P . . . The RC will monitor on a
#2 and staff #5 assisted client #6. Clients regular basis when they are in the
#3 and #4 began eating immediately, home.
taking large bites and eating at a fast pace.
Client #4 continued to grab at the food, h TheIAtR(chwllll m(;Ttor as
. ey complete their audits.
bowls and glasses near him. Staff #1 and y P
#4 were constantly redirecting client #4
from grabbing items on the table and
grabbing at other clients' food. 5. Whatlis the date by which
the systemic changes will be
. . . completed?
During the AM observation period, staff
did not involve or prompt clients #2, #3, April 10 th, 2013
#7 and #8 with the morning meal
preparation. Client #3's food was prepared
and pureed by staff #1. Client #3 did not
assist to puree her food. Client #7 was in
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the bathroom from 5:45 AM until 6:35
AM at which time she walked outside to
smoke a cigarette.

During observations at the DP (Day
Program) on 2/20/13 between 10:10 AM
and 12:15 PM, client #7 was not observed
to smoke a cigarette. Interview with DP
staff #2 on 2/20/13 at 11 AM indicated
the DP was non smoking and client #7 did
not smoke while at the DP.

1. Client #1's record was reviewed on
2/25/13 at 11:00 AM. Client #1's undated
IPOP (Individual Plan of Protective
Oversight) indicated client #1 required
assistance with meal preparation and
leisure skills. Client #1's ISP dated
12/28/12 did not indicate any objectives
to assist client #1 in meal preparation,
leisure skills and maintaining her
bedroom.

2. Client #2's record was reviewed on
2/21/13 at 11:30 AM. Client #2's IPOP of
2/9/12 indicated client #2 required staff
assistance in meal preparation and
participation of leisure activities. Client
#2's ISP of 2/14/13 not indicate any
objectives to assist client #2 in meal
preparation and leisure skills.

3. Client #3's record was reviewed on
2/21/13 at 2 PM. Client #3's ISP dated
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10/16/12 indicated client #3 required
assistance with meal preparation and
leisure skills. Client #3's ISP did not
indicate any objectives to assist client #3
in meal preparation and leisure skills.

4. Client #7's record was reviewed on
2/25/13 at 12:45 PM. Client #7's ISP
dated 4/30/12 indicated client #7 required
assistance with meal preparation and
leisure skills. Client #7's ISP did not
indicate any objectives to assist client #7
in meal preparation and leisure skills.
Client #7's record did not indicate any
objectives to educate client #7 on the
harms of cigarette smoking.

5. Client #8's record was reviewed on
2/25/13 at 12:30 PM. Client #8's IPOP of
2/9/12 indicated client #8 "tends to sit in
the livingroom most of time or walks the
hall." Client #8's ISP dated 2/14/12
indicated client #8 required assistance
with meal preparation and leisure skills.
Client #8's ISP did not indicate any
objectives to assist client #8 in meal
preparation and leisure skills.

Interview with staff #4 on 2/20/13 at 7:10
AM indicated clients #1, #2, #3, #7 and
#8 required assistance with meal
preparation. Staff #4 indicated clients #2,
#7 and #8 usually came home from the
day program and would go to bed and
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stay there until time for the evening meal.
Staff #4 indicated client #1 was shy and
would stay to herself. Staff #4 indicated
client #1 needed to clean her room.

Interview with the PS (Program
Specialist) on 2/25/13 at 2 PM indicated
clients #1, #2, #3, #7 and #8 did not have
formal objectives for meal preparation
and/or leisure skills. The PS indicated
staff were to offer the clients choices for
leisure time activities whenever possible.

Interview with the PS (Program
Specialist) on 2/25/13 at 2 PM indicated
the RC (Residential Coordinator) had not
implemented any objectives for client #1
since her admission to the facility on
11/30/12. The PS indicated clients #1, #2,
#3, #7 and #8 did not have formal
objectives for meal preparation and/or
leisure skills. The PS indicated staff were
to offer the clients choices for leisure time
activities whenever possible.

9-3-4(a)
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W000240 | 483.440(c)(6)(i)
INDIVIDUAL PROGRAM PLAN
The individual program plan must describe
relevant interventions to support the
individual toward independence.
Based on observation, record review and W000240 04/10/2013
interview for 2 of 4 sampled clients (#2 W 240 Individual Program Plan
and #3), the clients' ISPs (Individualized Lo
. The individual program plan must
Support Plans) failed to address how the describe relevant interventions to
staff were to supervise and assist the support the individual toward
clients while ambulating and to address independence.
when the clients were to use a walker
and/or a gait belt.
1.  What corrective action
Findings include: will be accomplished?
. . Client #2 and #3's ISP and
1. During observations at the group home IPOP assessments will be
on 2/19/13 between 3:45 PM and 6:15 updated to address how the staff
PM and on 2/20/13 between 5:35 AM and is to supervise and assist the
8:05 AM, client #2 ambulated at a slow clients while ambulating and to
tead . Ik ith and address when the clients were to
unsteady pace, using a walker, with an use a walker and/or gait belt.
without staff assistance. The staff at the
group home did not directly supervise The PCP for Client #2 and
client #2 while ambulating. #3 has been contacted to obtain
clarification for how the staff is to
) ) assist the two residents with their
During observations at the DP (Day ambulation needs and to identify
Program) on 2/20/13 between 10:10 AM how their ambulation adaptive
and 12:15 PM, client #2 ambulated at a equipment is to be utilized.
slow u.nsteady pace, .usmg a walker, with Staff will be trained on how
and without staff assistance. The staff at to assist Client #2 and #3 while
the DP did not directly supervise client #2 ambulating and how to ensure
while ambulating. their adaptive equipment for
ambulation is utilized properly at
. . their team meeting.
Client #2's record was reviewed on
2/21/13 at 11:30 AM.
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Client #2's ISP of 2/14/12 indicated client
#2 used a walker sometimes and "must be 2. i Hotwr\:wll_we::entn;y °tt_hfr
. . residents having the potentia
supervised and asms.ted by staff. He to be affected by the same
crawls most of the time when he is at the deficient practice and what
home, despite staff prompting to utilize corrective action will be taken?
his walker." Client #2's physician's orders _
of 1/28/13 indicated client #2 could use a ,A” residents have the
. . potential to be affected by the
wheel chair, walker and a gait belt when same deficient practice.
needed. Client #2's ISP did not indicate
the use of a wheel chair or a gait belt. The RC will monitor the
Client #2's ISP did not indicate the level re5|depts programming and
¢ .. o . T behavior needs on a regular
of supervision staff were to provide client basis. As their needs change or
#2 and how the staff were to assist client new concerns are identified,
#2 when ambulating inside and outside changes will be reflected in their
the group home programming, assessments, ISP,
) adaptive equipment needs and
behavior plan.
Interview with staff #4 on 2/20/13 at 7:10
AM indicated client #2 ambulated The RC will ensure that the
independently with the use of a walker client's IPOP’s and ISP's reflect
d did . £ assi information on how the staff is to
and did not require staff assistance. assist the client’s with identified
ambulation needs.
2. During observations at the group home
on 2/1?/13 between 3:4? PM and 6:15 3. What measures will be
PM, client #3 wore a gait belt beneath her put into place or what systemic
clothing. The end of the gait belt dangled changes will be made to
in front of client #3 from beneath her ensure that the deficient
clothing. The staff were not observed to practice does not recur:
superv1s.e and/or assist client #3 while The RC will monitor the
ambulating. residents programming and
behavior needs on a regular
During observations at the group home on basis. As their nee%s c??nge or
new concerns are identified,
2/20/13 between 5..35 AM and 8:05 AM changes will be reflected in their
and at the day services between 10:10 programming, assessments, ISP,
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AM and 12:15 PM, client #3 wore a gait adaptive equipment needs and
belt over her clothing. The staff at the behavior plan.
group home and at the DP were not The RC will ensure that the
observed to supervise and/or assist client client’s IPOP’s and ISP’s reflect
#3 while ambulating. information on how the staff is to
assist the client’s with identified
. . ambulation needs.
Client #3's record was reviewed on
2/21/13 at 2 PM. Client #3's ISP dated
10/16/12 did not indicate the use of a gait
belt. Client #3's physician's orders of 4.  How will the corrective
.- . . action be monitored to ensure
1/1/13 indicated client #3 may use a gait . - )
] i ] the deficient practice will not
belt as needed. Client #3's Physical recur?
Therapy assessment of 7/3/12 indicated
client #3 was to use a gait belt when _ The Site Manager will
ambulating to help prevent falls. monitor on a daily basis when
they are in the home.
Interview with staff #4 on 2/20/13 at 7:10 The RC will monitor on a
AM indicated client #3 wore a gait belt all regular basis when they are in the
day except when sleeping. Staff #4 stated home.
client #3 "could be shaky on her feet" and The ARC will monitor as
at times needed staff assistance while they complete their audits.
ambulating. Staff #4 indicated the gait
belt gave the staff something to grab onto.
) ) 5. What is the date by which
Interview with the PS (Program the systemic changes will be
Specialist) on 2/25/13 at 2 PM stated, "I completed?
think she wears it because she wants to, _
not because she has to." The PS indicated April 10 th, 2013
client #3's ISP did not address the use of a
gait belt.
9-3-4(a)
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  XVVHU11 Facility ID: 000878 If continuation sheet Page 172 of 243




