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W000000
This visit was for an extended W000000
recertification and state licensure survey.
Dates of Survey: 5/7,5/8, 5/9, 5/12,
5/13, 5/15, and 5/16/14.
Facility Number: 000833
Provider Number: 15G314
AIM Number: 100243960
Surveyor:
Susan Eakright, QIDP
The following federal deficiencies also
reflect state findings in accordance with
460 IAC 9.
Quality Review completed 5/28/14 by Ruth
Shackelford, QIDP.
W000104 | 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on observation, record review, and W000104 | W104 GoverningBody 06/15/2014
interview, for 4 of 4 sampled clients Thisitem outlines that the agency
(clients #1, #2, #3, and #4) and 3 failed to exercise operating
dditional cli i 45 46 and 47 direction over thefacility to
additiona C ients (¢ 1e.nts > afl ); complete maintenance and
the gOVemlng bOdy falled to exercise repairs to the group home. The
operating direction over the facility to plan of correction for this tag is
complete maintenance and repairs at the asfollows:
roup home including client #7's
groub .. g - On 5/16/2014, all lights were
damaged and missing closet doors and 2 replaced in the indicated
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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of 2 burned out lower level bathroom bathroom.
lights for clients #1, #2, #3, #4, #5, #6, 'On 5/19/2014, the closet doors
were replaced.
and #7. “The group home staff is
monitoring the home at each shift
Findings include: and is checking all lights as well
as fixtures to assure that all items
. are in working and good
On 5/7/14 from 4:30pm until 7:35pm, condition.
and on 5/8/14 from 6:00am until 8:20am, -The group home manager is
observations were conducted at the group checking the home while she is at
home. During both observation periods tr:el hortne. ThEI ma:agker]:sll d:tlng
. at least a weekly check of lig
clients #1, #2, #3, #4, #35, #6, and #7 had fixtures and assuring all items are
access to the lower level bathroom and in working condition. The
two of two bathroom lights were burned manager will complete an official
out and not functioning. On 5/8/14 from gg%r;and VIZII” ?”bzm't th'f‘hto t:_ﬁ
] ool . weekly for 2 months. The
7:00am untl.l .8.00am, clients #5 and #6 manager and the QDDP will
used the facility lower level bathroom determine a different frequency if
and did not have light. At 7:00am, client necessary after that timeframe
#6 shaved his face in the lower level Iap‘?ES.QDDP LN andfor COO
. . ‘The , and/or
family room and indicated the bathroom will check the home to assure
was dark. that all lights and fixtures are in
working condition. These visits
During both observation periods client W'”Cbe ungnnquncid.
, -Carey Services has a process
#7's bed'rogm closet had on§ c?f two closet of submitting Maintenance
doors missing and the remaining closet Requests to the Maintenance
door was not hinged into place to open Department to address areas of
and close. On 5/7/14 at 5:40pm, client ?ongim' Ma".‘tte”a”tie tW'" assist
o in addressing items that are
#7 indicated one of two closet doors was repairable g
missing and the remaining closet door did -For items that are not
not function and stated his closet doors repairable, the manager and the
had been that way for "about a year." QDDP VYI|| complete the
purchasing process to assure that
consumers have working fixtures
On 5/07/14 at 7:00pm, GHS (Group in the home.
Home Staff) #2 indicated no pending
maintenance lists were available for
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y6DY11 Facility ID: 000833 If continuation sheet Page 2 of 72
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review.
On 5/8/14 at 9:15am, an interview with
the QIDP (Qualified Intellectual
Disabilities Professional) was conducted.
The QIDP indicated no maintenance
requests were available for review for the
burned out lights and for client #7's closet
doors. The QIDP indicated clients
should be able to visually see inside the
lower level bathroom and client #7
should have functional closet doors.
9-3-1(a)
W000112 | 483.410(c)(2)
CLIENT RECORDS
The facility must keep confidential all
information contained in the clients' records,
regardless of the form or storage method of
the records.
Based on observation, record review, and WO000112 | w112 ClientRecords 06/15/2014
interview, for 4 of 4 sampled clients Thisitem outlines that the agency
(clients #1, #2, #3, and #4) and 3 failed to keep each client's
aditi Leli i 45 46 and 47 personal informationconfidential.
a 1t10.n.a ¢ 1e.:nts (clients #3, ,.an )s The plan of correction for this
the facility failed to keep each client's tag is asfollows:
personal information confidential by
posting client #7's skin assessment Al a%p“CGS%ZVELWGFG
schedule and clients #1, #2, #3, #4, #5, removead on :
i i “All other homeswere evaluated
#6, and #7's client names, family to comply as well.
members names, addresses, and contact -Training withDSPs will occur
telephone numbers. no later than 6/15/2014 on this
topic.
oo . -The monitoringagent will be
Findings include: ongoing checks by the manager,
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y6DY11 Facility ID: 000833 If continuation sheet Page 30f72
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QDDP and the LPN. The
On 5/7/14 from 4:30pm until 7:35pm, manager is res.por?sible for each
. visitmade to this site to assure
and on 5/8/14 from 6:00am until 8:20am, compliance. The manager will
observations were conducted at the group complete a weekly check that she
home. During both observation periods will submit to theQDDP for 2
clients #1, #2, #3, #4, #5, #6, and #7 had months. The frequency of
thischeck will be evaluated after
access to the group home office. Posted that time lapses.
at eye level on the bulletin board were -The QDDP and/orthe LPN will
client #7's skin assessment schedule complete checks at least once
along with sheets of paper indicating per month to assure
client #1, #2, #3, #4, #5, #6, and #7's maintainedcompliance.
names, family members full names,
addresses, and contact telephone
numbers. On 5/8/14 at 6:00am, GHS
(Group Home Staff) #1 indicated the
bulletin board could be read standing in
the kitchen area of the group home. At
6:00am GHS #1 indicated the following
client information could be read from the
kitchen area:
-Client #7's full name on a sheet of paper
which indicated "Daily to do list...Skin
Assessment."
-Client #4's "Mom is at Aunt [name of
Aunt and the telephone number]" with
times to call mother and client #4's
"Grandma's" telephone number.
-Client #1's "Family Members: Parents:
[name of Dad, Mom, and Step Dad with
addresses]. Siblings [Name of client #1's
Brothers, Sisters and locations],
Hopefully this will alleviate some of the
confusion [client #1] is trying to achieve
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y6DY11 Facility ID: 000833 If continuation sheet Page 4 of 72
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regarding who is friend and who is
family,"

-"Additional Phone Numbers: [Client
#4's initials]. [Client #4's Mother and
Sister names, addresses, and telephone
numbers]. [Client #3's initials], [Client
#3's Sister, Advocate, and Father's names,
addresses, and telephone numbers].
[Client #5's initials], [Client #5's Power
of Attorney, address, and telephone
number]. [Client #6's initials], [Client
#6's Mother and Step Father, Brother,
Sister, and Grandparents names,
addresses, email addresses, and telephone
numbers]. [Client #7's initials], [Client
#7's Sister's name, address, and telephone
number]."

-"Consumer Laundry Schedule" with
clients #1, #2, #3, #4, #5, #6, and #7's full
names listed.

On 5/8/14 at 9:15am, an interview with
the QIDP (Qualified Intellectual
Disabilities Professional) was conducted.
The QIDP indicated client names, family
members names, addresses, and
telephone numbers should not be posted
in the group home. The QIDP indicated
the group home failed to keep client
personal information confidential.

9-3-1(a)
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W000122 | 483.420
CLIENT PROTECTIONS
The facility must ensure that specific client
protections requirements are met.
Based on observation, interview, and WO000122 | W122 Client Protections This 06/15/2014
record review, the facility failed to meet item outlines that the agency
he Conditi f Participation: Cli failed to implement their policy
the 01.1 ition of Participation: .1ent and procedures to protect the
Protections for 4 of 4 sampled clients clients and to prevent ANE. The
(clients #1, #2, #3, and #4) and 3 plan of correction for this tag is as
additional clients (clients #5, #6, and #7). follows: ,
The facilitv failed to impl hei -Training will all staff will occur
¢ factlity failed to implement their no later than 6/15/2014 on the
policy and procedures to protect the policy and procedures and will
clients and to prevent abuse, neglect, include and emphasize timeliness
and/or mistreatment from staff for staff of reporting, report!r?g p.rotocol
leei hil dutv- and failed t and secondary notification
seepmgyv 1e<?n uty; and failed to Measures.
ensure clients' rights were protected to -As of 5/16/2014all clients were
have access to locked utensils and to trained on where the key is
have personal privacy. located regarding locked
utensils. All ISPs and Goals will
o ) comply with assessments
Findings include: completed by the QDDP no later
than 6/15/2014.
Please refer to W149. The facility o 'QDDtP 1S asseiﬁ'.”gdo]th?r .
neglected for 4 of 4 allegations of staff to Omes fo assure this deticlency 1S
- ) not repeated in another home.
client abuse/neglect (for clients #1, #2, This evaluation will be completed
#3, #4, #5, #6, and #7), to implement its no later than 6/15/2014 with a
Abuse/Neglect/Mistreatment policy to plan to address any other home
. . . that is noted to have the same
immediately report allegations of abuse, deficiency
neglect, and/or mistreatment to the -No later than6/15/2014 all staff
administrator and to BDDS (Bureau of will receive training on how to
Developmental Disabilities Services) in teach the clients about personal
accordance with State Law and neglected privacy and the importance of
. . . such. Additionally, training will
to take sufficient corrective action after occur on advocacy to assure that
continued allegations of staff to client personal privacy is respected.
abuse, neglect, and/or mistreatment for "The manager will monitor all
clients #1 and #3 and for an allegation of actions at the home. The QDDP,
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y6DY11 Facility ID: 000833 If continuation sheet Page 6 of 72
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neglect of staff sleeping on duty for LPN and/or COO will engage in
clients #1, #2, #3, #4, #5, #6, and #7. unannounced visits to the home
to monitor staff interaction with
clients, assure privacy is
Please refer to W153. The facility failed respected and that no ANE is
for 2 of 4 allegations of staff to client present.
abuse, neglect, and/or mistreatment (for " _';P;Ee:c')dir:':tl :\::;tag?;es
. WiIIl VISI u 1
clients #1, #2, #3, #4, #5, #6, and #7), to weeKly for the next 2months
immediately report allegations of abuse, (through August 31)
neglect, and/or mistreatment to the unannounced. The Director of
administrator and to BDDS (Bureau of Group Homes willvisit the house
Devel | Disabilities Servi . at least 1 time monthly for 2
evelopmental Disabilities Services) in months (through August 31).
accordance with State Law.
Please refer to W157. The facility failed Aliconsumers at this home
for 4 of 4 all . £ staff to cli were assessed to be able to use
oraolsa egatlons. of statfto client a key to lock and unlockutensils.
abuse/neglect (for clients #1, #2, #3, #4,
#5, #6, and #7), to initiate sufficient
corrective action to immediately report
allegations to the administrator and to
BDDS (Bureau of Developmental
Disabilities Services) in accordance with
State Law and failed to take sufficient
corrective action after continued
allegations of staff to client abuse,
neglect, and/or mistreatment for clients
#1 and #3 and for an allegation of neglect
for staff sleeping on duty for clients #1,
#2, #3, #4, #5, #6, and #7.
Please refer to W125. The facility failed
to develop criteria for 2 of 4 sampled
clients (clients #1 and #3) to access
sharps and utensils. The facility failed to
ensure unimpeded access to sharps for 2
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y6DY11 Facility ID: 000833 If continuation sheet Page 7 of 72
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of 4 sampled clients (clients #2 and #4)
and three additional clients (clients #5,
#6, and #6) who did not require restricted
access to sharps and utensils.
Please refer to W130. The facility failed
for 3 of 7 clients (clients #4, #6, and #7),
to encourage and teach personal privacy
when opportunities existed.
9-3-2(a)
W000125 | 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 | W125 Protection of Clients 06/15/2014
interview, the facility failed to develop This item outlines that the agency
teria for 2 of 4 led cli i failed to develop criteria for select
criteria for 2 of 4 sampled clients (c 1e-:nts clients to access sharp utensils.
#1 and #3) to access sharps and utensils. The plan of correction for this tag
The facility failed to ensure unimpeded is as follows:
access to sharps for 2 of 4 sampled -As of 5/16/2014all clients were
I i 4 and #4 dth trained on where the key is
¢ 1e?1'fs (c 1en.ts an' ) and three located regarding locked
additional clients (clients #5, #6, and #7) utensils. All ISPs and Goals will
who did not require restricted access to comply with assessments
sharps and utensils. completed by the QDDP no later
than 6/15/2014.
o ) -QDDP is assessing other
Findings include: homes to assure this deficiency is
not repeated in another home.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y6DY11 Facility ID: 000833 If continuation sheet Page 8 of 72
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On 5/7/14 from 4:30pm until 7:35pm, This evaluation will be completed
and on 5/8/14 from 6:00am until 8:20am, no later than 6/15/2014 with a
. plan to address any other home
observations were conducted at the group that is noted to have the same
home. During both observation periods deficiency.
clients #1, #2, #3, #4, #5, #6, and #7 were *The manager willmonitor all
not prompted or encouraged to access actions at the homel. TheQDI:?P,
. .. LPN and/or COO will engage in
locked sharp utensils when opportunities unannounced visits to the home
existed to cut meat, cut vegetables, and to monitorand assure compliance.
prepare menu items. During both ‘Allconsumers at this home
observation periods Group Home Staff \(I)Vg/rfsizs&e:s{edbby SD?P beforke
o be able to usea key
(GHS) #1, GHS #2, and GHS #3 opened to lock and unlock utensils.
a locked tote inside the medication room
to access a knife to cut food items, staff ‘Anytimethat the Residential
cleaned the knife, returned the knife to Manager, LPN or the Director of
he locked d 1 . Group Homes visits thehome
the locked tote, and 1o ¢ l.ent was given monitoring for client protections
access to locked sharp objects. will be completed in addition
tounannounced visits.
On 5/7/14 at 7:30pm, GHS #3 stated g”arc"”of_”m’ visits; thf, -
. N " esidential Manager willvisit the
chftnts #l and #3 "needed" locked sharp house at least 2 times weeKly for
objects in the group home. GHS #3 the next 2 months unannounced
stated "No clients" had access to locked (throughAugust 31). The Director
sharps because of client #1 and #3's ;’f Groupt> ll-lorrtleiwnll V'S'ttt:le o2
. . ouse at least 1time monthly for
1de'nt1ﬁed safety need for the sharp months (through August 31)
objects to have been locked.
On 5/8/14 at 9:15am, an interview with
the QIDP (Qualified Intellectual
Disabilities Professional) was conducted.
The QIDP indicated the practice of
locked sharp objects was not addressed in
the clients' plans. The QIDP indicated
clients #1 and #3 had a history of
misusing sharp objects and for their
safety the group home had locked the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y6DY11 Facility ID: 000833 If continuation sheet Page 9 of 72
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sharp objects. The QIDP indicated
clients #2, #4, #5, #6, and #7 did not have
an identified safety need for the locked
sharp objects and that sharps were
restricted for the clients who lived in the
group home. The QIDP indicated the
practice of locked sharp objects was not
addressed in clients #2, #4, #5, #6, and
#7's plans. The QIDP indicated clients
#2, #4, #5, #6, and #7 would need to gain
access to the sharps via staff.