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

PRINTED: 04/04/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G364

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
10311 E JACKSON

X3) DATE SURVEY

00 COMPLETED

03/11/2013

OCCAZIO INC SELMA, IN 47383
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (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
W000242 | 483.440(c)(6)iii)
INDIVIDUAL PROGRAM PLAN
The individual program plan must include,
for those clients who lack them, training in
personal skills essential for privacy and
independence (including, but not limited to,
toilet training, personal hygiene, dental
hygiene, self-feeding, bathing, dressing,
grooming, and communication of basic
needs), until it has been demonstrated that
the client is developmentally incapable of
acquiring them.
Based on record review and interview for W000242 04/10/2013
4 of 4 sampled clients (#1, #2, #3 and #4), W 242 Individual Program Plan
the clients' ISPs (Individual Support
. ( ) PP The individual program plan must
Plans) failed to address: include, for those clients who lack
__Client #1's identified training needs in them, training in personal skills
regards to personal hygiene and hair care. essential for privacy and
Client #2's identified training needs in |.nd.e penden<.:e (|nc! u,d ing, but not
- . . . limited to, toilet training, personal
regards to bathing, dressing, hygiene, hygiene, dental hygiene,
toileting and dining. self-feeding, bathing, dressing,
__Client #3's identified training needs in grooming, and communication of
regards to her dining, bathing, dressing, basic needs), until it has.bee.n
. . demonstrated that the client is
personal hygiene, hair care, tooth developmentally incapable of
brushing and toileting needs. acquiring them.
_ Client #4's identified training needs in
regards to dining, bathing, dressing,
persorllal hygiene, toileting and tooth 1. What corrective action
brushing needs. will be accomplished?
Findings include: Programming will be
implemented for Client #1 in
) ) regards to personal hygiene and
1. Client #1's record was reviewed on hair care.
2/25/13 at 11:00 AM. Client #1's undated
IPOP (Individual Plan of Protective - Pfotgfgrfnmgg W:'Lg?
. L . . implemented for Clien in
Oversight) indicated client #1 required regards to bathing, dressing,
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assistance with her personal hygiene and hygiene, toileting and dining.
hair care. Client #1's ISP dated 12/28/12 , ,
. .. .. . Programming will be
did not indicate any objectives to assist implemented for Client #3 in
client #1 in regards to personal hygiene regards to her dining, bathing,
and hair care. dressing, personal hygiene, hair
care, tooth brushing and toileting
. . needs.
2. Client #2's record was reviewed on
2/21/13 at 11:30 AM. Client #2's IPOP of Programming will be
2/9/12 indicated client #2 wore a implemented for Client #4 in
"depends" (an adult brief) and had no (rjegarQs to dining, lt’:th',ng’
o . o . ressing, personal hygiene,
toileting skills. The IPOP indicated client toileting and tooth brushing
#2 was to be taken to the bathroom every needs.
2 hours during the night. Client #2's
physician's orders indicated client #2 was
to be toileted 'every 2 hours dl%rlng the day 2. How will we identify other
and once at night at 2 AM. Client #2's ISP residents having the potential
of 2/14/12 indicated client #2 could feed to be affected by the same
himself, but staff had to physically assist deficient practice and what
him in order for him to eat his meals with corractive action will be taken?
utensils; otherwise he would leave the All residents have the
table without eating. The ISP indicated potential to be affected by the
the staff had to physically assist client #2 same deficient practice.
with bathing, dressing and toileting. i )
Client #2's ISP did ndi The RC will monitor the
1'er.1t S. ) 1d not 1n. 1cat.e any ) residents programming and
training objectives to assist client #2 with behavior needs on a regular
his bathing, dressing, hygiene, toileting basis. As their needs change or
and dining. new concerns are identified,
changes will be reflected in their
] ) programming, assessments, ISP
3. Client #3's record was reviewed on and behavior plan.
2/21/13 at 2 PM. Client #3's ISP dated
10/16/12 indicated client #3 required _ Staff will be retrained on
ist ith bathi d . the importance of ensuring active
assistance Wl. a 1.ng, ressing, treatment at all times during their
personal hygiene, hair care and tooth team meeting.
brushing. Client #3's IPOP indicated
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client #3 required total assistance to care
for her hair and has a nursing order for .
taff assist for brushi d flossi 3.  What measures will be
stall assistance for T’us' 1ng an ] 0ssing put into place or what systemic
her teeth. The IPOP indicated client #3 changes will be made to
required staff assistance with "toileting ensure that the deficient
issues." Client #3's Risk Plan of 9/17/12 practice does not recur:
indicated client #3 "will sometimes take
. . The RC will monitor the
large bites and will need prompts to slow residents programming and
her pace of eating. The plan indicated behavior needs on a regular
client #3 was to use a sippy cup and basis. As their needs change or
smaller utensils to feed herself to ensure new concerns are |dent|f|§d, )
ller bi 1 , d changes will be reflected in their
smaller bites. Client #3's ISP did not programming, assessments, ISP
indicate any training objectives to assist and behavior plan.
client #3 with her dining issues, bathing,
dressing, personal hygiene, hair care, ~ Staff will be retrained on
h brushi d toileti 4 the importance of ensuring active
tooth brushing and toileting needs. treatment at all times during their
team meeting.
4. Client #4's record was reviewed on
2/20/13 at 2 PM. Client #4's 9/24/12
IPQP 1nd1cat'ed client #4 reql'nred . 4 How will the corrective
assistance with personal hygiene, bathing, action be monitored to ensure
dressing and tooth brushing. Client #4's the deficient practice will not
Dining Plan of 12/4/12 indicated client #4 recur?
"will eat very fast" and consumes large
5 . . g The Site Manager will
amounts of food if not supervised. Client monitor on a daily basis when
#4's IPOP indicated client #4 will eat they are in the home.
whatever he can get his hands on. He _ _
needs close supervision and cannot be left The RC will monitor ona
. . regular basis when they are in the
unsupervised but for short periods of home.
time. Client #4's ISP dated 12/4/12
indicated client #4 needed staff assistance The ARC will monitor as
with cleaning himself properly after they complete their audits.
toileting. Client #4's ISP did not indicate
any training objectives to assist client #4
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9-3-4(a)

with slowing his pace of eating, bathing,
dressing, personal hygiene, toileting and
tooth brushing needs.

Interview with staff #4 on 2/20/13 at 7:10
AM indicated clients #2, #3 and #4
required assistance with dressing, bathing,
tooth brushing and hygiene. Staff #4
indicated client #2 wore a depends 24/7
due to incontinence.

Interview with the PS (Program
Specialist) on 2/25/13 at 2 PM indicated
the RC (Residential Coordinator) had not
implemented any objectives for client #1
since her admission to the facility on
11/30/12. The PS indicated clients that
were not independent with their bathing,
dressing, personal hygiene, toileting,
tooth brushing and/or hair care should
have training objectives in place to assist
the clients with their training needs.

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

April 10 th , 2013
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W000247 | 483.440(c)(6)(vi)
INDIVIDUAL PROGRAM PLAN
The individual program plan must include
opportunities for client choice and
self-management.
Based on observation, record review, and W000247 04/10/2013
interview, for 8 of 8 clients (clients #1, W 247 Individual Program Plan
#2, #3, #4, #5, #6, #7 and #8) who lived Lo
. . . The individual program plan must
in the group home, the facility failed to include opportunities for client
encourage client choices at meal time. choice and self management.
Findings include:
1. What corrective action
Observations were conducted at the group will be accomplished?
home on 2/20/13 between 5:35 AM and
8:05. Clients #1, #2, #3, #4, #5, #6, #7 b Regu'fft”;es' ?ESEF;VS‘“O“S
. . will be completed by the
and #.8 ate their momlng meal. The and/or the Site Manager for the
morning meal consisted of scrambled home to ensure that the menu is
eggs, oatmeal and toast with juice and being followed, that staff is
milk. The staff did not offer the clients a encouraging the residents to
hoi ¢ | or iuice for th follow their prescribed dining
¢ 01c.e Ol eggs, cereal or juice for the plans and that appropriate food
morning meal. substitutions are being offered.
The facility's menus were reviewed on I dCIient’s #1-#8 yvillfbe .
2/19/13 at 5 PM. The facility's placed on programming for them
] to assist with packing their
Fall/Winter regular adult menu dated lunches for day program.
10/7/09 indicated for the morning meal on
2/20/13 the clients were to have: Client's #1-#8 will be
3/4 cup of apple juice placeq on programmlng for th.em
— to assist with making appropriate
__1 egg (any style) food choices.
__3/4 cup of whole grain cereal or 1/2
cup of cereal of client's choice _ Staff will be trained on the
2 slices of whole wheat toast with 1 importance of offermg food
— . choices to the clients based on
teaspoon o.f margarine and 1 teaspoon of the menu and the client’s dietary
low sugar jelly plans.
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1 cup of water
1 cup of skim or 1/2 % milk
2.  How will we identify other
Interview with the RC (Residential residents having the potential
Coordinator) and the PS (Program to be affected by the same
Specialist) on 2/20/13 at 2:45 PM deficient practice and what
L . i i i ?
indicated the staff were to provide the corrective action will be taken?
clients choices with each meal as Al residents have the
indicated on the facility menus. potential to be affected by the
same deficient practice.
9-3-4(a) . .
The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, assessments, ISP
and behavior plan.
Regular meal observations
will be completed by the RC
and/or the Site Manager for the
home to ensure that the menu is
being followed, that staff is
encouraging the residents to
follow their prescribed dining
plans and that appropriate food
substitutions are being offered.
Staff will be trained on the
importance of offering food
choices to the clients based on
the menu and the client’s dietary
plans.
3.  What measures will be
put into place or what systemic
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changes will be made to
ensure that the deficient
practice does not recur:

The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, assessments, ISP
and behavior plan.

Regular meal observations
will be completed by the RC
and/or the Site Manager for the
home to ensure that the menu is
being followed, that staff is
encouraging the residents to
follow their prescribed dining
plans and that appropriate food
substitutions are being offered.

Staff will be trained on the
importance of offering food
choices to the clients based on
the menu and the client’s dietary
plans.

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

The Site Manager will
monitor on a daily basis when
they are in the home.

The RC will monitor on a
regular basis when they are in the
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home.
The ARC will monitor as
they complete their audits.
5. What is the date by which
the systemic changes will be
completed?
April 10 th , 2013
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W000249 | 483.440(d)(1)
PROGRAM IMPLEMENTATION
As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient
number and frequency to support the
achievement of the objectives identified in
the individual program plan.
Based on observation, record review and W000249 04/10/2013
interview for 3 of 4 sampled clients (#1, W 249 Program Implementation
#2 and #3) and 4 additional clients (#5, . o
. . As soon as the interdisciplinary
#6, #7 and #8), the facility failed to team has formulated a client's
implement the clients' training objectives individual program plan, each
during formal and informal training client must receive a continuous
. active treatment program
opportunities.
PP consisting of needed
interventions and services in
Findings include: sufficient number and frequency
to support the achievement of the
Observations were conducted at the group 9bj§9t|ves identified in the
individual program plan.
home on 2/19/13 between 3:45 PM and
6:15 PM. The following was observed:
3:45 PM - Upon entering the group home,
the RC (Residential Coordinator) opened 1'_" bWhat corrle:‘c:vgjctlon
. . . . e accomplished?
the front door with client #4 beside him W Pl
and stated, "I want to tell you before you The RC will ensure that
get started, [client #4] has Autism. You programming is in place for all
have to forgive him because he is a little cller:jts tadlclir:assmg their identified
out of sorts tonight." The RC stayed with needat al imes.
client #4, taking client #4 by the hand and Client's #1, #2, #3, #7 and
keeping him away from the kitchen area. #8 will be put on programming to
Three staff were in the home with the RC. ?ddress thelr.lelsure skills and
At 4:45 PM, the RC left the group home. ood preparation needs.
Client #1, #2, #3, #7 and
Client #1 - At 3:45 PM client #1 walked #8's ISP’s will be updated to
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the hallsj stood in the dlnlng room and reflect their leisure skill and food
kitchen without activity. At 4:45 PM, preparation needs.
client #1 stood in the dining room, Client #7 will be placed on
watching staff #2 and client #5 preparing programming to understand the
the evening meal. At 4:50 PM client #1 consequences of smoking.
sat at the dining room table and drank a ) .
da she had b hth 6 h " Client #7’s ISP will be
soda she had brought home from the wor updated to reflect the need to
shop and then got up to shower. After understand the consequences of
showering, client #1 was in her bedroom smoking.
and/or dining room until time for the P ) il be out i
. ] . rogramming will be put in
ever.ung meal a-t 5:40 PM. Chent #1 was place for Clients #1, #2, #3, and
not involved with the evening meal #4 to address their identified
preparation. Staff did not offer client #1 a needs in regards to dining,
choice of activities. personal hygiene, hair care,
bathing, dressing, tooth brushing,
and toileting.
Client #2 - At 3:50 PM client #2 was
sitting at the dining room table eating Staff will be retrained on
puffed corn. After finishing his snack, the importance of ensuring active
lient #2 walked to th dicati treatment at all times during their
clien : walke 9 e.:me 1c§ ion room team mesting.
to get his PM medications. Client #2
walked at a fast pace with a walker and Active treatment schedules
his right shoe lace was untied and wnlljt;e‘ldeveloped for Client's #1
. . . and #4.
dangling between his feet. After getting
his medication client #2 went to his room, The active treatment
walked the hallway to the dining schedules for Clients #2, #3, #5,
room/kitchen, stood for a few minutes #%#Z anrd #3 will be
and returned to his room. At 4:35 PM ndividuaiized.
client #2 laid down in his bed, not Staff will be trained on the
sleeping. At 5:42 PM staff #1 prompted active treatment schedules for
client #2 to get out of bed and go to the C"e’:F‘S #1-#8 at their next team
dining room. Client #2 got up, walked to meeting.
the dining room and sat down at the
dining room table. The staff assisted
client #2 to filling his plate with portions 2. How will we identify other
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of tuna noodle casserole and broccoli. At residents having the potential
6 PM client #2 got up from the table and :‘° ?e_ afftectedtl_)y thedsant:et
walked back to his room. Client #2 did eticient practice and wha
. . . corrective action will be taken?
not eat the broccoli, bread with margarine
or pineapple. Client #2 bit his right wrist All residents have the
frequently throughout this observation, potential to be affected by the
even while in his bedroom and lying in same deficient practice.
bed. Client #2's right wrist was red and The RC will monitor the
scarred, approximately the size of 5 cm residents programming and
(centimeter) by 7 cm where the client behavior needs on a regular
bites himself. Staff did not prompt or basis. As their nee.d S chgnge or
] . . ) ; new concerns are identified,
redirect client #2 from biting his wrist. changes will be reflected in their
Staff did not offer client #2 a choice of programming, assessments, ISP
leisure activities and/or training and behavior plan.
objectives. Staff did not prompt client #2
J. . P . P . The Area Residential
to tie his shoelace and/or assist client #2 Coordinator will ensure that the
to tie his shoelace. Residential Coordinator is
monitoring treatment programs
Client #3 - At 3:45 PM, client #3 was in for all 8 clients in the home.
her bedroom, rummaging through her Regular monitoring,
closet. Client #3 wore a gait belt under integration, and coordination of
her clothing, the end of the belt dangling treatment programs will be
in front of her. Client #3 walked from her completgd fo.r Clients ,#1'#8 by
. . . the Residential Coordinator.
bedroom to the living room to the kitchen
and back again. Client #3 stood watching Staff will be retrained on
the meal preparation and then went to the the importance of ensuring active
living room to sit in the recliner with a treatment at all times during their
. . . team meeting.
box of popsicle sticks on her lap until
time for the evening meal at 5:40 PM Staff will be trained on the
when she walked to the dining room and active treatment schedules for
sat down at the end of the table by the Cller;'t s #1-#8 at their next team
. . . meeting.
window. Client #3 asked staff #2 if she g
was coming to sit with her and staff #2
stated, "In a minute, I have to make your
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pineapple first." Staff #1 put a tablespoon 3. What measures will be
of chocolate instant powder in client #3's put into place or what systemic
milk and prompted her to mix it u changes will be made to
) promp o ) p. ensure that the deficient
Client #3 had a divided dish, a toddler practice does not recur:
spoon and fork with rubber handles and 3
cups with straws. Staff #2 pureed client ~ The RC will monitor the
#3's food for her and brought it to the remdepts programming and
L . . behavior needs on a regular
table in dishes and set it in front of client basis. As their needs change or
#3. At 5:45 PM, client #3 placed the food new concerns are identified,
on her plate and immediately began eating changes will be reflected in their
at a fast pace, taking large bites. By 5:50 z;c;gtr)aer:;nllr;?, Tasr?essments, ISP
. . . \| .
PM client #3 was finished with her food, P
asked for more and was given another The Area Residential
serving of tuna noodle casserole, broccoli Coordinator will ensure that the
and pineapple. The toddler spoon did not Re5|§eqt|al Coordinator is
. . . monitoring treatment programs
prevent client #3 from taking large bites for all 8 clients in the home.
and the staff did not prompt client #3 to
take smaller bites or to slow her pace of Regular monitoring,
eating. Client #3 did not participate in the integration, and coordination of
. . . treatment programs will be
evening meal preparation. The staff did completed for Clients #1-#8 by
not offer client #3 a choice of leisure the Residential Coordinator.
activities and/or training objectives.
Staff will be retrained on
. ) i the importance of ensuring active
Cl.lent #7-At3:45PM .U.Iltll 5:40 PM treatment at all times during their
client #7 was observed in her bedroom team meeting.
lying in her bed. The staff did not offer
client #7 a choice of leisure activities ~ Staff will be trained on the
dfor traini biccti durine thi active treatment schedules for
and/or I'tclll’llng objectives during this Client’s #1-#8 at their next team
observation. meeting.
Client #8 - At 4 PM client #8 was curled
up on the couch in a sitting position with 4. How will the corrective
her face in her arms, leaning on the back action be monitored to ensure
of the couch. The television was on but the deficient practice will not
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client #8 was not interested or watching recur?
what was on. At 5:15 PM staff #1 went The Site M "
. . . e Site Manager wi
with client #8 to the bathroc')m for'chent monitor on a daily basis when
#8 to shower. After showering, client #8 they are in the home.
returned to the couch until time for the
evening meal at 5:40 PM. The staff did The RC will monitor on a
. . . regular basis when they are in the
not offer client #8 a choice of leisure home
activities and/or training objectives during
this observation. The ARC will monitor as
they complete their audits.
Observations were conducted at the group
home on 2/20/13 between 5:35 AM and
8:05 AM. 5. What is the date by which
5:35 AM - Two staff were in the home the systemic changes will be
. . . ?
with 8 clients. Staff #5 was in the completed?
bathroom with client #6. The dining room April 10 th, 2013
table was set for the morning meal. Staff
#4 indicated the staff set the table prior to
the clients getting up. Client #8 sat curled
up on the couch, Client #3 was in the
recliner and client #2 was sitting at the
dining room table. Client #1 was in her
room getting dressed.
5:40 AM - Client #2 got up from the table
and went back to his bedroom to lie
down.
5:50 AM - Staff #4 woke client #7 and
prompted her to go to the bathroom for
her AM care. Staff #1 arrived and began
the morning meal.
6 AM - Client #1 came to the kitchen.
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Staff #1 prompted client #1 to make the
toast. Client #1 proceeded to toast the
bread, buttering each slice and placing it
on a platter. Clients #4 and #5 were still
in bed.