Client #1's record was reviewed on
5/12/14 at 1:10pm. Client #1's 1/2/14
ISP (Individual Support Plan), 1/2014
BSP (Behavior Support Plan), and 1/2/14
Comprehensive Functional Assessment
(CFA) did not have an identified need to
lock sharp objects.

Client #2's record was reviewed on
5/8/14 at 11:00am and on 5/12/14 at
11:00am. Client #2's 1/2/14 ISP, 1/2014
BSP, and 1/2/14 CFA did not have an
identified need to lock sharp objects.

Client #3's record was reviewed on
5/12/14 at 3:15pm. Client #3's 3/27/14
ISP, 2/2014 BSP, and 3/21/14 CFA did
not have an identified need to lock sharp
objects.

Client #4's record was reviewed on
5/8/14 at 10:26am and on 5/12/14 at
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9:00am. Client #4's 3/27/14 1SP, 7/2012
BSP, and 5/8/14 CFA did not have an
identified need to lock sharp objects.
9-3-2(a)
W000130 | 483.420(a)(7)
PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must ensure
privacy during treatment and care of
personal needs.
Based on observation and interview, for 1 WO000130 | W130 Protection of Clients 06/15/2014
of 7 clients (client #7), the facility failed This item outlines that the facility
d h 1 ori failed to encourage and teach
to encourage ar.l . teac ! personal privacy personal privacy when
when opportunities existed. opportunities existed. The plan of
correction for this tag is as
Findings include: follows:
-No later than 6/15/2014all staff
) will receive training on how to
On 5/8/14 at 6:35am, client #7 was teach the clients about personal
requested to come to the medication privacy and the importance of
room by GHS (Group Home Staff) #1. such. Additionally, training will
.. occur on advocacy to assure that
The r'nedlcatlc.m ro?m door was open to personal privacy is respected.
the kitchen with clients #3 and #4 -The manager will monitor all
standing in the kitchen watching client #7 actions at the home. The QDDP,
inside the medication room. At 6:35am, LPN and/or COO will engage in
lient #7 ind dentl £ d unannounced visits to the home
clien m epe.n en y. pertorme to monitor staff interaction with
glucometer testlng of his blood sugar, clients and assure privacy is
drew his insulin into a syringe, shared respected.
personal information with GHS #1 " 'Anytan;T\lthattreSesutjentl;al
verbally, and client #7 pulled his shirt up anager, or the Lirector o
) ] ) Group Homes visits thehome
while pulling his pants downward to monitoring for client protections
expose his lower abdomen to inject his will be completed in addition
insulin in full view of clients #3 and #4. tounannounced visits.
Unannounced visits; the
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No privacy was taught or encouraged by Residential Manager willvisit the
GHS #1 house at least 2 times weekly for
’ the next 2 months unannounced
. ) (throughAugust 31). The
On 5/8/14 at 9:15am, an interview was Director of Group Homes will visit
conducted with the QIDP (Qualified the house at least 1time monthly
Intellectual Disabilities Professional). for 2 months (through August 31).
The QIDP indicated clients should have
been redirected during formal and
informal opportunities to teach and
encourage personal privacy during the
clients' morning routines.
9-3-2(a)
W000149 | 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based on interview, and record review, W000149 | W149 staff Treatment of 06/15/2014
for 4 of 4 allegations of staff to client f"‘,"l.';tsf thllsdlttem oultllnes ttr'ltat:;\(laE
. acility failed to implement its
abuse/neglect (for chen.ts' #1, #2, #3, #4, policy. The plan of correction for
#5, #6, and #7), the faCﬂlty neglected to this tag is as follows:
implement its -Training with all staff will occur
Abuse/Neglect/Mistreatment policy to no later than 6/15/2014 on the
. . . ANE policies, procedures,
immediately report allegations of abuse, : S
i regulations and will include and
neglect, and/or mistreatment to the emphasize timeliness of
administrator and to BDDS (Bureau of reporting, reporting protocol and
Developmental Disabilities Services) in secondary notification measures.
. -Training will emphasize a
accordance with state law and neglected L
] i ) secondary level of notification to
to take sufficient corrective action after indicate that once an employee
continued allegations of staff to client reports ANE allegation, he/she
abuse, neglect, and/or mistreatment for must no::fy tt;]e QIIIDDP/' COOto
clients #1 and #3 and for an allegation of assure that t ca egat'lon 'S
followed up on immediately.
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neglect for staff sleeping on duty for “The manager will monitor all
clients #1. #2. #3. #4. #5. #6. and #7 actions at the home at each time
T TR ’ in the home and report minimally
o . to the QDDP weekly. The QDDP,
Findings include: LPN and/or COO will engage in
unannounced visits to the home
1. On 5/7/14 at 12:15pm, the facility's tcl’_ m‘t’”'wrdstaff interaction with
clients and assure privacy is
BDDS reports from 10/2013 through respected.
5/7/14 were reviewed and indicated the ‘The reporting tool was
following staff to client allegations of previously addressed and has
abuse, neglect, and/or mistreatment: been implemented in Complaint
Survey (Survey Event ID CO6L11)
and approved POC stated:
For client #1.
-A 1/2/14 BDDS report for an incident on ‘The Carey Services
1/2/14 at 11:20am, indicated "During an Investigation Report (of a critical
ISP (Individual S Pl o f event used for ANE and other
] (Individua upportt an) meeting for serious incidents) did not address
[client #1], her mother informed...the the cause of injuries, did not
[QIDP-Qualified Mental Retardation address corrective action to take
Professional] that [client #1] reported to place and chﬁed clantt;)/ on whafj
. recommendation was being made
her mther on Christmas day 12/25/13 i.e. no steps of caution were listed
that [DlSCharged Staff#lO] had told to what staff were to take to
[client #1] that she needed to be prevent future occurrences. The
transferred out of the house before Invgstldgat_:_on. Repc:n has beenth.
. . " revised. Training to occur on this
[Dlschargefi St.aff #10].hurt [client #1]. new form by the QDDP to the
The report indicated Discharged Staff home no later than 1/26/2014.
#10 "had told [client #1] that she -The summary of critical
[Discharged Staff #10] was going to hurt |trr1]form.r:|t|on now includes cues to
. . . e writer:
[client #1] z.lnd put her in thej hospital Provide detailed description
because [client #1] was getting on of any injuries with detail such as
[Discharged Staff #10's] nerves." The size and color.
report indicated Discharged Staff #10 ‘Attach Assessment from
. . . Nurse regarding all incidents
was suspended pending an investigation. . . . .
involving allegations of physical
abuse, injuries of known or
An attached undated investigation unknown origin, or when other
indicated the following: medically related concerns are
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-Discharged staff #11's witness statement present. _
indicated Discharged staff #11 "reported the in.cgi;cljiirtly Define the Cause of
that [DlSCharged Staff#lO] cursed at -The summary of final findings
[client #3] in the past...reports that she and recommendations section
had discussed this matter and this now includes cues to the writer:
previous matter with [the former “Specify Corrective Action to
dential diff be taken to prevent recurrence of
Residential Manager] on two different this type of incident in the future.
occasions during a face to face -Detail any
conversation...[Discharged Staff #10] recommendations such as what
telling [client #3] to go to her f---ing STOUId oceur, when, by whom,
. etc.
bec.lroom and an incident Whereby Investigator is responsible
[Dlscharged Staff #1 1] witnessed to assure that the responsible
[Discharged Staff #10] grabbed and person to carry out
pulled [client #3] out of the med recommendations is aware of
dicati d locked the d these instructions.
(@e 1ca .10n roc?m) an .OC cd the door -The document now has a
disallowing [client #3] in the med room. second signature line. The first is
The second occurrence whereby where the investigator
[Discharged Staff #11] reports discussing signs/dates the document. The
. ate acti th Tth second line is dedicated
map.prop-rla ¢ actions with [ .e Signature of Person Responsible
Residential Manager] regarding an for Corrective Action & to Carry
allegation...where [Discharged Staff #11] Out Recommendations. This will
heard [Discharged Staff #10] tell [client assure a complete hand-off of
. information and expectations to
#3] you are why we can't keep staff at the oceur
home." Discharged Staff #11's witness Note that the timeframes
statement "confirms that she heard evaluated for the Complaint
[Discharged Staff #10] tell [client #1] Survlev and for the Annual Survey
overlap.
that she w01.11d have to transfer to an'other ‘Anytimethat the Residential
home as [Discharged Staff #10] can't Manager, LPN or the Director of
stand [client #1]...And confirms that she Group Homes visits thehome
heard [Discharged Staff #10] threaten mclint;torlng fcl>r C':”t p:jc:jtectlons
. . . i ted i iti
[client #1] to put [client #1] in the wifl be completed In addftion
o ] tounannounced visits.
hospital if she had to continue to work Unannounced visits: the
with [client #1]." Residential Manager willvisit the
house at least 2 times weekly for
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-Discharged Staff #10's witness statement
indicated "That [client #1] may have
overheard [Discharged Staff #10] talking
to her co worker [Group Home Staff #5].
On 12/21/13 at approximately 11:00am,
[Discharged Staff #10] reports that she
was talking with [GHS #5] and stated
that [Discharged Staff #10] was so
stressed that she may need to have herself
admitted to [name] a local community
mental health center...She reported that
[client #1] was nearby outside of the door
and [Discharged Staff #10] was not
aware of [client #1's] location...."

-"Summary of Critical
Information...Allegation from consumer
via consumer's mother is confirmed by
discharged staff #11 and nearly verbatim.
Group Home manager had items brought
to her attention that were not reported
appropriately. The allegation of abuse is
substantiated as evidenced by
corroborating statements of verbal abuse
from [Discharged Staff #10] toward
[client #1]...Recommendation
termination of [Discharged Staff #10].
Group Home manager failed to act
appropriately when concerns were
brought to her attention in a manner that
aligns with policies, procedures, and
State regulations...."