6:10 AM - Staff #5 wheeled client #6 to
the dining room table.

6:20 AM - Clients #4 and #5 were up,
dressed and in the dining room. As soon
as client #4 got to the table he started
grabbing at the bowls of food and the
plate of toast on the table. Staff #4
redirected client #4 several times to leave
the food alone and to sit down at the
table. Client #7 was still in the bathroom.
Staff #4 stated, "She always takes a long
time."

6:25 AM - Clients #1, #2, #3, #4, #5, #6
and #8 were sitting at the dining room
table. On the table were a large bowl of
oatmeal, a large bowl of scrambled eggs
and a platter of toast. Staff #4 assisted
clients #3 and #4 in filling their plates
while staff #1 assisted client #2 and staff
#5 assisted client #6. Clients #3 and #4
began eating immediately, taking large
bites and eating at a fast pace. Client #4
continued to grab at the food, bowls and
glasses near him. Client #8 sat without
food on her plate, picking her nose, until
staff #4 could assist her with filling her
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plate. Staff #1 and #4 were constantly
redirecting client #4 from grabbing items
on the table and grabbing at other clients'
food. Staff #4 began feeding client #8
while staff #1 assisted client #2 and staff
#5 assisted client #6.

6:35 AM - Client #4 stood up from the
table and was redirected to sit back down.
Client #7 came from her bedroom,
wearing her coat to go outside to smoke a
cigarette. Clients #4 and #5 ate all the
food on their plate and wanted more.
Client #5 asked for more eggs and was
told no because not everyone had gotten
their food yet. Staff #5 fed client #6 while
staff #1 and #4 redirected client #4. Client
#8 began eating her eggs with her hands
and client #2 sat biting his wrist.

6:40 AM - Client #4 got up from the table
and grabbed the bowl of eggs. Staff #4
prompted client #4 to put the bowl down,
sit down and to eat more oatmeal. After
several prompts, client #4 put the bowl of
eggs down and sat down. Client #7
returned from outside and sat down at the
table. Client #4 reached across the table in
front of client #7 and took the last 2
pieces of toast and stuffed them in his
mouth.

6:45 AM - Client #4 jumped up, grabbed
the bowl of scrambled eggs and placed
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the ladle with scrambled eggs in his
mouth. Staff #4 stood up and stated,
"Now I have to make more eggs, [client
#7] still hasn't ate." Staff #4 got up from
the table to fix more eggs for client #7
and client #8 began eating her food with
her hands again. After much prompting
from staff #1 and staff #4, client #4 took
the bowl of eggs to the kitchen counter
and set them down. Staff #1 took client
#4 by the arm and prompted him to go to
the living room where client #4 stayed for
only a few minutes and returned to the
dining room.

6:50 AM - Client #4 picked up a hand
towel and flipped it at client #5, hitting
him on the left shoulder. Client #2 got up
from the table and went back to his room.
Client #2 had not finished his meal. Staff
#4 tried to redirect client #4 but was not
able to. Client #4 then grabbed client #5
by his clothing on his left shoulder. Client
#5 stood up and stepped toward client #4
when staff #4 and #1 intervened. Client
#4 was escorted to the living room where
he sat with staff #1 throughout the
remainder of the observation. Client #5
asked for more eggs and was told there
weren't any. Client #5 then stated, "Can I
have some toast if I fix it myself?" Client
#5 proceeded to make himself some toast.

Interview with staff #4 on 2/20/13 at 7:10
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indicated clients #4 and #5 were not
woken up until breakfast was made and
on the table. Staff #4 stated "because they
[clients #4 and #5] won't leave anything
alone and will eat anything that is sitting
out, so we just leave them in bed because
there's just not enough of us to handle it."
Staff #4 stated client #4's behavior in the
AM observation happened "almost every
day." Staff #4 indicated there was not
enough staff to offer training in the
mornings because of client #4's behaviors.

Client #1's record was reviewed on
2/25/13 at 11:00 AM. Client #1's ISP
(Individual Support Plan) dated 12/28/12
indicated client #1 was admitted to the
group home on 11/30/12. Client #1's
record did not indicate any formal or
informal training objectives for client #1.
Client #1's undated IPOP (Individual Plan
of Protective Oversight) indicated client
#1 required assistance with her personal
hygiene, meal preparation, money,
medications and doing laundry.

Client #2's record was reviewed on
2/21/13 at 11:30 AM. Client #2's IPOP of
2/9/12 indicated client #2 will stand biting
his arm if his environment is too loud or
if there were too many people. "He needs
supervision at all times." Client #2's
Approach Plan of 3/2/10 (updated
2/14/12) indicated client #2 chewed on
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his wrist, hand and fingers. The plan
indicated staff were to approach client #2
calmly and ask client #2 to stop his
behavior while at the same time, the staff
were to touch client #2's arm. The plan
indicated staff were to continue until
client #2 stopped the behavior.

Client #2's ISP dated 2/14/12 indicated
the following formal objectives:

__To pick up his pill crusher during med
pass with hand over hand assistance.
_To demonstrate opening his mouth for
the dentist.

__To brush his teeth.

__To use a communication book to
communicate his wants and needs with
hand over hand assistance.

_To identify a nickel.

__To wash his hands with hand over hand
assistance.

Client #2's ISP indicated client #2 could
feed himself, but staff had to physically
assist him in order for him to eat his
meals with utensils; otherwise he will
leave the table without eating. Staff have
to physically assist client #2 with bathing,
dressing and basic household chores.
Client #2's IPOP of 2/9/12 indicated client
#2 required assistance with meal
preparation and household tasks. The
IPOP indicated client #2 will move his
body parts for bathing but doesn't assist
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staff during personal hygiene, bathing and
dressing. The IPOP indicated client #2
wears a "depends (an adult brief)" and has
no toileting skills and is to be taken to the
bathroom every 2 hours during the night.
The IPOP indicated client #2 will sit in
his room alone, "but we are working on
him to socialize more often." Client #2's
IPOP indicated client #2 used a walker for
ambulation and required close monitoring
and physical assistance with all aspects of
daily living.

Client #3's record was reviewed on
2/21/13 at 2 PM. Client #3's ISP dated
10/16/12 indicated the following formal
objectives:

__To independently state/point to a
nickel.

__To understand her rights and recognize
abuse/report abuse.

__To be able to select her Advair (an
inhaler) from the cart.

__To allow staff to assist her with the use
of a gait belt if needed.

__To increase independence in using lock
box code to access the sharps.

__To increase independence in using own
key to access hazmat.

__To do standing balance exercises for 10
min.

Client #5's record was reviewed on
2/21/13 at 3:30 PM. Client #5's ISP of
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7/10/12 indicated the following formal
objectives:

__To make his bed.

__To wear and take care of his glasses.
__To demonstrate appropriate table
manners.

__To put his clean clothes up.

__To state the times he uses his
Chlorhexdine mouth wash.

__To independently monitor his daily
living skills.

__To identify the consequences of his
actions.

_To independently count his money.
__To respect his peers and staff.

__To brush his teeth.

Client #6's record was reviewed on
2/21/13 at 3 PM. Client #6's ISP of
5/31/12 indicated the following formal
objectives:

__To count fifteen pennies with staff
assistance.

__To relate a story or an event with
another person.

__To complete his physical therapy
exercises.

__To wear his glasses for 15 minutes.
__To identify 2 ways to deal with
frustration.

__To identify a $1 bill.

_To state what he takes for a headache.
__To independently feed himself finger
foods.
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Client #7's record was reviewed on
2/25/13 at 12:45 PM. Client #7's ISP of
4/30/12 indicated the following
objectives:

__To give cashier money back when
buying cigarettes.

_To sign the correct sign for cooking
dinner.

__To identify the items in her personal
first aid kit.

__To independently use her own key to
access the hazmats/sharps.

Client #7's physician's orders for 1/2013
indicated the client was to be allowed a
30 minute to 60 minute rest after coming
home from work.

Client #8's record was reviewed on
2/25/13 at 12:30 PM. Client #8's ISP of
2/14/12 indicated the following formal
objectives:

__To display the correct sign for happy
with the staff.

__To use a communication book to
communicate her wants and needs.

__To make the sign to eat once a day.
__To wash her hands with hand over hand
assistance.

__To hold a $1 bill. Staff will tell client
#8 this is a dollar and explain money in
the most basic form.

__With hand over hand assistance, client
#8 will gather the items needed for a
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medication pass.

Client #8's Dining Plan of 11/8/10
indicated the staff needed to sit next to
client #8 on her right side while she was
eating a meal. "Staff assists her with
scooping food up onto her utensils with
hand over hand assistance. Once the food
is on her utensil, she is able to take the
food to her mouth." The plan indicated
client #8 likes to eat with her hands,
"unless staff is there to prompt her to stop
and to assist her with using her utensils."

Interview with the RC and the PS
(Program Specialist) on 2/20/13 at 2:45
PM indicated clients were to be offered a
choice of activities and/or training
throughout the day. The PS indicated
clients should not be sitting idle without
activity for long periods and should be
prompted to activity every 15 minutes.

9-3-4(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 04/10/2013
4 of 4 sampled clients (#1, #2, #3 and #4) W 250 Program Implementation
and 4 additional clients (#4, #6, #7 and .
. . . The facility must develop an
#8), the facility failed to develop an active active treatment schedule that
treatment schedule for clients #1 and #4 outlines the current active
after admission to the facility and failed to treatment program and that is
ensure client #2's. #3's #5's. #6's. #7's and readily available for review by
. ’ o7 relevant staff.
#8's active treatment schedules were
individualized.
Findings include: 1. What corrective action
will be accomplished?
Client #1's record was reviewed on Staff will be retrained on
2/25/13 at 11:00 AM. Client 1#'s record the importance of ensuring active
indicated client #1 was admitted to the :reatment ?t all times during their
. eam meeting.
group home on 11/30/12. Client #1's 9
record did not indicate an active treatment Active treatment schedules
schedule had been developed for client #1 will be developed for Client’s #1
since her admission to the facility. and #4.
) ) The active treatment
Client #4's record was reviewed on schedules for Clients #2, #3, #5,
2/20/13 at 2 PM. Client #4's record #6, #7 and #8 will be
indicated client #4 was admitted to the individualized.
g?oup h.om.e on 11/5/1?. Client #4's record Staff will be trained on the
did not indicate an active treatment active treatment schedules for
schedule had been developed for client #4 Client's #1-#8 at their next team
since his admission to the facility. meeting.
Client #2's, #3's #5's, #6's, #7's and #8's
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Active Treatment Daily Schedules were 2. How will we identify other
reviewed on 2/25/13 at 1 PM. Client #2's, :esl;de';s r:a\::g ::e potential
#3's #5's, #6's, #7's and #8's Active © .e.a ecte oY © same
) . . deficient practice and what
Treatment Daily Schedules were identical corrective action will be taken?
with fixed daily regimens of activities for
the clients. All residents have the
12 AM - 6 AM sleep potential to be affected by the
. . same deficient practice.
6 AM - 7 AM wake, morning hygiene, get
dressed, meds, straighten room and start The RC will monitor the
breakfast residents programming and
7 AM - 8 AM eat breakfast and go to day behgwor nee.ds on a regular
. basis. As their needs change or
SETvICEs new concerns are identified,
3 PM - 4 PM come home from day changes will be reflected in their
services, clean lunch boxes programming, assessments, ISP
4 PM - 5 PM Meds and behavior plan.
5PM-6PM ch.ores and suPper Staff will be retrained on
6 PM - 7 PM leisure of choice the importance of ensuring active
7 PM - 8 PM bath/shower treatment at all times during their
9 PM - 12 AM - sleep team meeting.
) ) Staff will be trained on the
Interview with the PS (Program active treatment schedules for
Specialist) on 2/25/13 at 2 PM indicated Client’s #1-#8 at their next team
she was unable to find an active treatment meeting.
§ch§dule for cl%ents #1 and #4. The PS . The ARC will review with
indicated all clients were to have an active the RC the importance of
treatment schedule developed after ensuring that the active treatment
admission to the group home. The PS schedules are individualized.
indicated active treatment schedules were
to be individualized for each client.
3.  What measures will be
9-3-4(a) put into place or what systemic
changes will be made to
ensure that the deficient
practice does not recur:
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The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, assessments, ISP
and behavior plan.

Staff will be retrained on
the importance of ensuring active
treatment at all times during their
team meeting.

Staff will be trained on the
active treatment schedules for
Client’s #1-#8 at their next team
meeting.

The ARC will review with
the RC the importance of
ensuring that the active treatment
schedules are individualized.

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

The Site Manager will
monitor on a daily basis when
they are in the home.

The RC will monitor on a
regular basis when they are in the
home.

The ARC will monitor as
they complete their audits.
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5. What is the date by which
the systemic changes will be
completed?
April 10 th , 2013
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W000259 | 483.440(f)(2)
PROGRAM MONITORING & CHANGE
At least annually, the comprehensive
functional assessment of each client must
be reviewed by the interdisciplinary team for
relevancy and updated as needed.
Based on record review and interview for W000259 04/10/2013
1 of 4 sampled clients (#2) and 1 W 259 Program Monitoring and
additional client (#8), the facility failed to Change
ensure the IDT (Interdisciplinary Team) At least annually, the
reviewed and/or updated the clients' CFAs comprehensive functional
(Comprehensive Functional Assessments) assessment of each client must
annually be reviewed by the
’ interdisciplinary team for
relevancy and updated as
Findings include: needed.
Client #2's record was reviewed on
.2/2.1/13 at 11:30 AM. "l."h.e client's record 1. What corrective action
indicated an IPOP (Individual Plan of will be accomplished?
Protective Oversight/CFA) last completed
on 2/9/12. The record did not indicate the Client #2 and #8's IPOP
IDT had reviewed and/or updated client assessme.nts will be updated to
o reflect their changed needs over
#2's IPOP within 365 days from the date the past year.
of the previous IPOP dated 2/9/12.
i , .
Client #8's record was reV1e\fved' on 2. How will we identify other
2/25/13 at 12:30 PM. The client's record residents having the potential
indicated an IPOP last completed on to be affected by the same
2/9/12. The record did not indicate the deficient practice and what
IDT had reviewed and/or updated client corrective action will be taken?
, iy
#8's IPOP Wlthln 365 days from the date Al residents have the
of the previous IPOP dated 2/9/12. potential to be affected by the
same deficient practice.
Interview with the PS (Program _ '
Specialist) on 2/25/13 at 2 PM indicated . The RC will monitor the
residents programming and
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the IDT was to review and update the
clients' IPOPs annually (every 365 days).

9-3-4(a)

behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, assessments, ISP
and behavior plan.

The RC will ensure that
each client’s ISP and
assessments are updated at least
on an annual basis.

The ARC will review with
the RC the importance of
ensuring that client’s ISP’s and
assessments are updated at least
on an annual basis.

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

The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, assessments, ISP
and behavior plan.

The RC will ensure that
each client’s ISP and
assessments are updated at least
on an annual basis.

The ARC will review with
the RC the importance of
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ensuring that client’s ISP’s and
assessments are updated at least
on an annual basis.

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

The Site Manager will
monitor on a daily basis when
they are in the home.

The RC will monitor on a
regular basis when they are in the
home.

The ARC will monitor as
they complete their audits.

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

April 10 th , 2013

FORM CMS-2567(02-99) Previous Versions Obsolete

EventID:  XVHU11

Facility ID: Q00878 If continuation sheet

Page 201 of 243




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

PRINTED: 04/04/2013
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: . BUILDING 00 COMPLETED
15G364 B:WING 03/11/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
10311 E JACKSON
OCCAZIO INC SELMA, IN 47383
(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
W000260 | 483.440(f)(2)
PROGRAM MONITORING & CHANGE
At least annually, the individual program plan
must be revised, as appropriate, repeating
the process set forth in paragraph (c) of this
section.
Based on interview and record review for W000260 04/10/2013
1 of 4 sampled clients (#2) and 1 W 260 Program Monitoring and
additional client (#8), the RC (Residential Change
Coordinat-Of) failed to revise the cl.iel?t's At least annually, the individual
ISPs (Individual Support Plans) within program plan must be revised, as
365 days of the previous ISP. appropriate, repeating the
process set forth in paragraph (c)
.. . of this section.
Findings include:
Client #2's record was reviewed on
2/21/13 at 11:30 AM. Client #2 had an 1-_" bWhat °°"I‘f°|:"'::°t'°"
ISP dated 2/14/12. The client's record Wil be accomplisheds
indicated the ISP had not been revised Client #2 and #8's ISP’s
within 365 days of the completion of the have been updated.
previous ISP.
Client #8's record was reviewed on 2. How will we identify other
2/25/13 at 12:30 PM. Client #2 had an residents having the potential
ISP dated 2/14/12. The client's record to be affected by the same
indicated the ISP had not been revised deficient practice and what )
within 365 days of the completion of the corrective action will be taken?
previous ISP. All residents have the
potential to be affected by the
Interview with the PS (Program same deficient practice.
Specialist) on 2/25/13 at 2 .PM indicated The RC will monitor the
the most current ISP for clients #2 and #8 residents programming and
were provided for review. The PS behavior needs on a regular
indicated ISP's were to be updated and basis. As their neegs chgnge or
revised annually (every 365 days) to new concerns are |dent|f|gd, .
changes will be reflected in their
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reflect the clients' program needs,
objectives and changes.