On 5/12/14 at 12:30pm, Discharged Staff

the next 2 months unannounced
(throughAugust 31). The
Director of Group Homes will visit
the house at least 1time monthly

for 2 months (through August 31).
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#10's "Timecard Report" for the period
from 12/3/13 through 1/3/14 was
reviewed and indicated Discharged Staff
#10 worked at the group home on 12/20,
12/21, 12/22, 12/24, 12/25, 12/26, 12/27,
12/28, 12/30/13, and 1/1/2014. The
investigation failed to identify that
Discharged Staff #10 continued to work
at the group home after the incident
occurred and was not suspended until
after client #1's mother reported the
incident to the Agency.

For client #3:

-A 12/10/13 BDDS report, for an
allegation on 12/9/13 at 9:00am,
indicated client #3 had reported to day
service staff that staff #3 had pushed her
at the group home on 12/9/13. The report
indicated an investigation would be
completed with the assistance of the
Cooperation Compliance Office (CCO)
(Quality Assurance), and staff #3 was
suspended pending the completion of the
investigation.

An attached investigative report dated
12/10/13 and completed by CCO and the
RD/QDDP indicated client #3 had
reported to unidentified day service staff
that she had been pushed by staff #3.
Client #3 was brought to the RD/QDDP
and "reported the same as well as showed
a scratch on her shoulder and a small
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bruise on her inner right arm." The
investigation indicated client #3 and staff
#3 fell on ice after client #3 swung a
lunchbox at staff #3 as she was assisting
her into the house after client #3
attempted to leave the home. The
investigative report did not include
documentation of her injuries on an
injury/skin assessment report or nursing
evaluation. Summary of the investigation
indicated the allegation was not
substantiated, and "since this allegation
may represent a developing pattern of
alleging abuse when she is having an
aggressive behavior, it is recommended
that a psycho/social (psychological
evaluation) follow (sic) be conducted
with [client #3's] behavior specialist to
see if her Behavior Support Plan needs
modification. In the interim it is
recommended that all staff be advised to
use extreme caution in any physical
interaction with [client #3] during a
behavior." The summary of the
investigation did not address the cause of
client #3's injuries.

-A 11/13/13 BDDS report for an incident
on 11/12/13 at 5:00pm, indicated client
#3 came to day services and said
Discharged staff #10 caused her unknown
bruise. The 11/12/13 BDDS report
indicated client #3 "came to workshop
and showed her workshop supervisor a
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large bruise-approximately 2 inches in
diameter on her left upper, inside of arm,
close to armpit. When asked what
happened, [client #3] said 'didn't get her
shores (sic) done.' She then grabbed her
arm where the bruise was and said 'staff.'
When asked what the staff's name was
she signed a 'B"." Corrective action
indicated the incident was "immediately
reported to the Residential Director
[name], so that she could begin an
investigation into [client #3's]
allegation." A follow up report dated
11/15/13 indicated the allegation was
unsubstantiated. "[Client #3] had several
small 1 to 2 cm (centimeter) bruises on
both upper arms. According to an
accident report on 11/11/13 [client #3]
was observed by group home staff
pinching and punching her upper
arms...evening 11/11/13. During the
investigation [client #3] did confirm she
had pinched her upper arms."

2. For clients #1, #2, #3, #4, #5, #6, and
#7:

-A 12/27/13 BDDS report for an
allegation of neglect on 12/23/13 at
11:00pm, indicated "on Dec. (December)
23rd staff arrived at the group home and
found [Discharged Staff #11] asleep on
the couch." The report indicated the plan
to resolve was to suspend Discharged
Staff #11 pending an investigation.
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-A 12/27/13 "Investigation" indicated
"Alleged or suspected abuse, neglect, or
exploitation of consumer...[Name of
QIDP] received an email that was sent on
12/26/13 at 4:49pm by [Group Home
Staff (GHS) #6] but was not read till
approximately 11:00am while on
vacation (by the QIDP)." The
investigation indicated the QIDP notified
the Residential Manager to suspend
Discharged Staff #11 pending an
investigation and to send in a BDDS
report. The investigation indicated the
following information:

-GHS #6's witness statement indicated "I
walked in to work at 10:50pm on
December 23, 2013, the overhead
(garage) door in the garage was wide
open. (I) shut the door and clocked in,
went to the med room and the door was
locked. (I) walked to the living room and
found [Discharged Staff #11] sleeping. |
yelled at her 3 times before she woke up.
She gave me the med keys, clocked out,
and left."

-GHS #2's witness statement indicated
"On Monday the 23rd [Discharged Staff
#11] was sleeping at work. She had
mentioned being tired and was sitting
with some of the clients in the living
room watching TV. I had been cleaning
up the kitchen area and I noticed that |
had not seen her in some time. I found
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her asleep in the living room. This was
probably around 9pm I tried waking her
by calling her name but she did not move.
I waited a short period of time before
trying again. This time she woke up and
I went about making sure everybody took
their bath/shower and went to bed. 1
found [Discharged Staff #11] asleep
again in the living room. I am pretty sure
it was around 9:30pm at this point in
time. I tried to wake her but she did not
stir. I really did not want to get her in
trouble so I decided that I would wait and
see if she would wake up before I left.

So at 10pm, when I was scheduled to
leave I tried waking her. She appeared to
wake didn't seem wholly so. So, started
my car to let it warm up and came back
in and managed to wake her...I gave her
the keys to the med cart and left."
-Discharged Staff #11's witness statement
indicated she fell "asleep" around
8:00pm. GHS #2 "had woke her up at
approximately 9:00pm when he was
leaving but that she fell back to sleep and
that [GHS #6] woke her up when he
came in around 11:00pm."

-"Summary of Critical Information"
indicated GHS #6 reported Discharged
Staff #11 "was found sleeping when he
arrived at the Upland Group Home on
12/23/13...Neglect is substantiated due to
[Discharged Staff #11] being asleep on
the job being the only staff person in the

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

Y6DY11  Facility ID:

000833 If continuation sheet

Page 20 of 72




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

PRINTED: 06/17/2014
FORM APPROVED
OMB NO. 0938-0391

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

15G314

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

CAREY SERVICES INC.

UPLAND,

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
369 S SECOND ST

00

X3) DATE SURVEY

COMPLETED
05/16/2014

IN 46989

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

house on 12/23/13 from 10:00pm until
11:00pm. It is recommended that
[Discharged Staff #11's] employment be
terminated."

On 5/12/14 at 12:30pm, Discharged Staff
#11's "Timecard Report" for the period
from 12/3/13 through 1/3/14 was
reviewed and indicated Discharged Staff
#11 worked at the group home on 12/21,
12/23, 12/24, and 12/25/13. Discharged
Staff #11's timecard report indicated she
continued to work at the group home
until the allegation was reported to the
Agency and not immediately following
the incident.

On 05/8/14 at 9:15am, an interview with
the QIDP (Qualified Intellectual
Disabilities Professional) was conducted.
The QIDP indicated the allegations of
abuse, neglect, and/or mistreatment were
not reported immediately to the
administrator or in accordance with State
Law. The QIDP indicated suspected
abuse, neglect, and/or mistreatment
allegations should be reported
immediately by the facility staff and were
not. The QIDP indicated the facility staff
who witnessed the events and failed to
report the allegation exposed the client to
the potential of further abuse, neglect,
and/or mistreatment. The QIDP
indicated the facility followed the BDDS
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reporting guidelines for abuse, neglect,
and/or mistreatment.

On 5/16/14 at 10:25am, an interview with
the QIDP was conducted. The QIDP
indicated there was no additional
corrective action, no staff training
available for review, no monitoring to
ensure compliance, and no documented
indication of what steps staff were to take
to prevent future occurrence. The QIDP
indicated she did not visit the group
home until after the 1/3/14 allegation was
made by client #1's mother.

On 5/7/14 at 12:15pm, a review of the
facility's records indicated the facility's
6/15/11 "Abuse, Neglect, and
Exploitation" policy which indicated, "It
is the policy of Carey Services to respect
the rights of consumers served and
protect them from possible abusive
treatment, negligence, or exploitation on
the part of staff, volunteers, or other
consumers. Abusive treatment and/or
negligence of responsibilities with
respect to the welfare and safety of
consumers are incompatible with the
purpose of the agency....Definition:
Neglect: includes, but is not limited to,
failure to provide appropriate
supervision, care, training, a
safe/clean/sanitary environment, food,
medical care, medical supplies and
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equipment (as indicated in the ISP
(Individual Support Plan)."

On 5/7/14 at 12:15pm, a review of the
facility's 10/22/12 "PROCEDURES FOR
REPORTING ABUSE AND NEGLECT
AND OTHER REPORTABLE OR
UNUSUAL INCIDENTS. As required
by law, it is the responsibility of each
person to report suspected instances of
abuse, neglect, and
exploitation...responsibilities in reporting
such incidents to authorities as well as to
agency administrators immediately upon
learning of the suspected
abuse/neglect/exploitation. Agency staff
and volunteers must immediately report
incidents to the President/CEO, Human
Resources Manager, or designee, who
will assign responsibility for
investigation and follow-up. The
Corporate Compliance Officer will be
notified of the allegation and may or may
not be asked to assist with the
investigation. A. REPORTABLE
INCIDENTS: Carey Services shall meet
all the conditions specified in any
applicable article of 460 IAC. Carey
Services shall report the following
circumstances to DDRS/BDDS/DA
(Department of Aging) no later than 24
hours after the occurrence of the
reportable incident...The following
incidents are considered reportable to the
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appropriate entity as outlined in section
B: 1. Any alleged, suspected, or actual
abuse, neglect or exploitation of a
consumer...."
9-3-2(a)
WO000153 | 483.420(d)(2)
STAFF TREATMENT OF CLIENTS
The facility must ensure that all allegations
of mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law
through established procedures.
Based on interview and record review for WO000153 | W153 staff Treatment of 06/15/2014
2 of 4 allegations of staff to client abuse, Cllgpts thls |tem outhn'es that the
lect. and/ istreat t (for client facility failed to immediately report
neglect, and/or mistreatment (for clients allegations of ANE. The plan of
#1, #2, #3, #4, #5, #6, and #7), the correction for this tag is as
facility failed to immediately report follows:
allegations of abuse, neglect, and/or “Training with all staff will occur
. .. no later than 6/15/2014 on the
mistreatment to the administrator and to .
ANE policies, procedures,
BDDS (Bureau of Developmental regulations and will include and
Disabilities Services) in accordance with emphasize timeliness of
State Law. reporting, reporting protocol and
secondary notification measures.
o ) “Training will emphasize a
Findings include: secondary level of notification to
indicate that once an employee
1. On 5/7/14 at 12:15pm, the facility's reports A;\‘Eha”egsg‘;;ggé she
BDDS reports from 10/2013 through must notify the Q e to
) o assure that the allegation is
5/7/14 were reviewed and indicated the followed up on immediately.
following staff to client allegations of “The manager will monitor all
abuse, neglect, and/or mistreatment: actions at the home each time in
the home and report minimally to
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the QDDP weekly. The QDDP,
For client #1. LPN and/or CO.OIW|II engage in
L unannounced visits to the home
-A 1/2/14 BDDS report for an incident on to monitor staff interaction with
1/2/14 at 11:20am, indicated "During an clients and assure privacy is
ISP (Individual Support Plan) meeting for respected.
[client #1], her mother informed...the M -Anytll_n;ilthattreSesmtientl?I
. . anager, or the Director o
[QIDP—Quahﬁed Meptal Retardation Group Homes visits thehome
Professional] that [client #1] reported to monitoring for client protections
her mother on Christmas day 12/25/13 will be completed in addition
that [Discharged Staff #10] had told tounannounced visits.
lient #11 that sh ded to b Unannounced visits; the
[client #1] that she needed to be Residential Manager willvisit the
transferred out of the house before house at least 2 times weekly for
[Discharged Staff #10] hurt [client #1]." the next 2 months unannounced
The report indicated Discharged Staff (Et)hroutghA;Jgust 31|_)|' The I visi
" . irector of Group Homes will visi
#19 had told [client #1] that Sl.le the house at least 1time monthly
[Discharged Staff #10] was going to hurt for 2 months (through August 31).
[client #1] and put her in the hospital
because [client #1] was getting on
[Discharged Staff #10's] nerves." The
report indicated Discharged Staff #10
was suspended pending an investigation.
An attached undated investigation
indicated the following:
-Discharged staff #11's witness statement
indicated Discharged staff #11 "reported
that [Discharged Staff #10] cursed at
[client #3] in the past...reports that she
had discussed this matter and this
previous matter with [the former
Residential Manager] on two different
occasions during a face to face
conversation...[Discharged Staff #10]
telling [client #3] to go to her f---ing
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bedroom and an incident whereby
[Discharged Staff #11] witnessed
[Discharged Staff #10] grabbed and
pulled [client #3] out of the med
(medication room) and locked the door
disallowing [client #3] in the med room.
The second occurrence whereby
[Discharged Staff #11] reports discussing
inappropriate actions with [the
Residential Manager] regarding an
allegation...where [Discharged Staff #11]
heard [Discharged Staff #10] tell [client
#3] you are why we can't keep staff at the
home." Discharged Staff #11's witness
statement "confirms that she heard
[Discharged Staff #10] tell [client #1]
that she would have to transfer to another
home as [Discharged Staff #10] can't
stand [client #1]...And confirms that she
heard [Discharged Staff #10] threaten
[client #1] to put [client #1] in the
hospital if she had to continue to work
with [client #1]."