9-3-4(a)

programming, assessments, ISP
and behavior plan.

The RC will ensure that
each client’s ISP and
assessments are updated at least
on an annual basis.

The ARC will review with
the RC the importance of
ensuring that client’s ISP’s and
assessments are updated at least
on an annual basis.

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

The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, assessments, ISP
and behavior plan.

The RC will ensure that
each client’s ISP and
assessments are updated at least
on an annual basis.

The ARC will review with
the RC the importance of
ensuring that client’'s ISP’s and
assessments are updated at least
on an annual basis.
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4. How will the corrective
action be monitored to ensure
the deficient practice will not
recur?
The Site Manager will
monitor on a daily basis when
they are in the home.
The RC will monitor on a
regular basis when they are in the
home.
The ARC will monitor as
they complete their audits.
5. What is the date by which
the systemic changes will be
completed?
April 10 th , 2013
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W000264 | 483.440(f)(3)iii)
PROGRAM MONITORING & CHANGE
The committee should review, monitor and
make suggestions to the facility about its
practices and programs as they relate to
drug usage, physical restraints, time-out
rooms, application of painful or noxious
stimuli, control of inappropriate behavior,
protection of client rights and funds, and any
other areas that the committee believes
need to be addressed.
Based on observation, record review and W000264 04/10/2013
interview for 4 of 4 sample clients (#1, W 264 Program Monitoring and
#2, #3 and #4) and 4 additional clients Change
(#5, #6, #7 and #8), the fac%hty failed to The committee should review,
ensure the HRC (Human Rights monitor and make suggestions to
Committee) reviewed and approved all of the facility about its practices and
the restrictive practices within the home programs as they reIaFe to drug
f h of the cli livine in th usage, physical restraints,
or each of the clients living 1n the group time-out rooms, application of
home. painful or noxious stimuli, control
of inappropriate behavior,
Findings include: protection of client rights and
funds, and any other areas that
) the committee believes need to
Observations were conducted at the group be addressed.
home on 2/19/13 between 3:45 PM and
6:15 PM and on 2/20/13 between 5:35
AMand .8:05 AM. Durlng.both 1.  What corrective action
observations, the sharp knives, snack will be accomplished?
foods (cookies, pretzels, chips, graham
crackers, cereal, cereal bars, etc.) and All 8 residents will be
. assessed to determine their
carbonated beverages were locked in a .
. ability to have access to
closet off by the rear exit door of the knives/sharps and cleaning
group home. The chemicals, cleaning supplies. Guardian approval will
supplies and laundry products were be requested if resident is not
. . found to be able to safely handle
locked in a cupboard in the ; !
o knives/sharps and cleaning
laundry/medication room. The keys to the supplies. If it is found that
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locked items were hanging on a key ring knives/sharps and cleaning
inside of the office. Clients #1, #2, #3, #4, SUp_p"es should be locked, thosg
. h residents that can safely use said
#5, #6, #7 and #8 did not have access to items will be provided a key in
the keys to the locked items. Alarms were order to access them
on the front and back doors of the group independently.
home as well as on the window in client All food and ks will b
. . ood and snacks will be
#4's and #5's bedroom. When the doors available to all residents at all
during both observations, no alarms were times — no edible items will be
audible. locked at any time.
. . The alarms on the doors
Interview with s-taff #2 on 2/19/13 at 5 and windows have been
PM stated she did not know why the determined that they not needed
knives and cleaning supplies were locked, at this time. They have been
"They just have always been locked up." removed from the house.
Staff #2 state.d th.e snacks were 10c'ked Staff training will occur so
because "I think it's because of [Cllent #4] they are aware of any restrictions
He grabs food and stuffs it in his mouth if regarding knives/sharps and
you don't watch him." When asked why clegnlng suppllles relevant t.o each
. resident at their team meeting.
there were alarms on the doors and client
#4's and #5's windows, staff #2 stated, Clients #1-#8's IPOP
"Oh, I don't know. We don't use them. I assessments and behavior plans
think the night shift turns them on at night will be reviewed and updated to
. 1d oot dtry t reflect the necessary changes
1n case anyone would ge lllp e.m ryto regarding their needs for access
leaVe the hOl’ne." Staff #2 lndlcated no to knives/sharpsy C|eaning
clients in the group home had a key to the supplies, and use of chimes on
locked items within the home and had to the doors.
ask staff for access whenever they wanted . , :
) Client #3’s programming
al’ly Of the locked 1tems. regarding access to
sharps/knives and cleaning
Interview with staff #4 on 2/20/13 at 7:10 Eupp't')?ﬁ _W'“_beh Updatei to reflect
AM indicated the knives, food and snacks er abilities in her new home.
were locked in the closet near the back Client's #1, #2, #4, #5, #6,
door of the home. Staff #4 indicated the #& and #8 will be placed on
cleaning supplies were locked in a cabinet programming to address their
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in the medication/laundry room. Staff #4 needs regarding locked items in
indicated the clients had to ask staff to get the home.
those items for them if they wanted them. HRC approval will be
Staff #4 indicated the door/window obtained for all clients regarding
alarms had not been used for a long time. the restrictions in the home.
Staff #4 indicated the night shift did not
turn the alarms on the door at night as
indicated by staff #2. Staff #4 indicated 2. How will we identify other
she did not know why the knives were residents having the potential
being locked nor did she know why the to l?e_aﬁe"ted l_ay the same
alarms were on the doors/windows. deflmer.]t pracflce a.nd what
corrective action will be taken?
The facility's reportable records 2/1/12 All residents have the
through 2/19/13 were reviewed on potential to be affected by the
2/19/13 at 2 PM and again on 2/25/13 at same deficient practice.
11:30 AM. The BDDS report of 7/19/12 All 8 residents will be
indicated on 7/18/12 at 5 PM client #5 assessed to determine their
walked away from the group home to a ability to have access to
local convenience store and returned kn|ve§/ sharps aqd cleaning ]
. f in drink and a b £ supplies. Guardian approval will
cal.‘rylng a our'lt.aln rink anda bag o ) be requested if resident is not
chips. The facility's reportable records did found to be able to safely handle
not indicate any incidents in regards to knives/sharps and cleaning
sharp objects, food, snacks, chemicals, supplies. Ifitis found that
leani i d/or laund d knives/sharps and cleaning
¢ eaI.nTlg Supplies and/or faun ry products supplies should be locked, those
requiring the need to lock these items residents that can safely use said
within the group home in regards to items will be provided a key in
clients #1, #2, #3, #4, #5, #6, #7 and #3. order to access them
independently.
Client #1's record was reviewed on All food and snacks will be
2/25/13 at 11:00 AM. Client #1's ISP available to all residents at alll
(Individualized Support Plan) of 12/28/12 times — no edible items will be
. .. . locked at any time.
did not indicate a need for client #1 to be
restricted from sharp objects, food, The alarms on the doors
snacks, chemicals, cleaning supplies and windows have been
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and/or laundry products. Client #1's determined that they not needed
record did not indicate a need for alarms f;:gi;'énf?ér;]r?:g Esx:ebeen
to be on the front and back doors. '
Staff training will occur so
Client #2's record was reviewed on they are aware of any restrictions
2/21/13 at 11:30 AM. Client #2's ISP of LTS:;?A"QSE”"’“e:fr*;?;s:;”tg woch
2/14/12 and Approach Plan (BSP - residen? at tFr)wrt)air team meeting.
Behavior Support Plan) of 3/2/10 did not
indicate a need for client #2 to be HRC approval will be
restricted from sharp objects, food, obtained- fqr all f:lients regarding
. . . the restrictions in the home.
snacks, chemicals, cleaning supplies
and/or laundry products. Client #2's The RC will monitor the
record did not indicate a need for alarms residents programming and
to be on the front and back doors. behgvior neeQS on a regular
basis. As their needs change or
new concerns are identified,
Client #3's record was reviewed on changes will be reflected in their
2/21/13 at 2 PM. Client #3's ISP of programming, assessments, ISP
10/16/12 indicated "The sharps are locked and behavior plan.
in a lock box with a code and the hazmats
are locked in the closets. In the past
[client #3] has not been responsible with 3.  What measures will be
her key and she has given it to individuals put into place or what systemic
in the home that are not appropriate with changes will be ma_dt_e to
. . ensure that the deficient
sharps. [Client #3] is now on a program practice does not recur:
so she may access the sharps with a
code." Client #3's BSP of 10/16/12 did The RC will monitor the
not indicate a need for client #3 to be residents programming and
restricted from sharp objects, food, EZS;‘_’?;TEZS?ZZ dasr;?:rllzre or
snacks, chemicals, cleaning supplies new concerns are identified,
and/or laundry products. Client #3's changes will be reflected in their
record did not indicate a need for alarms programming, assessments, ISP
to be on the front and back doors. and behavior plan.
All 8 residents will be
Client #4's record was reviewed on assessed to determine their
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2/20/13 at 2 PM. Client #4's IPOP ability to have access to
(Individual Plan of Protective Oversight) EEB/;Z 2haé22?;:ncf;:r'gsal wil
o . " .
0f 9/24/12 indicated client #4 "tends to be requested if resident is not
overeat" and his parents locked the pantry found to be able to safely handle
and refrigerator doors when the client was knives/sharps and cleaning
living at home. The BSP indicated client supplles. Ifitis found th?t
4 "will eat tantly if not trolled knives/sharps and cleaning
i Wl. ca con§ antly 11 not controticd. supplies should be locked, those
He (client #4) will eat whatever he can get residents that can safely use said
his hands on. He needs closely supervised items will be provided a key in
and cannot be left attended but for short pr(cjier to :ccgss them
. . . independently.
periods of time." Client #4's ISP of P y
12/4/12 and/or BSP of 12/24/12 did not All food and snacks will be
indicate the food or snacks were to be available to all residents at all
locked within the group home. Client #4's times — no edible items will be
. .. . locked at any time.
record did not indicate a need for client
#4 to be restricted from sharp objects, The alarms on the doors
chemicals, cleaning supplies and/or and windows have been
laundry products. Client #4's record did determined that they not needed
t indicat d for al tob th at this time. They have been
not indicate a nee oraarms. o be on the removed from the house.
front and back doors and or his bedroom
window. Staff training will occur so
they are aware of any restrictions
. , . regarding knives/sharps and
Client #5's record was r.eV1ewed on cleaning supplies relevant to each
2/21/13 at 330 PM Chent #S'S BSP Of resident at their team meeting.
7/30/12 indicated client #5 had a behavior
of stealing food or eating out of the trash ~ HRC approval will be
. . obtained for all clients regarding
can. When client #5 was caught stealing SR
} the restrictions in the home.
food or eating out of the trash can, the
staff were to redirect client #5 to his "free
foods" in the cabinet in the kitchen. Client ) )
#5's ISP indicated client #5 "was not safe 4. . How will _the corrective
. L " action be monitored to ensure
using hazardous materials in the home. the deficient practice will not
The ISP indicated client #5 "has a history recur?
of walking off." Client #5's record did not
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indicate a need for client #5 to be
restricted from sharp objects. Client #5's
record did not indicate snacks, food and
cleaning supplies were to be locked to
prevent client #5 access to these items.
Client #5's record did not indicate the use
of alarms on the front and back doors of
the group home as well as on client #5's
bedroom window.