-"Summary of Critical
Information...Allegation from consumer
via consumer's mother is confirmed by
discharged staff #11 and nearly verbatim.
Group Home manager had items brought
to her attention that were not reported
appropriately. The allegation of abuse is
substantiated as evidenced by
corroborating statements of verbal abuse
from [Discharged Staff #10] toward
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[client #1]...Recommendation
termination of [Discharged Staff #10].
Group Home manager failed to act
appropriately when concerns were
brought to her attention in a manner that
aligns with policies, procedures, and
State regulations...."

2. For clients #1, #2, #3, #4, #5, #6, and
#7:

-A 12/27/13 BDDS report for an
allegation of neglect on 12/23/13 at
11:00pm, indicated "on Dec. (December)
23rd staff arrived at the group home and
found [Discharged Staff #11] asleep on
the couch." The report indicated the plan
to resolve was to suspend Discharged
Staff #11 pending an investigation.

-A 12/27/13 "Investigation" indicated
"Alleged or suspected abuse, neglect, or
exploitation of consumer...[Name of
QIDP] received an email that was sent on
12/26/13 at 4:49pm by [Group Home
Staff (GHS) #6] but was not read till
approximately 11:00am while on
vacation (by the QIDP)." The
investigation indicated the QIDP notified
the Residential Manager to suspend
Discharged Staff #11 pending an
investigation and to send in a BDDS
report. The investigation indicated the
following information:

-GHS #6's witness statement indicated "I
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walked in to work at 10:50pm on
December 23, 2013, the overhead
(garage) door in the garage was wide
open. (I) shut the door and clocked in,
went to the med room and the door was
locked. (I) walked to the living room and
found [Discharged Staff #11] sleeping. 1
yelled at her 3 times before she woke up.
She gave me the med keys, clocked out,
and left."

-GHS #2's witness statement indicated
"On Monday the 23rd [Discharged Staff
#11] was sleeping at work. She had
mentioned being tired and was sitting
with some of the clients in the living
room watching TV. I had been cleaning
up the kitchen area and I noticed that I
had not seen her in some time. I found
her asleep in the living room. This was
probably around 9pm I tried waking her
by calling her name but she did not move.
I waited a short period of time before
trying again. This time she woke up and
I went about making sure everybody took
their bath/shower and went to bed. 1
found [Discharged Staff #11] asleep
again in the living room. I am pretty sure
it was around 9:30pm at this point in
time. I tried to wake her but she did not
stir. I really did not want to get her in
trouble so I decided that I would wait and
see if she would wake up before I left.

So at 10pm, when I was scheduled to
leave I tried waking her. She appeared to
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wake didn't seem wholly so. So, started
my car to let it warm up and came back
in and managed to wake her...I gave her
the keys to the med cart and left."
-Discharged Staff #11's witness statement
indicated she fell "asleep" around
8:00pm. GHS #2 "had woke her up at
approximately 9:00pm when he was
leaving but that she fell back to sleep and
that [GHS #6] woke her up when he
came in around 11:00pm."

-"Summary of Critical Information"
indicated GHS #6 reported Discharged
Staff #11 "was found sleeping when he
arrived at the Upland Group Home on
12/23/13...Neglect is substantiated due to
[Discharged Staff #11] being asleep on
the job being the only staff person in the
house on 12/23/13 from 10:00pm until
11:00pm. It is recommended that
[Discharged Staff #11's] employment be
terminated."

On 05/8/14 at 9:15am, an interview with
the QIDP (Qualified Intellectual
Disabilities Professional) was conducted.
The QIDP indicated the allegations of
abuse, neglect, and/or mistreatment were
not reported immediately to the
administrator or in accordance with State
Law. The QIDP indicated suspected
abuse, neglect, and/or mistreatment
allegations should be reported
immediately by the facility staff.
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9-3-2(a)
W000157 | 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
If the alleged violation is verified, appropriate
corrective action must be taken.
Based on interview, and record review, WO000157 | W157 staff Treatment of 06/15/2014
for 2 of 4 allegations of staff to client ;Ilefnt§|'tthfls'|ltzn: O,Utllt"”fs that
. e facility failed to initiate
abuse/neglect (for chen.ts. #1, #2’ #3, #4, sufficient corrective action to
#5, #6, al’ld #7), the faCIhty falled to |mmed|ate|y report ANE. The
initiate sufficient corrective action to plan of correction for this tag is as
immediately report allegations of abuse, follows: .
lect. and/ istreat t to th -Training with all staff will occur
neg ?C.’ and/or mistreatient to the no later than 6/15/2014 on the
administrator and to BDDS (Bureau of ANE policies, procedures,
Developmental Disabilities Services) in regulations and will include and
accordance with State Law and failed to emphasize timeliness of L and
take sufficient corrective action after reporting, repo.r.tlng. protocol an
; i ) secondary notification measures.
continued allegations of staff to client “Training will emphasize a
abuse, neglect, and/or mistreatment for secondary level of notification to
clients #1 and #3 and for an allegation of indicate that once an employee
neglect for staff sleeping on duty for reports ANE allegation, he/she
.g ping y must notify the QDDP/COO to
clients #1, #2, #3, #4, #5, #6, and #7. assure that the allegation is
followed up on immediately.
Findings include: -The manager will monitor all
actions at the home each time in
. the home and report minimally to
1. On 5/7/14 at 1215pm, the fac111ty's the QDDP weekly. The QDDP,
BDDS reports from 10/2013 through LPN and/or COO will engage in
5/7/14 were reviewed and indicated the unannounced visits to the home
following staff to client allegations of to' monitor staff mteraphon ywth
] clients and assure privacy is
abuse, neglect, and/or mistreatment: respected.
-Inaddition to the staff
For client #1. immediately notifying the
. . Administrator with all ANE,
-A 1/2/14 BDDS report for an incident on thestaff will be trained before
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1/2/14 at 11:20am, indicated "During an 6/15/2014 to follow up with the
ISP (Individual Support Plan) meeting for QD,DP’ CorporatejCompIian'ce
. . Officer and/or Chief Operations

[client #1], her mother informed...the Officer to ensure that

[QIDP-Qualiﬁed Mental Retardation theallegation is followed up on

Professional] that [client #1] reported to immediately.

her mother on Christmas day 12/25/13 alIegéﬁgrﬁ?i&h:tvﬁIFESO”ed for

that [Discharged Staff #10] had told immediately suspendedpending

[client #1] that she needed to be outcome of the investigation.

transferred out of the house before *Anyand all recommended

[Discharged Staff #10] hurt [client #1]." .t:sglsr;g ;:?omn m g:tCCOOr;“f‘ie?;Lhe

The report indicated Discharged Staff within ? days from the cgmpl ation

#10 "had told [client #1] that she of the investigation and prior tothe

[Discharged Staff #10] was going to hurt suspended staff returning to

[client #1] and put her in the hospital work.

because [client #1] was getting on

[Discharged Staff #10's] nerves." The

report indicated Discharged Staff #10

was suspended pending an investigation.

There was no additional corrective

action, no monitoring to ensure

compliance, and no documented

indication of what steps staff were to take

to prevent future occurrence.

An attached undated investigation

indicated the following:

-Discharged staff #11's witness statement

indicated Discharged staff #11 "reported

that [Discharged Staff #10] cursed at

[client #3] in the past...reports that she

had discussed this matter and this

previous matter with [the former

Residential Manager] on two different

occasions during a face to face
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conversation...[Discharged Staff #10]
telling [client #3] to go to her f---ing
bedroom and an incident whereby
[Discharged Staff #11] witnessed
[Discharged Staff #10] grabbed and
pulled [client #3] out of the med
(medication room) and locked the door
disallowing [client #3] in the med room.
The second occurrence whereby
[Discharged Staff #11] reports discussing
inappropriate actions with [the
Residential Manager] regarding an
allegation...where [Discharged Staff #11]
heard [Discharged Staff #10] tell [client
#3] you are why we can't keep staff at the
home." Discharged Staff #11's witness
statement "confirms that she heard
[Discharged Staff #10] tell [client #1]
that she would have to transfer to another
home as [Discharged Staff #10] can't
stand [client #1]...And confirms that she
heard [Discharged Staff #10] threaten
[client #1] to put [client #1] in the
hospital if she had to continue to work
with [client #1]." There was no
additional corrective action, no
monitoring to ensure compliance, and no
documented indication of what steps staff
were to take to prevent future occurrence.

-Discharged Staff #10's witness statement
indicated "That [client #1] may have
overheard [Discharged Staff #10] talking
to her co worker [Group Home Staff #5].
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On 12/21/13 at approximately 11:00am,
[Discharged Staff #10] reports that she
was talking with [GHS #5] and stated
that [Discharged Staff #10] was so
stressed that she may need to have herself
admitted to [name], a local community
mental health center...She reported that
[client #1] was nearby outside of the door
and [Discharged Staff #10] was not

aware of [client #1's] location...."

-"Summary of Critical
Information...Allegation from consumer
via consumer's mother is confirmed by
discharged staff #11 and nearly verbatim.
Group Home manager had items brought
to her attention that were not reported
appropriately. The allegation of abuse is
substantiated as evidenced by
corroborating statements of verbal abuse
from [Discharged Staff #10] toward
[client #1]...Recommendation
termination of [Discharged Staff #10].
Group Home manager failed to act
appropriately when concerns were
brought to her attention in a manner that
aligns with policies, procedures, and
State regulations...."

On 5/12/14 at 12:30pm, Discharged Staff
#10's "Timecard Report" for the period
from 12/3/13 through 1/3/14 was
reviewed and indicated Discharged Staff
#10 worked at the group home on 12/20,
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12/21, 12/22, 12/24, 12/25, 12/26, 12/27,
12/28, 12/30/13, and 1/1/2014.
Discharged Staff #10's timecard report
indicated she continued to work at the
group home after the incident and before
the allegation was reported to the agency.

For client #3:

-A 12/10/13 BDDS report, for an
allegation on 12/9/13 at 9:00am,
indicated indicated client #3 had reported
to day service staff that staff #3 had
pushed her at the group home on 12/9/13.
The report indicated an investigation
would be completed with the assistance
of the Cooperation Compliance Office
(CCO) (Quality Assurance), and staff #3
was suspended pending the completion of
the investigation. There was no
additional corrective action, no
monitoring to ensure compliance, and no
documented indication of what steps staff
were to take to prevent future occurrence.

An attached investigative report dated
12/10/13 and completed by CCO and the
RD/QDDP indicated client #3 had
reported to unidentified day service staff
that she had been pushed by staff #3.
Client #3 was brought to the RD/QDDP
and "reported the same as well as showed
a scratch on her shoulder and a small
bruise on her inner right arm." The
investigation indicated client #3 and staff
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behavior.

#3 fell on ice after client #3 swung a
lunchbox at staff #3 as she was assisting
her into the house after client #3
attempted to leave the home. The
investigative report did not include
documentation of her injuries on an
injury/skin assessment report or nursing
evaluation. Summary of the investigation
indicated the allegation was not
substantiated, and "since this allegation
may represent a developing pattern of
alleging abuse when she is having an
aggressive behavior, it is recommended
that a psycho/social (psychological
evaluation) follow (sic) be conducted
with [client #3's] behavior specialist to
see if her Behavior Support Plan needs
modification. In the interim it is
recommended that all staff be advised to
use extreme caution in any physical
interaction with [client #3] during a
behavior." The summary of the
investigation did not address the cause of
client #3's injuries. There was no
additional corrective action or indication
of what steps of caution staff were to take
to prevent future occurrence of client #3's

-A 11/13/13 BDDS report for an incident
on 11/12/13 at 5:00pm, indicated client
#3 came to day services and said
Discharged staff #10 caused her unknown
bruise. The 11/12/13 BDDS report
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indicated client #3 "came to workshop
and showed her workshop supervisor a
large bruise-approximately 2 inches in
diameter on her left upper, inside of arm,
close to armpit. When asked what
happened, [client #3] said 'didn't get her
shores (sic) done.' She then grabbed her
arm where the bruise was and said 'staff.’
When asked what the staff's name was
she signed a 'B'." Corrective action
indicated the incident was "immediately
reported to the Residential Director
[name], so that she could begin an
investigation into [client #3's]
allegation." A follow up report dated
11/15/13 indicated the allegation was
unsubstantiated. "[Client #3] had several
small 1 to 2 cm (centimeter) bruises on
both upper arms. According to an
accident report on 11/11/13 [client #3]
was observed by group home staff
pinching and punching her upper
arms...evening 11/11/13. During the
investigation [client #3] did confirm she
had pinched her upper arms." There was
no evidence of corrective action taken to
prevent future occurrence of client #3's
self injurious behavior in the follow up
report.

For clients #1, #2, #3, #4, #5, #6, and #7:
-A 12/27/13 BDDS report for an
allegation of neglect on 12/23/13 at
11:00pm, indicated "on Dec. (December)
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23rd staff arrived at the group home and
found [Discharged Staff #11] asleep on
the couch." The report indicated the plan
to resolve was to suspend Discharged
Staff #11 pending an investigation.

There was no additional corrective
action, no monitoring to ensure
compliance, and no documented
indication of what steps staff were to take
to prevent future occurrence.

-A 12/27/13 "Investigation" indicated
"Alleged or suspected abuse, neglect, or
exploitation of consumer...[Name of
QIDP] received an email that was sent on
12/26/13 at 4:49pm by [Group Home
Staff (GHS) #6] but was not read till
approximately 11:00am while on
vacation (by the QIDP)." The
investigation indicated the QIDP notified
the Residential Manager to suspend
Discharged Staff #11 pending an
investigation and to send in a BDDS
report. The investigation indicated the
following information:

-GHS #6's witness statement indicated "I
walked in to work at 10:50pm on
December 23, 2013, the overhead
(garage) door in the garage was wide
open. (I) shut the door and clocked in,
went to the med room and the door was
locked. (I) walked to the living room and
found [Discharged Staff #11] sleeping. I
yelled at her 3 times before she woke up.
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She gave me the med keys, clocked out,
and left."

-GHS #2's witness statement indicated
"On Monday the 23rd [Discharged Staff
#11] was sleeping at work. She had
mentioned being tired and was sitting
with some of the clients in the living
room watching TV. I had been cleaning
up the kitchen area and I noticed that |
had not seen her in some time. I found
her asleep in the living room. This was
probably around 9pm I tried waking her
by calling her name but she did not move.
I waited a short period of time before
trying again. This time she woke up and
I went about making sure everybody took
their bath/shower and went to bed. 1
found [Discharged Staff #11] asleep
again in the living room. I am pretty sure
it was around 9:30pm at this point in
time. I tried to wake her but she did not
stir. I really did not want to get her in
trouble so I decided that I would wait and
see if she would wake up before I left.

So at 10pm, when I was scheduled to
leave I tried waking her. She appeared to
wake didn't seem wholly so. So, started
my car to let it warm up and came back
in and managed to wake her...I gave her
the keys to the med cart and left."
-Discharged Staff #11's witness statement
indicated she fell "asleep" around
8:00pm. GHS #2 "had woke her up at
approximately 9:00pm when he was
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leaving but that she fell back to sleep and
that [GHS #6] woke her up when he
came in around 11:00pm."

-"Summary of Critical Information"
indicated GHS #6 reported Discharged
Staff #11 "was found sleeping when he
arrived at the Upland Group Home on
12/23/13...Neglect is substantiated due to
[Discharged Staff #11] being asleep on
the job being the only staff person in the
house on 12/23/13 from 10:00pm until
11:00pm. It is recommended that
[Discharged Staff #11's] employment be
terminated."

On 5/12/14 at 12:30pm, Discharged Staff
#11's "Timecard Report" for the period
from 12/3/13 through 1/3/14 was
reviewed and indicated Discharged Staff
#11 worked at the group home on 12/21,
12/23, 12/24, and 12/25/13. Discharged
Staff #11's timecard report indicated she
continued to work at the group home
after the incident and before the agency
became aware of the allegation.

On 05/8/14 at 9:15am, an interview with
the QIDP (Qualified Intellectual
Disabilities Professional) was conducted.
The QIDP indicated the allegations of
abuse, neglect, and/or mistreatment were
not reported immediately to the
administrator or in accordance with State
Law. The QIDP indicated suspected
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On 5/16/14 at 10

to prevent future

indicated she did

9-3-2(a)

W000210 | 483.440(c)(3)

to supplement the
conducted prior to

abuse, neglect, and/or mistreatment
allegations should be reported
immediately by the facility staff and were
not. The QIDP indicated the facility staff
who witnessed the events and failed to
report the allegation exposed the client to
the potential of further abuse, neglect,
and/or mistreatment.

:25am, an interview with
the QIDP was conducted. The QIDP
indicated there was no additional
corrective action, no staff training
available for review, no monitoring to
ensure compliance, and no documented
indication of what steps staff were to take

occurrence. The QIDP
not visit the group

home until after the 1/3/14 allegation was
made by client #1's mother.

INDIVIDUAL PROGRAM PLAN

Within 30 days after admission, the
interdisciplinary team must perform accurate
assessments or reassessments as needed

preliminary evaluation
admission.

Based on observation, record review, and
interview, for 2 of 4 sampled clients
(clients #1 and #3) who shared the back
upper bedroom and for 2 of 2 new
admissions to the facility (clients #1 and

W000210

W210 IndividualProgram
Plan

Thisitem outlines that the facility
failed to assess functional ability
related toexiting their upper
bedroom. The plan ofcorrection

06/15/2014
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#2), the facility failed to assess client #1 for this tag is as follows:
and #3's functional ability related to “The applicableclients and all
itine their back level bed staff have been trained on how to
ex1t.1ng t élr ac upper eve. é room use the ladder.
during a disaster using a chain link ladder -LPN has received? of 3 OT/PT
and failed to assess upon admission evaluations. For the thirdclient,
clients #1 and #2's functional abilities, the physician verbally stated that
hvsical skills. phvsical dexteri d OT/PT was not necessary for
physical ski S.’ physical dexterity, an theladder; however we have
muscle dexterity. requested this be in a written
order. The LPN has been in
Findings include: contact with thephysician office
and the order to indicate OT/PT is
) not necessary is expectedby end
1. On 5/7/14 from 4:30pm until 7:35pm, of business on 6/6/2014, but will
and on 5/8/14 from 6:00am until 8:20am, be received no later
observations were conducted at the group tk;.an?/ 1 (gfrzllg!rdr Flo" Te other 2
. clients, evaluation was
home and clients #1 and #3 shar.ed the ordered. Theseappointments are
upper level back bedroom. During both scheduled at the earliest available
observation periods client #1 and #3's time.
shared bedroom had one entry/exit 'ﬁzrey Serwces:\as coordinated
. it ) ;
through the door to the hallway. During wilh = companies fo receve
. ] ) quotations on removing the
both observation periods client #1 and windowand installing a door out to
#3's shared back upper level bedroom had an exterior fire escape staircase
a twenty to twenty-five foot drop from Lorevacuatlon. dThe co(rjnpanles
. ave committedto sending
the window to the gr.ound below. On quotations before 6/15/2014. The
5/8/14 at 7:15am, clients #1 and #3 were agency must determine which
interviewed. At 7:15am, client #1 stated company to use (and assure the
she had "No idea" what a chain link companycomplies with Medicaid
. . regulations) no later than
ladder was and did not know how to exit 6/30/2014. The construction wil
the group home if she could not walk out be scheduled as soon aspossible,
into the hallway during an emergency. however at this time, the timeline
At 7:15am, client #3 stated she had "No is not known. _ .
idea" what a chain link ladder was and 'The QDDP was incontact with
i ) the Surveyor who requested she
did not know how to exit the group home call Steve Corya with ISDH. The
if she could not walk out into the hallway QDDP attempted to connect with
during an emergency. SteveCorya and has not received
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a call back to assure a safe
On 5/8/14 at 7:45am, GHS (Group Home situation is put inplace for these
o , consumers between now and
Staff) #3 stated client #1 and #3's shared construction completion.
back upper level bedroom had a drop of -Carey Services isevaluating an
"at least" twenty to twenty-five feet from interim plan of having a
the window to the ground below. At Learggr?]r:z (berc:'rc%c;wn;s";é:indary
. . wni
7:45am, GHS #3 located the chain link egress without a window ladder)
ladder piled loose on the upper shelf or to have the consumers
inside the closet and stated the ladder exitthrough another consumer’s
"was buried with stuff" (client #1 and bedroom (with explicit
#3's clothing. b d miscell permission). Carey Services has
' § clothing, boxes, and miscetiancous requested input from ISDHon this
items) on top of the ladder. GHS #3 matter to assure the best solution
stated "I thought it was exercise is in place for the safety
equipment." andsecurity of consumers.
On 5/8/14 at 10:00am, an interview with
the QIDP (Qualified Intellectual
Disabilities Professional) was conducted.
The QIDP indicated the facility had not
completed an assessment for clients #1
and #3 to determine if clients #1 and #3
could exit the upper level back bedroom
during an emergency.
2. Client #1's record was reviewed on
5/12/14 at 1:10pm. Client #1's record did
not include an assessment related to her
functional abilities client #1's physical
skills, physical dexterity, and muscle
dexterity. Client #1's record indicated
she was admitted on 12/4/13. The
facility failed to assess client #1's
functional ability related to exiting her
back upper level bedroom during a
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disaster using a chain link ladder and
failed to assess her functional abilities,
physical skills, physical dexterity, and
muscle dexterity upon admission to the
facility.

3. Client #2's record was reviewed on
5/8/14 at 11:00am and on 5/12/14 at
11:00am. Client #2's record did not
include an assessment related to her
functional abilities client #2's physical
skills, physical dexterity, and muscle
dexterity. Client #2's record indicated
she was admitted on 12/23/13. The
facility failed to assess client #2's
functional abilities, physical skills,
physical dexterity, and muscle dexterity
upon admission to the facility.

4. Client #3's record was reviewed on
5/12/14 at 3:15pm. Client #3's record did
not include an assessment related to her
functional abilities, her physical skills,
physical dexterity, and muscle dexterity.
Client #3's record indicated she was
admitted on 2/6/2008. The facility failed
to assess client #3's functional ability
related to exiting her back upper level
bedroom during a disaster using a chain
link ladder.

On 5/8/14 at 9:50am, an interview was
conducted with the agency's LPN
(Licensed Practical Nurse). The LPN
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indicated she believed clients #1, #2, and
#3 had a PT (Physical Therapy) or a OT
(Occupational Therapy) assessment of
client #1, #2, and #3's functional ability
related to their physical skills, physical
dexterity, and muscle dexterity. The LPN
indicated she was unsure if clients #1 and
#3 had the skills to exit using a chain link
ladder out the window during an
emergency.

On 5/13/14 at 10:12am, clients #1, #2,
and #3's documented assessments of their
functional abilities related to each clients'
physical skills, physical dexterity, and
muscle dexterity was requested and none
were available for review. The LPN
indicated no additional information was
available for review.