Client #6's record was reviewed on
2/21/13 at 3 PM. Client #6's ISP of
12/28/12 did not indicate a need for client
#6 to be restricted from sharp objects,
food, snacks, chemicals, cleaning supplies
and/or laundry products. Client #6's
record did not indicate a need for alarms
to be on the front and back doors of the
group home.

Client #7's record was reviewed on
2/25/13 at 12:45 PM. Client #7's ISP of
4/30/12 did not indicate a need for client
#7 to be restricted from sharp objects,
food, snacks, chemicals, cleaning supplies
and/or laundry products. Client #7's
record did not indicate a need for alarms
to be on the front and back doors.

Client #8's record was reviewed on
2/25/13 at 12:30 PM. Client #8's ISP of
2/14/12 and BSP of 8/11/09 did not
indicate a need for client #8 to be
restricted from sharp objects, food,

The Site Manager will
monitor on a daily basis when
they are in the home.

The RC will monitor on a
regular basis when they are in the
home.

The ARC will monitor as
they complete their audits.

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

April 10 th, 2013

FORM CMS-2567(02-99) Previous Versions Obsolete

EventID:  XVHU11

Facility ID:

If continuation sheet

000878

Page 210 of 243




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

PRINTED: 04/04/2013
FORM APPROVED
OMB NO. 0938-0391

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

15G364

A. BUILDING 00

B. WING

NAME OF PROVIDER OR SUPPLIER

OCCAZIO INC

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
03/11/2013

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

10311 E JACKSON
SELMA, IN 47383

(X4) ID
PREFIX
TAG

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

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

(X5)
COMPLETION
DATE

snacks, chemicals, cleaning supplies
and/or laundry products. Client #8's IPOP
of 2/9/12 indicated a behavior concern
"That she [client #8] did not wander away
from the group home" and needs to be
monitored at all times. The [IPOP
indicated client #8 required a fenced in
yard, but could sit outside unsupervised.
Client #8's record did not indicate the use
of alarms on the front and back doors of
the group home.

The facility's Human Rights Committee
(HRC) notes for the previous 12 months
were reviewed on 2/25/13 at 12:15 PM.
__The HRC notes did not indicate the
approval to lock the sharps and hazardous
materials from clients #5, #6 and #7.
__The HRC notes did not indicate the
approval to use door alarms on the front
and back doors for clients #1, #6 and #7.
__The HRC notes did not indicate the
approval to use window alarms on client
#4's window.

During interview with the RC
(Residential Coordinator) and the PS
(Program Specialist) on 2/20/13 at 2:45
PM, the RC stated the knives were locked
up because "We have clients that cannot
handle knives because of their intellect."
The RC stated clients #3 and #8 "for
example." The RC stated the group home
was a "locked home because of the
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hazmat items (cleaning supplies)." The
RC stated the cleaning supplies were
locked because the potential for clients
with "lower intellect" to ingest liquid
chemicals was higher and it was safer to
keep them locked. The RC and the PS
indicated they were not aware the staff
were locking food and/or snacks. The RC
indicated the alarms were on the front and
back doors and client #5's bedroom
window because client #5 went AWOL in
July of 2012. The PS indicated the alarms
were placed on the front and back doors
because client #8 has a history of
wandering away from the group home.
The PS stated "Not so much in the winter
as in the summer."

Interview with the PS on 2/25/13 at 2 PM
indicated client #4's and #5's ISP and
BSPs did not include locking food or
snacks. The PS indicated client #5's ISP
and/or BSP did not include the use of
alarms on the doors and or windows in
regard to his AWOL incident in 2012.
The PS indicated the HRC had not
reviewed and or approved the locking of
snack/food within the group home. The
PS stated the knives and the hazmat
materials "have been locked in the home
for years." The PS indicated the HRC was
to review and renew all restrictions
annually.
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W000290 | 483.450(b)(5)
MGMT OF INAPPROPRIATE CLIENT
BEHAVIOR
Standing or as needed programs to control
inappropriate behavior are not permitted.
Based on record review and interview, for W000290 04/10/2013
1 of 4 sample clients (#2) and 2 additional W 290 Management of
clients (#7 and #8), the facility failed to Inappropriate Client Behavior
prohibit the use of standing as needed Standing or as needed programs
order for the use of physical restraint. to control inappropriate behavior
are not permitted.
Findings include:
Client #2's record was reviewed on 1.  What corrective action
2/21/13 at 11:30 AM. Client #2's 1/1/13 will be accomplished?
physician's orders indicated an order for
" . C e The standing order for
use of restraint approved for crisis." The .
o o restraints has been removed from
physician's orders indicated the order for Client #2, #7, and #8'’s Medication
restraints had been in place since Administration Record.
8/23/2011. Client #2's record indicated an o .
"Approach Plan" dated 3/2/10 that Occazio's policy regarding
. L. Behavior Change Interventions in
addressed client #2's SIB (self injurious Crisis will be reviewed will all staff
behavior) of biting his wrist and fingers. during their team meeting.
The Approach Plan did not include the
use of a physical restraint.
2.  How will we identify other
Client #7's record was reviewed on residents having the potential
2/25/13 at 12:45 PM. Client #7's 1/1/13 to be affected by the same
physician's orders indicated an order for deficient practice and what
" . s corrective action will be taken?
use of restraint approved for crisis." The
physician's orders indicated the order for All residents have the
restraints had been in place since potential to be affected by the
8/23/2011. Client #7's record indicated a same deficient practice.
BSP qated 8/1 1'/09 that adc'lressed The RC will monitor the
agitation, physical aggression, property residents programming and
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destruction and depression. Client #7's behavior needs on a regular
BSP (Behavior Support Plan) did not basis. As their nee,ds chgnge or
.- h cal . new concerns are identified,
indicate the use of a physical restraint. changes will be reflected in their
programming, assessments, ISP
Client #8's record was reviewed on and behavior plan.
2/25/13 at 12:30 PM. Client #8's 1/1/13 .
hvsician d indi q der f The standing order for
physician's orders indicated an order for restraints has been removed from
"use of restraint approved for crisis." The all of the Client’s Medication
physician's orders indicated the order for Administration Records where
restraints had been in place since restraint is not warranted in their
. . behavior plan.
8/23/2011. Client #8's record did not P
indicate a BSP requiring the use of Occazio's policy regarding
physical restraints. Behavior Change Interventions in
Crisis will be reviewed will all staff
. . during their team meeting.
Interview with the PS (Program g g
Specialist) on 2/25/13 at 2 PM indicated
clients should not have a standing order
for the use of a restraint. The PS indicated 3. What measures will be
. .. . put into place or what systemic
the order was put in place originally in .
changes will be made to
case the staff would need to use the ensure that the deficient
facility’s Handle with Care restraint. practice does not recur:
9-3-5(a) The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, assessments, ISP
and behavior plan.
The standing order for
restraints has been removed from
all of the Client’'s Medication
Administration Records where
restraint is not warranted in their
behavior plan.
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Occazio’s policy regarding
Behavior Change Interventions in
Crisis will be reviewed will all staff
during their team meeting.

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

The Site Manager will
monitor on a daily basis when
they are in the home.