On 5/16/14 at 10:25am, an interview with
the QIDP (Qualified Intellectual
Disabilities Professional), the RM
(Residential Manager), and the LPN was
conducted. The three administrative staff
indicated client #1, #2, and #3 did not
have a documented assessment for the
clients' functional abilities of their
physical skills, physical dexterity, and
muscle dexterity related to client #1 and
#2's admission and for clients #1 and #3
exiting their back upper level bedroom
during a disaster using a chain link
ladder.
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9-3-4(a)
W000268 | 483.450(a)(1)(i)
CONDUCT TOWARD CLIENT
These policies and procedures must
promote the growth, development and
independence of the client.
Based on observation and interview, for 2 W000268 | W268 conduct toward Client 06/15/2014
of 7 clients (clients #4 and #6), the :h'ls g‘atm outhm:s Lhat .tthe fag"'ty
o . . ailed to promote dignity an
fac111t?l félled to promote client #4 flnd ensure personal privacy. The
#6's dignity and ensure personal privacy plan of correction for this tag is as
to wear a robe when in common areas of follows:
the home -No later than6/15/2014 all staff
will receive training on how to
o ] teach the clients about personal
Findings include: privacy and the importance of
such. Additionally, training will
1. On 5/8/14 at 6:00am, client #4 was occur on advocacy to assure that
b dt ve h dicati personal privacy is respected.
o se'rv.e o receive her me 1'ca ions . “The manager will monitor all
administered by GHS #1 while wearing actions at the home. The QDDP,
her night gown and did not wear a robe. LPN and/or COO will engage in
From 6:00am until 6:25am, client #4 ;Jnannc_)tuncidf;/l_&tts to tthe hqtr:e
o monitor staff interaction wi
walke(.l throughout the male/f.emale group clients and assure privacy s
home in her nightgown and did not wear respected.
a robe over the sheer nightgown. At -Anytimethat the Residential
6:25am, GHS #1 indicated client #4 g‘a”agaﬂ LPN QF.ihihD'r:ector of
should have worn a robe, and indicated roup Fiomes VISits thenome
) monitoring for client protections
client #4 was not prompted or will be completed in addition
encouraged to wear a robe. tounannounced visits.
Unannounced visits; the
2. On 5/8/14 from 6:00am until 7:00am, Residential Mana.ger willvisit the
) ; house at least 2 times weekly for
client #6 walked around the upstairs the next 2 months unannounced
dining room and kitchen in his boxer (throughAugust 31). The
shorts and did not wear a robe. At Director of Group Homes will visit
the house at least 1time monthly
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7:00am, client #6 sat on the floor in the for 2 months (through August 31).
lower level family room, wore only boxer
shorts, shaved, and was not prompted to
wear a robe.
On 5/8/14 at 9:15am, an interview was
conducted with the QIDP (Qualified
Intellectual Disabilities Professional).
The QIDP indicated clients should have
been redirected during formal and
informal opportunities to teach and
encourage personal privacy during
dressing and/or the clients' morning
routines.
9-3-5(a)
W000323 | 483.460(a)(3)(i)
PHYSICIAN SERVICES
The facility must provide or obtain annual
physical examinations of each client that at a
minimum includes an evaluation of vision
and hearing.
Based on record review and interview, W000323 W323 PhysicianServices 06/15/2014
for 2 of 4 sampled clients (clients #2 and Thisitem outlines that the facility
#3), the facility failed to ensure client fr—:ul.ed to ensu_re a hearing and
49's heari d client #3's visi vision screeningwas completed.
§ hearing and clien § vision were The plan of correctionfor this tag
assessed annually. is as follows:
-LPN meets withthe manager
Findings include: weekly (already established
pattern). The agenda at these
) ) meetings have beenupdated and
Client #2's record was reviewed on now includes items that are due
5/8/14 at 11:00am and on 5/12/14 at and coming due as well as
11:00am. Client #2's record indicated itemsthat are missing.
-Chart audits willsupply the LPN
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she was admitted on 12/23/13. Client with dates of last _
#2's record did not indicate her hearing tarzséekstir::;ﬁc/i:t:;ese:r:rc]ig\;vihPN wil
had been assessed. Client #2's 1/14/14 assurethat these are addressed
History and Physical completed by her in a timely fashion.
personal physician did not include an "LPN will assureall annual
assessment of her hearing. Client #2's P,hYS'Ca'S |nclgde hgarllng and
. vision screening or include an
3/28/14, 1/30/14, and 12/17/13 Nursing orderfor a hearing or vision
Quarterly assessments did not include an evaluation. Thisrecord review will
assessment of client #2's hearing. occur no later than 6/15/2014.
-The monitoringagent will be the
. . weekly meetings between the
Client #3's record was reviewed on LPN aynd the rr?anager. The
5/12/14 at 3:15pm. Client #3's record QDDP and the COO will receive
indicated she was admitted on 2/6/2008. copies ofthe interactions and will
Client #3's 1/15/14 History and Physical ch?ck tcl) as]?ure that there is an
.. . active plan for anyscreening
completed by her personal phys1c1§g did expired, near to expire or
not include an assessment of her vision. missing.
Client #3's 3/28/14, 1/30/14, and ‘LPN will assurethat this
10/31/13 Nursing Quarterly assessments dﬁ:‘lmehncy doils;lr\]lOt .cl)lc'curlat anyt
. . ) other home. will implemen
indicated che.nt #3 \ivore prescribed eye same weekly agenda formatas
glasses and did not include an assessment described at all homes. Client #2
of client #3's ocular health or vision. isscheduled for hearing
Client #3's 8/30/13 Nursing Quarterly evaluation on 6/20/2014. Client
t indicated client #3 did not #3 had an optometrist
assessmen .1n .1ca ed clien 1d no appointment on 5/30/2014.
wear prescription eye glasses. No
visual/ocular assessment was available
for review.
On 5/8/14 at 9:50am, an interview with
the agency LPN (Licensed Practical
Nurse) was conducted. The LPN
indicated client #2 did not have a
completed hearing evaluation. The LPN
indicated client #3 had no visual
assessment which documented her ocular
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health available for review.
9-3-6(a)
WO000331 | 483.460(c)
NURSING SERVICES
The facility must provide clients with nursing
services in accordance with their needs.
Based on record review and interview, WO000331 W331 NursingServices 06/15/2014
for 3 of 7 clients (clients #3, #4, and #5) Thisitem outlines that the facllity
and 1 additional client (discharged client failed to prcrwde ovlers!ght to
42 the facility' . taff failed t ensure routinemedications are
); ) ¢ tact 1'y S nursing sta ] atled to refilled by the pharmacy and to
provide oversight to ensure clients #3 and ensure physician’s orders
#4 had routine medications refilled by the arefollowed. The plan of
pharmacy and to ensure clients #3, #5, correction forthis tag is as
and #8's physician's orders were follows: ,
-LPN meets withthe manager
followed. weekly (already established
pattern). The agenda at these
Findings include: meetings have beenupdated and
now include medication levels.
-LPN will retrainstaff on
1. On 5/7/14 at 5:28pm, GHS (Group Medication Refresher and this
Home Staff) #2 asked client #4 to come training will include and
into the medication room and no emphasize howto follow
medication was available to administer. physul:l?n N o;Qeri, holw tol heck
.. complete medication level checks
GHS #2 1nd1cated' the agency nur.se was weekly,training on passing
contacted and notified on 5/6/14 in the medications that are labeled
morning. appropriately,
pharmacycommunication, Invega
. injections are not to occur in the
On 5/7/14 at 7:10pm, GHS #3 gave GHS home and food will besupplied if
#2 an unlabeled bottle of "Calcium order states this.
Carbonate" medication. GHS #2 -The manager isresponsible to
indicated he was to use the same bottle of assuring discontinued
Calci dication for both clients #3 medications are removed from
alcium medication 1or bo C 1@ S the home in atimely fashion to
and #4. The unlabeled bottle indicated prevent use. If themedication
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"Calcium Supplement Oscal Chewable cannot be removed immediately,
500mg (milligrams)-600 Vit (vitamin) the manager has a process
" GHS #2 indi dth dicati ofmaintaining the medication card
D3. n 1ca'te. the medication in a manner that emphasizes the
was not from the facility pharmacy. fact that themedication is indeed
discontinued and should not be
On 5/7/14 at 7:12pm, client #4 was asked used. o )
. -All medicationchanges will be
to come to the medication room by GHS sent to LPN for review and for
#2. GHS #2 administered client #4 one LPN to assure MAR is
tablet from an unlabeled bottle of updatedappropriately.
Calcium. No label was available to "The LPN willoversee Nursing
. . . , Services. The monitoringagency
compare the directions to client #4's is the Nursing Oversight
5/2014 MAR (Medication Administration Documentation. This report will
Record). be sent to the QDDP and the
COO upon each home
. visitmonthly.
On 5/12/14 at 9:00am, client #4's 5/2014 y
"Physician's Order" and 5/2014 MAR
both indicated "Calcium Carb
(Carbonate) +D (plus vitamin D) 500-400
Chew, give one tablet by mouth 2 times
daily with food (for) Calcium Def.
(Deficiency)."
2. On 5/7/14 at 6:10pm, GHS (Group
Home Staff) #2 administered client #3's
medications and did not administer client
#3's Calcium Carbonate medication. At
6:10pm, GHS #2 indicated client #3 did
not have her Calcium medication at the
group home currently.
On 5/7/14 at 7:10pm, GHS #3 gave GHS
#2 an unlabeled bottle of "Calcium
Carbonate" medication. GHS #2
indicated he was to use the same bottle of
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Calcium medication for both clients #3
and #4. The unlabeled bottle indicated
"Calcium Supplement Oscal Chewable
500mg (milligrams)-600 Vit (vitamin)
D3." GHS #2 indicated the medication
was not from the facility pharmacy.

On 5/7/14 at 7:25pm, GHS administered
client #3 one (1) tablet from an unlabeled
bottle of Calcium and no label was
available to compare the directions to
client #3's 5/2014 MAR (Medication
Administration Record).

On 5/12/14 at 3:15pm, client #3's 5/2014
"Physician's Order" and 5/2014 MAR
both indicated "Calcium Carb
(Carbonate) +D (plus vitamin D) 500-400
Chew, give one tablet by mouth 2 times
daily with food (for) Calcium Def.
(Deficiency)."

An interview with the Agency Nurse was
conducted on 5/8/14 at 9:50am. The
Agency Nurse indicated the facility
followed the Medication Administration
Core A/Core B training. The Agency
Nurse indicated each medication should
have a label to identify the client name, a
label for the directions of its use, and
document the date when the medication
was opened. The Agency Nurse
indicated the group home client
medication was filled by the pharmacy on
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a twenty-eight (28) day cycle. The
Agency Nurse indicated client #3 and
#4's Calcium medication was a routine
medication and the pharmacy had not
sent the refill for the prescription. The
Agency Nurse indicated she was not
notified of the error until 5/6/14 and the
pharmacy was to have refilled the
medication but did not refill clients #3
and #4's Calcium medication.

3. On 5/7/14 at 12:15pm, the facility's
BDDS (Bureau of Developmental
Disabilities Services) reports from
10/1/13 through 5/7/14 were reviewed
and indicated the following for client #3,
#5, and #8's medication errors.

For client #3:

-A 2/13/14 BDDS report for an incident
on 2/12/14 at 8:00am, indicated "It was
reported to [Agency] Nurse at 8:32am by
[GHS #2] that he had administered
[client #3's] pre-filled Invega injection
(for behaviors). [GHS #2] related that he
had been instructed that [client #3's]
Invega was due to be administered this
date. Normal protocol is that staff
transports client with medicine to PCP
[client #3's Doctor] office to have
injection administered. Staff stated that
they were under the understanding that
injection could be performed hand over
hand with client like an epi pen. Staff
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reported that he researched how to
perform an IM injection and read the
included instructions prior to
administering injection. Staff stated that
injection was placed into the left upper
arm muscle and client pressed the
plunger down to administer medication
(sic)." The report indicated client #3's
physician was notified and instructed the
facility to monitor the client for "adverse
effects" and "instructed to bring client to
office for future injections." The report
indicated GHS #2 was disciplined for not
following policy and procedure for
following "physician's orders" to
administer medication "all clients
receiving injectable medications have
been altered to read this medication to be
administered at physician's office only."

For client #5:

-A 3/18/14 BDDS report for an incident
on 3/17/14 at 7am, indicated client #5
had abdominal pain and "staff
administered PRN pain medication. On
3/18/14 during house visit the nurse
noted that staff had administered PRN
Hydrocodone/apap 5-325mg (milligrams)
which was discontinued on 3/13/14."
The report indicated the "medication was
correctly D/C'd (discontinued) on MAR
(Medication Administration Record) and
Copy of Order was in the book (at the
group home)." The report indicated the
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staff did not follow the facility's policy
and procedure for physician's orders.

For client #8:

-A 10/7/13 BDDS report for an incident
on 9/3/13 at 11:00am, indicated client #8
"had gone to psychiatrist on 9/3/13 in the
AM (morning). At that time
[Psychiatrist] wrote instructions to stop
Atarax medication (for behaviors). Staff
transporting client did not follow
company policy and procedure and
immediately D/C (Discontinue) the
medication from the MAR or notify the
pharmacy of the discontinue order.
[Client #8] continued to receive the
medication until 10/7/13 when error was
discovered during pharmacy audit."

On 5/12/14 at 3:15pm, client #3's 5/2014
"Physician's Order" indicated "8/12/13
(dated) Invega sust Inj (injections)
117/0.75, Inject 0.75ml (milliliters) every
month to be administered at physician's
office only."

On 5/8/14 at 9:30am, a review of client
#5's 5/2014 "Physician's Order" indicated
"Hydroco/Apap Tab (tablet) 5-325mg,
give 1-2 tablets by mouth every 6 hours
as needed post Op (after his operation)."
Client #5's record indicated in 1/2014 he
was diagnosed with a Hernia which
caused a "Bowel Obstruction" resulting
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in surgery in 2/2014. Client #5's record
indicated client #5 received the
medication when complaining of the
abdominal pain after surgery.