The RC will monitor on a
regular basis when they are in the
home.

The ARC will monitor as
they complete their audits.

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

April 10 th , 2013
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WO000371 | 483.460(k)(4)
DRUG ADMINISTRATION
The system for drug administration must
assure that clients are taught to administer
their own medications if the interdisciplinary
team determines that self-administration of
medications is an appropriate objective, and
if the physician does not specify otherwise.
Based on record review and interview for W000371 04/10/2013
1 of 4 sampled clients (#1), the facility W 371 Drug Administration
failed to develop medication objectives to
. ) p o d The system for drug
provide medication training. administration must assure that
clients are taught to administer
Findings include: their own medications if the
interdisciplinary team determines
. , . that self-administration of
Client #1's record was reviewed on medications is an appropriate
2/25/13 at 11:00 AM. Client #1's record objective, and if the physician
indicated client #1 was admitted to the does not specify otherwise.
group home on 11/30/12. Client #1's
physician's orders of 12/10/12 indicated
client #1 was to have Kariva 28 day tablet 1.  What corrective action
once a day (for birth control). Client #1's will be accomplished?
undated IPOP (Individual Plan of The RC wil hat
. . .. . e ensure tha
Protective Oversight) indicated client #1 A .
- i ) T programming is in place for all
required assistance with medication clients addressing their identified
training. Client #1's ISP (Individual need at all times.
Support Plan) of 12/28/12 did not indicate
.. . . . Programming regarding
any training objectives to assist client #1 I . .
. . ) o medication training will be
with taking and/or identifying implemented for Client #1.
medications.
Interview with the PS (Program 2. How will we identify other
Specialist) on 2/25/13 at 2 PM indicated residents having the potential
client #1 was admitted to the group home to be affected by the same
on 11/30/12. The PS indicated since client deficient practice and what
corrective action will be taken?
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#1's admission to the group home, the RC
had not implemented any objectives for
client #1. The PS indicated client #1 was
not independent in taking medications
and required staff assistance and
supervision.

9-3-6(a)

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

The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, assessments, ISP
and behavior plan.

The Area Residential
Coordinator will ensure that the
Residential Coordinator is
monitoring treatment programs
for all 8 clients in the home.

Regular monitoring,
integration, and coordination of
treatment programs will be
completed for Clients #1-#8 by
the Residential Coordinator.

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

The RC will monitor the
residents programming and
behavior needs on a regular
basis. As their needs change or
new concerns are identified,
changes will be reflected in their
programming, assessments, ISP
and behavior plan.
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The Area Residential
Coordinator will ensure that the
Residential Coordinator is
monitoring treatment programs
for all 8 clients in the home.

Regular monitoring,
integration, and coordination of
treatment programs will be
completed for Clients #1-#8 by
the Residential Coordinator.

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

The Site Manager will
monitor on a daily basis when
they are in the home.

The RC will monitor on a
regular basis when they are in the
home.

The ARC will monitor as
they complete their audits.

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

April 10 th , 2013

FORM CMS-2567(02-99) Previous Versions Obsolete

EventID:  XVHU11

Facility ID: Q00878 If continuation sheet

Page 219 of 243




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

PRINTED: 04/04/2013
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
A\, BUILDING
15G364 L WING 03/11/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
10311 E JACKSON
OCCAZIO INC SELMA, IN 47383
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ROVIDERS PLAN OF CORRECTION (X5)
PREFIX (BEACH 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
W000383 | 483.460(1)(2)
DRUG STORAGE AND RECORDKEEPING
Only authorized persons may have access
to the keys to the drug storage area.
Based on observation and interview for 4 W000383 04/10/2013
of 4 sample clients (#1, #2, #3 and #4) W 383 Drug Storage and
and 4 additional clients (#5, #6,#7 and #8 Recordkeeping
. . .
), the facility failed to ensure the clients Only authorized persons may
medications were locked except when have access to the keys to the
being prepared for administration. drug storage area.
Findings include:
1.  What corrective action
During observations at the group home on will be accomplished?
2/20/13 between 5:35 AM and 8:05 AM, ™ dication kevs h
client #1's, #2's, #3's, #4's, #5's, #6's, #7's e medication keys have
S . been moved to a secure location.
and #8's medications were stored in a
locked medication cart and in locked Al staff will review
cabinets in the medication/laundry room. Occazio's medication
.. administration policy and the
The door to the medication room was not
Core A/B components that
locked. At 6:05 AM staff #4 unlocked the discuss the importance of
medication cart to begin AM medications. keeping medications secured.
Staff #4 gave client #3 her medication,
.. A medication practicum will
10f:ked the medication cart, left the keys be completed with Staff #4 by
lying on the cart and left the room. At 4-10-13.
7:30 AM staff #4 returned to the
medication room, picked up the keys,
nlocked the cart and gave client #7 her
u d the gave client #7 2. How will we identify other
AM medication. Staff #4 again locked the residents having the potential
medication cart, laid the keys on the cart to be affected by the same
and left the room. At 7:45 AM staff #4 deficient practice and what
returned to the mediation room, picked up corrective action will be taken?
the keys, un.locked the medication carF, Al residents have the
and gave clients #2, #3, #6 and #7 their potential to be affected by the
AM medications. During this observation, same deficient practice.
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clients walked by the medication room,
the door was open and the keys were The medication keys have
. . . been moved to a secure location.
laying out in full view of everyone that
walked by. Al staff will review
Occazio’s medication
Interview with staff #4 on 2/20/13 at 7:50 administration policy and the
AM stated "We iust | th th Core A/B components that
.s a .e ¢ Just feave them (. © discuss the importance of
medication keys) here (as she pointed to keeping medications secured.
the top or the medication cart) or we just
put them in this pocket (an open area on ) Random medication )
he side of th dicati " Staff #4 practicums will be completed with
‘.[ els1 ¢ of the medication car.t). . ta staff to ensure that they are
indicated the keys to the medication also following the proper medication
hung just inside the office door and the administration passing guidelines.
office door was usually open.
Interview with the facility nurse on 3.  What measures will be
2/21/13 at 1:45 PM indicated medications put into place or what systemic
were to be secured at all times and changes will be made to
unlocked only when the staff were ensure that the deficient
. .. .- practice does not recur:
preparing the medications. The facility
nurse indicated the staff were to carry the The medication keys have
medication keys on their person at all been moved to a secure location.
times and were never to leave them laying . .
h All staff will review
anywnere. Occazio’s medication
administration policy and the
9-3-6(a) Core A/B components that
discuss the importance of
keeping medications secured.
Random medication
practicums will be completed with
staff to ensure that they are
following the proper medication
administration passing guidelines.
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  XVHU11 Facility ID: 000878 If continuation sheet Page 221 of 243




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

PRINTED: 04/04/2013
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
A. BUILDING
15G364 L WING 03/11/2013
———————————————————————————————————————
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
10311 E JACKSON
OCCAZIO INC SELMA, IN 47383
(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
4. How will the corrective
action be monitored to ensure
the deficient practice will not
recur?
The Site Manager will
monitor on a daily basis when
they are in the home.
The RC will monitor on a
regular basis when they are in the
home.
The ARC will monitor as
they complete their audits.
5. What is the date by which
the systemic changes will be
completed?
April 10 th , 2013
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W000426 | 483.470(d)(3)
CLIENT BATHROOMS
The facility must, in areas of the facility
where clients who have not been trained to
regulate water temperature are exposed to
hot water, ensure that the temperature of the
water does not exceed 110 degrees
Fahrenheit.
Based on observation, record review and W000426 04/10/2013
interview for 3 of 4 sampled clients (#2, W 426 Client Bathrooms
#3 and #4) and 2 additional clients (#6
) . , ( The facility must, in areas of the
and #8), the facility failed to ensure water facility where clients who have not
temperatures did not exceed 110 degrees. been trained to regulate the water
temperature are exposed to hot
- . ter, ensure that the
Findings include: water,
& temperature of the water does not
exceed 110 degrees Fahrenheit.
Observations were conducted at the group
home on 2/20/13 between 5:35 AM and 8
AM. At 7:15 AM client #5 was in the . .
dicati hine his hand . 1.  What corrective action
me 1c'at10n' room was .1ng. is han 's prior will be accomplished?
to taking his AM medications. While
washing his hands, client #5 stated, "This The water temperature in
water is really hot" and steam was seen the home has been adjusted back
. . . to 110 degrees Fahrenheit.
rising from the sink. The water
temperature was taken at 7:30 AM in the Staff is to complete water
sink of the medication room and found to temperature checks three times a
be 126 degrees Fahrenheit. The water week and document the findings
. . . on the water temperature check
temperature was taken in the sinks in the .
o sheet in Therap. Temperatures
two bathrooms off of the medication above 110 degrees Fahrenheit
room at 8 AM and was found to be 122 are reported to the RC for the
degrees Fahrenheit. home.
. . Staff will be retrained on
Client #2's record was reviewed on the importance of checking the
2/21/13 at 11:30 AM. The client's record water temperature and reporting
did not indicate client #2 could adjust the temperature concerns to the RC
during their team meeting.
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water temperature within the group home.
Water temperature
i , . d assessments will be completed
Client #3's record was reviewed on with Client #2, #3, #4. #6, and #8.
2/21/13 at 2 PM. The client