On 5/8/14 at 9:50am, a review of client
#8's 10/1/13 "Physician's Order"
indicated a 9/3/13 discontinue medication
order for "Atarax 10mg (milligrams) /5ml
(milliliters), give 12.5ml by mouth twice
daily."

On 5/8/14 at 9:50am, a record review was
completed of the facility's policy and
procedures, 11/2013 "Medication
Administration by Staff" indicated "1.
Check the information on the pharmacy
medication label by comparing it to the
medication administration record and the
physician's order, for the individual's
name, medication ordered, dosage, site of
instillation, and the time...5. Check the
medication listed on the medication
administration record with the
medication label three
times...Administration of oral
medication. All medication that specifies
administration with food should be given
within 1/2 hr [hour] of food
consumption...." The policy and
procedure indicated staff should
administer client medications according
to physician's orders.
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On 5/8/14 at 9:50am, the 2004 "Core
A/Core B Medication Training" indicated
"Lesson 3 Principles of Administering
Medications." The Core A/Core B policy
and procedure indicated the facility
should follow physician orders.

On 5/8/14 at 9:50am, an interview with
the agency nurse was conducted. The
agency nurse indicated staff should
administer medications according to
physician's orders. The agency nurse
indicated staff did not follow the
medication administration policy and
procedure when medications were not
administered according to physician's
orders. The agency nurse indicated she
visited the home once a month and no
nursing monitoring oversight was
available for review.

9-3-6(a)

WO000368 | 483.460(k)(1)

DRUG ADMINISTRATION

The system for drug administration must
assure that all drugs are administered in
compliance with the physician's orders.

Based on record review, and interview
for 2 of 7 clients (clients #3 and #5) and
for 1 additional client (discharged client
#8), the facility failed to administer
medications without error and as
prescribed by the clients' personal

W000368

W368 DrugAdministration
Thisitem outlines that the facility
failed to administer medications
without errorand as prescribed by
the physician. Theplan of
correction for this tag is as
follows:

06/15/2014
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physician. -LPN meets withthe manager
weekly (already established
Sy . . pattern). The agenda at these
Findings include: meetings have beenupdated and
now include medication levels.
On 5/7/14 at 12:15pm, the facility's "LPN will retrainstaff on
BDDS (Bureau of Developmental Medication Refresher and this
e . training will include and
Disabilities Services) reports from emphasize howto follow
10/1/13 through 5/7/14 were reviewed physician’s orders, how to
and indicated the following for client #3, complete medication level checks
#5, and #8's medication errors. weekly,training on passing
medications that are labeled
) appropriately,
For client #3: pharmacycommunication, Invega
-A 2/13/14 BDDS report for an incident injections are not to occur in the
on 2/12/14 at 8:00am, indicated "It was hodme, fntd fc:g,d will besupplied if
order states this.
reported to [Agency] Nurs.e ?t 8:32am by -The manager isresponsible for
[GHS #2] that he had administered assuring discontinued
[client #3's] pre-filled Invega injection medications are removed from
(for behaviors). [GHS #2] related that he the hO”t“e ina :;T;"V fa;h'otf_‘ to
. . , prevent use. emedication
had been instructed that [c.he.:nt #3's] . cannot be removed immediately,
Invega was due to be administered this the manager has a process
date. Normal protocol is that staff ofmaintaining the medication card
transports client with medicine to PCP :(n 6; tmhatnPher thaét.er?phg&.ze; th:
. . act that themedication is indee
.[cpenjt #3's D(.)cj[or] office to have discontinued and should not be
injection administered. Staff stated that used.
they were under the understanding that -All medicationchanges will be
injection could be performed hand over i‘;‘\j io LPN forl\;i’:f"’ and for
. . . . 0 assure is
hand with client like an epi pen. Staff updatedappropriately.
reported that he researched how to “The LPN willoversee Nursing
perform an IM injection and read the Services. The monitoringagency
included instructions prior to 'ES)' the Nur'ts,lzg O\_/rir.&ght il
e ocumentation. This report wi
gd.mlrystermg 1n]ect1(.)n. Staff stated that be sent o the QDDP and the
injection was placed into the left upper COO upon each home
arm muscle and client pressed the visitmonthly.
plunger down to administer medication
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(sic)." The report indicated client #3's
physician was notified and instructed the
facility to monitor the client for "adverse
effects" and "instructed to bring client to
office for future injections." The report
indicated GHS #2 was disciplined for not
following policy and procedure for
following "physician's orders" to
administer medication "all clients
receiving injectable medications have
been altered to read this medication to be
administered at physician's office only."

For client #5:

-A 3/18/14 BDDS report for an incident
on 3/17/14 at 7am, indicated client #5
had abdominal pain and "staff
administered PRN (as needed) pain
medication. On 3/18/14 during house
visit the nurse noted that staff had
administered PRN Hydrocodone/apap
5-325mg (milligrams) which was
discontinued on 3/13/14." The report
indicated the "medication was correctly
D/C'd (discontinued) on MAR
(Medication Administration Record) and
Copy of Order was in the book (at the
group home)." The report indicated the
staff did not follow the facility's policy
and procedure for physician's orders.

For client #8:
-A 10/7/13 BDDS report for an incident
on 9/3/13 at 11:00am, indicated client #8
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"had gone to psychiatrist on 9/3/13 in the
AM (morning). At that time
[Psychiatrist] wrote instructions to stop
Atarax medication (for behaviors). Staff
transporting client did not follow
company policy and procedure and
immediately D/C (Discontinue) the
medication from the MAR or notify the
pharmacy of the discontinue order.
[Client #8] continued to receive the
medication until 10/7/13 when error was
discovered during pharmacy audit."

On 5/12/14 at 3:15pm, client #3's 5/2014
"Physician's Order" indicated "8/12/13
(dated) Invega sust Inj (injections)
117/0.75, Inject 0.75ml (milliliters) every
month to be administered at physician's
office only."

On 5/8/14 at 9:30am, a review of client
#5's 5/2014 "Physician's Order" indicated
"Hydroco/Apap Tab (tablet) 5-325mg,
give 1-2 tablets by mouth every 6 hours
as needed post Op (after his operation)."
Client #5's record indicated in 1/2014 he
was diagnosed with a Hernia which
caused a "Bowel Obstruction" resulting
in surgery in 2/2014. Client #5's record
indicated client #5 received the
medication when complaining of the
abdominal pain after surgery.

On 5/8/14 at 9:50am, a review of client
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#8's 10/1/13 "Physician's Order"
indicated a 9/3/13 discontinue medication
order for "Atarax 10mg (milligrams) /5ml
(milliliters), give 12.5ml by mouth twice
daily."

On 5/8/14 at 9:50am, a record review was
completed of the facility's policy and
procedures, 11/2013 "Medication
Administration by Staff" indicated "1.
Check the information on the pharmacy
medication label by comparing it to the
medication administration record and the
physician's order, for the individual's
name, medication ordered, dosage, site of
instillation, and the time...5. Check the
medication listed on the medication
administration record with the
medication label three
times...Administration of oral
medication. All medication that specifies
administration with food should be given
within 1/2 hr [hour] of food
consumption...." The policy and
procedure indicated staff should
administer client medications according
to physician's orders.

On 5/8/14 at 9:50am, the 2004 "Core
A/Core B Medication Training" indicated
"Lesson 3 Principles of Administering
Medications." The Core A/Core B policy
and procedure indicated the facility
should follow physician orders.
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On 5/8/14 at 9:50am, an interview with
the agency nurse was conducted. The
agency nurse indicated staff should
administer medications according to
physician's orders. The agency nurse
indicated staff did not follow the
medication administration policy and
procedure when medications were not
administered according to physician's
orders.
9-3-6(a)
W000369 | 483.460(k)(2)
DRUG ADMINISTRATION
The system for drug administration must
assure that all drugs, including those that
are self-administered, are administered
without error.
Based on observation, record review, and WO000369 | W369 DrugAdministration 06/15/2014
interview, for 1 of 7 medications Thisitem outlines that the facility
.. . . failed to ensure medications were
administered during the evening i g
dicati dmini . i 47V th given withouterror. The plan of
me. 1.cat10.n administration (c. 1eI.1t ), the correction for thistag is as
facility failed to ensure medications were follows:
given without error. ‘LPN meets withthe manager
weekly (already established
.- . ) pattern). The agenda at these
Findings include: meetings have beenupdated and
now include medication levels.
On 5/7/14 at 5:34pm, Group Home Staff ‘LPN will retrainstaff on
(GHS) #2 requested client #7 to come to {\/Ie.d!catlo.r:l Reflredsher 3nd this
. raining will include an
the medication room, GHS #2 unlocked 9!
. . . emphasize howto follow
the medlcatlon CaI‘t, l‘etrleVed Chent #7'5 physician’s ordersy how to
medication card of "Calcium Carb +D complete medication level checks
weekly,training on passing
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(plus vitamin D) 600-200 chew (for bone medications that are labeled
h : : : appropriately,
ealth), give 1 tab by mouth twice daily o
R " GHS #2 dth pharmacycommunication, Invega
with food. compared the injections are not to occur in the
medication card to client #7's 5/2014 home, and food will besupplied if
MAR (Medication Administration order states this.
Record), punched the medication into a 'Th? mapager}sresponsmle for
1 dmini dth dicati assuring discontinued
souffle cup, administered the medication medications are removed from
to client #7, client #7 took the medication the home ina timely fashion to
with water, and no food was provided. prevent use. If themedication
At 5:34pm, Client #7 indicated his last ;:r?nnot be ren;oved immediately,
. e manager has a process
bite of food was lunch at'the workshop at ofmaintaining the medication card
12:15pm. At 7:30pm, client #7 in a manner that emphasizes the
consumed his first bite of supper and fact that themedication is indeed
GHS #2 indicated no food/meal had been dlsc(;)ntlnued and should not be
. used.
provided before 7:30pm. -All medicationchanges will be
sent to LPN for review and for
Client #7's record was reviewed on LPN to assure MAR is
5/8/14 at 10:10am. Client #7's 5/2014 Upij‘teﬁ%’m_ﬂ“ate'y- Nurel
" C W 1 R . “The willoversee Nursing
Physician's Ord.er 1.nd1cated Calcium Services. The monitoringagency
Carb +D (pluS vitamin D) 600-200 CheW, is the Nursing Oversight
give 1 tab by mouth twice daily with Documentation. This report will
food." be sent to the QDDP and the
COO upon each home
o ) visitmonthly.
On 5/8/14 at 9:50am, an administrative
record review was completed of the
facility's policy and procedures,
11/20/2013 "Medication Administration
by Staff" indicated "1. Check the
information on the pharmacy medication
label by comparing it to the medication
administration record and the physician's
order, for the individual's name,
medication ordered, dosage, site of
instillation, and the time...5. Check the
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W000391

medication listed on the medication
administration record with the
medication label three
times...Administration of oral
medication. All medication that specifies
administration with food should be given
within 1/2 hr [hour] of food
consumption...."

An interview with the agency's LPN
(License Practical Nurse) was conducted
on 5/8/14 at 9:50am. The agency LPN
indicated a medication ordered "with
meal" should be taken no more than 30
minutes before a meal. The agency LPN
indicated facility staff should have
followed client #7's physician orders to
administer his medications.

On 5/8/14 at 9:50am, the 2004 "Core
A/Core B Medication Training" indicated
"Lesson 3 Principles of Administering
Medications." The Core A/Core B policy
and procedure indicated the facility
should follow physician orders.

9-3-6(a)

483.460(m)(2)(ii)

DRUG LABELING

The facility must remove from use drug
containers with worn, illegible, or missing
labels.

Based on observation, record review, and

W000391

W391 DruglLabeling

06/15/2014
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interview, for 2 of 7 medications Thisitem outlines that the facility
administered at the evening medication failed to ensure each client had
administration (clients #3 and #4), the their ownroutine medications that
facility failed h el had were labeled. The plan of
ac% ity faile t.o ensurt.e ea.c client ha correction for this tag is as
their own routine medications that was follows:
labeled. -LPN meets withthe manager
weekly (already established
.- . . pattern). The agenda at these
Findings include: meetings have beenupdated and
now include medication levels.
1. On 5/7/14 at 5:28pm, GHS (Group ‘LPN will retrainstaff on
Home Staff) #2 asked client #4 to come Medication Refresher and this
. .. training will include and
into the medication room and no .
o ) o emphasize howto follow
medication was available to administer. physician’s orders, how to
GHS #2 indicated the agency nurse was complete medication level checks
contacted and notified on 5/6/14 in the weekly,training on passing
. medications that are labeled
morning. .
appropriately,
pharmacycommunication, Invega
On 5/7/14 at 7:10pm, GHS #3 gave GHS injections are not to occur in the
#2 an unlabeled bottle of "Calcium home, and food will besupplied if
Carbonate" medication. GHS #2 order statgs th|s. .
o -All medicationchanges will be
indicated he was to use the same bottle of sent to LPN for review and for
Calcium medication for both clients #3 LPN to assure MAR is
and #4. The unlabeled bottle indicated updatedappropriately. .
"Calcium Supplement Oscal Chewable -The LPN W|IIover.se§ Nursing
. o . Services. The monitoringagency
500mg (milligrams)-600 Vit (vitamin) is the Nursing Oversight
D3." GHS #2 indicated the medication Documentation. This report will
was not from the facility pharmacy. be sent to the QDDP and the
COO upon each home
. visitmonthly.
On 5/7/14 at 7:12pm, client #4 was asked
to come to the medication room by GHS
#2. GHS #2 administered client #4 one
tablet from an unlabeled bottle of
Calcium. No label was available to
compare the directions to client #3's
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5/2014 MAR (Medication Administration
Record).

On 5/12/14 at 9:00am, client #4's 5/2014
"Physician's Order" and 5/2014 MAR
both indicated "Calcium Carb
(Carbonate) +D (plus vitamin D) 500-400
Chew, give one tablet by mouth 2 times
daily with food (for) Calcium Def.
(Deficiency)."

2. On 5/7/14 at 6:10pm, GHS (Group
Home Staff) #2 administered client #3's
medications and did not administered
client #3's Calcium Carbonate
medication. At 6:10pm, GHS #2
indicated client #3 did not have her
Calcium medication at the group home
currently.

On 5/7/14 at 7:10pm, GHS #3 gave GHS
#2 an unlabeled bottle of "Calcium
Carbonate" medication. GHS #2
indicated he was to use the same bottle of
Calcium medication for both clients #3
and #4. The bottle indicated "Calcium
Supplement Oscal Chewable 500mg
(milligrams)-600 Vit (vitamin) D3."

GHS #2 indicated the medication was not
from the facility pharmacy.

On 5/7/14 at 7:25pm, GHS administered
client #3 one (1) tablet from an unlabeled
bottle of Calcium and no label was
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available to compare the directions to
client #3's 5/2014 MAR (Medication
Administration Record).

On 5/12/14 at 3:15pm, client #3's 5/2014
"Physician's Order" and 5/2014 MAR
both indicated "Calcium Carb
(Carbonate) +D (plus vitamin D) 500-400
Chew, give one tablet by mouth 2 times
daily with food (for) Calcium Def.
(Deficiency)."

An interview with the Agency Nurse was
conducted on 5/8/14 at 9:50am. The
Agency Nurse indicated the facility
followed the Medication Administration
Core A/Core B training. The Agency
Nurse indicated each medication should
have a label to identify the client name, a
label for the directions of its use, and
document the date when the medication
was opened.

On 5/8/14 at 9:50am, a review of the
2004 "Living in the Community"
medication administration training
manual, Core Lesson 2: Responsibilities
in the Area of Medication Administration
indicated medications should be labeled.
The training manual indicated each
clients' medication should be dated when
the medication was opened.

9-3-6(a)
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W000438 | 483.470(h)(1)
EMERGENCY PLAN AND PROCEDURES
The facility must develop and implement
detailed written plans and procedures to
meet all potential emergencies and disasters
such as fire, severe weather, and missing
clients.
Based on observation, record review, and W000438 W438 EmergencyPlan and 06/15/2014
interview, for 2 of 2 sampled clients Pr.o_cedure _ -
(clients #1 and #3) who lived in the back Thisitem outlines that the facility
level bed d for 5 additi 1 failed to develop an emergency
upper eve? edroom and for - additiona plan whichaddressed disaster
clients (clients #2, #4, #5, #6, and #7) preparedness for one bedroom.
who lived in the group home, the facility The plan of correction for this tag
failed to develop an emergency plan is asfollows:
. . -The applicableclients and all
which addressed disaster preparedness staff have been trained on how to
for the back upper level bedroom area for use the ladder.
clients #1, #2, #3, #4, #5, #6, and #7. -LPN has received2 of 3 OT/PT
evaluations. For the thirdclient,
s . . the physician verbally stated that
Findings include:
& OT/PT was not necessary for
theladder; however we have
On 5/7/14 from 4:30pm until 7:35pm, requested this be in a written
and on 5/8/14 from 6:00am until 8:20am, order. The LPN has been in
observations were conducted at the grou contact with thephysician office
. . g P and the order to indicate OT/PT is
home. During both observation periods not necessary is expectedby end
clients #1, #2, #3, #4, #5, #6, and #7 had of business on 6/6/2014, but will
access to the upper level back bedroom be received no later
bathroom inside clients #1 and #3's th'an6/ 15/2014. For the other 2
. clients,OT/PT evaluation was
shared bs-sdroorn.. Durl.ng both ordered. Theseappointments are
observation periods clients #1 and #3's scheduled at the earliest available
shared bedroom had a functional time.
bathroom with one entry/exit through .-Carey Serwgeshas cogrdlnated
i #1 and #3's shared bed with 2 companies to receive
chent an § shared bedroom. quotations on removing the
During both observation periods client #1 windowand installing a door out to
and #3's shared bedroom had one an exterior fire escape staircase
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entry/exit through the door to the forevacuation. The companies
hallway. During both observation have gommlttedto sending
. . 's shared back quotations before 6/15/2014. The
periods client #1 and #3's shared bac agency must determine which
upper level bedroom had a twenty to company to use (and assure the
twenty-five foot drop from the window to companycomplies with Medicaid
the ground below. On 5/8/14 at 7:15am, regulations) no later than ) )
. . . 6/30/2014. The construction will
clients #1 e-md #3 were interviewed. At be scheduled as soon aspossible,
7:15am, client #1 stated she had "No however at this time, the timeline
idea" what a chain link ladder was and is not known.
did not know how to exit the group home "The QDDP was incontact with
£ sh 1d Ik . he hall the Surveyor who requested she
1 she could not walk out mto the hallway call Steve Corya with ISDH. The
during an emergency. At 7:15am, client QDDP attempted to connect with
#3 stated she had "No idea" what a chain SteveCorya and has not received
link ladder was and did not know how to a call back to assure a safe
it th h £ sh 1d Ik situation is put inplace for these
ex1t.t e group home i s. e could not wa consumers between now and
out into the hallway during an construction completion.
emergency. Both clients stated they had -Carey Services isevaluating an
"only" used the hallway exit during interim plan of having a
tion drill temporary bedroom in the
cvacuation drills. basement (whichhas secondary
egress without a window ladder)
On 5/8/14 at 7:45am, GHS (Group Home or to have the consumers
Staff) #3 stated client #1 and #3's shared SXI;thI’OUg(h i;other Q?nsumer’s
edroom (with explici
back upper level bedroom had a drop of permission). Carey Services has
"at least" twenty to twenty-five feet from requested input from ISDHon this
the window to the ground below. At matter to assure the best solution
7:45am, GHS #3 located the chain link 1 'cr; placgtforfthe safety
. andsecurity of consumers.
ladder piled loose on the upper shelf Y
inside the closet and stated the ladder
"was buried with stuff" (client #1 and
#3's clothing, boxes, and miscellaneous
items) on top of the ladder. GHS #3
stated "I thought it was exercise
equipment." GHS #3 stated she had "No
idea" how to use the chain link ladder to
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exit the back upper level bedroom in the
event of an emergency. GHS #3 stated
she had been employed at the group
home for two years and had "never seen
or heard" the use of the chain link ladder
to exit the group home during a drill.

On 5/8/14 at 8:20am, GHS #1 indicated
he had not seen the chain link ladder at
the group home and did not know the
ladder exited until 5/8/14.

On 5/8/14 at 10:00am, an interview with
the QIDP (Qualified Intellectual
Disabilities Professional) was conducted.
The QIDP provided the facility's 11/2013
"Health and Safety Policy 7.2.1" "Fire
Watch for ICF/MR Group Homes." The
policy did not include directions for
evacuation of client #1 and #3's upper
level shared back bedroom and did not
include the use of the chain link ladder
for exiting during a disaster. The QIDP
indicated the facility's 11/2013 "Fire
Evacuation Procedures (for the) Upland
Group Home" plan did not indicate the
use of the chain link ladder and did not
indicate instructions for exiting the upper
level back bedroom during a disaster.
The QIDP stated "No, Our plan does not
include" the use of the chain link ladder
and did not include how to exit the upper
level back bedroom.
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W000439 | 483.470(h)(2)
EMERGENCY PLAN AND PROCEDURES
The facility must communicate, periodically
review, make the plan available, and provide
training to the staff.
Based on observation, record review, and WO000439 | W439 EmergencyPlan and 06/15/2014
interview, for 2 of 2 sampled clients Prpc_:edure _ N
(clients #1 and #3) who lived in the back Thisitem outlines that the facility
level bed df dditi 1 failed to provide training for their
upper eV? edroom and for 5 additiona emergencyplan which addressed
clients (clients #2, #4, #5, #6, and #7) disaster preparedness for one
who lived in the group home, the facility bedroom. The plan of correction
failed to provide training for their for this tag is asfollows:
: . ‘The applicableclients and all
emergency plan which addressed disaster staff have been trained on how to
preparedness for the back upper level use the ladder.
bedroom area for clients #1, #2, #3, #4, ‘LPN has received2 of 3 OT/PT
#5, #6, and #7. evaluations. For the thirdclient,
the physician verbally stated that
L . OT/PT was not necessary for
Findings include: theladder; however we have
requested this be in a written
On 5/7/14 from 4:30pm until 7:35pm, order. The LPN has been in
and on 5/8/14 from 6:00am until 8:20am, contact with thephy§|c1an office .
) and the order to indicate OT/PT is
observations were conducted at the group not necessary is expectedby end
home. During both observation periods of business on 6/6/2014, but will
clients #1, #2, #3, #4, #5, #6, and #7 had be received no later
access to the upper level back bedroom th'an6/15/ 2014. For the other 2
Lo . , clients,OT/PT evaluation was
bathroom inside chen‘fs #1 and #3's ordered. Theseappointments are
shared bedroom. During both scheduled at the earliest available
observation periods clients #1 and #3's time.
shared bedroom had a functional .-Carey Servu.:eshas cogrdmated
. . with 2 companies to receive
ba.throom with one entry/exit through quotations on removing the
client #1 and #3's shared bedroom. windowand installing a door out to
During both observation periods client #1 an exterior fire escape staircase
forevacuation. The companies
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and #3's shared bedroom had one have committedto sending
entry/exit through the door to the quotations before 6/15/2014. The
. K agency must determine which
hallway. During both observation company to use (and assure the
periods client #1 and #3's shared back companycomplies with Medicaid
upper level bedroom had a twenty to regulations) no later than
twenty-five foot drop from the window to g/ 30/ 2hO1d4.I 'I(;he construction Wélll
) e scheduled as soon aspossible,
the ground below. On 5/8/14 at 7:15am, however at this time, the timeline
clients #1 and #3 were interviewed. At is not known.
7:15am, client #1 stated she had "No The QDDP was incontact with
idea" what a chain link ladder was and the Surveyor who r'equested she
did K h S th h call Steve Corya with ISDH. The
1d not know how to exit the group home QDDP attempted to connect with
if she could not walk out into the hallway SteveCorya and has not received
during an emergency. At 7:15am, client a call back to assure a safe
#3 stated she had "No idea" what a chain situation is pt))uttlnplace for thzse
. . consumers between now an
llgk ladder was and 41d not know how to construction completion.
exit the group home if she could not walk -Carey Services isevaluating an
out into the hallway during an interim plan of having a
emergency. Both clients stated they had Lemporar;t/ (ber?roh%m in the g
" . . . asement (whichhas secondary
only gsed the hallway exit during egress without a window ladder)
evacuation drills. or to have the consumers
exitthrough another consumer’s
On 5/8/14 at 7:45am, GHS (Group Home bedroom (v;/ithCepricét cosh
. . permission). Carey Services has
Staff) #3 stated client #1 and #3's shared requested input from ISDHon this
back upper level bedroom had a drop of matter to assure the best solution
"at least" twenty to twenty-five feet from is in place for the safety
the window to the ground below. At andsecurity of consumers.
7:45am, GHS #3 located the chain link
ladder piled loose on the upper shelf
inside the closet and stated the ladder
"was buried with stuff" (client #1 and
#3's clothing, boxes, and miscellaneous
items) on top of the ladder. GHS #3
stated "I thought it was exercise
equipment." GHS #3 stated she had "No
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idea" how to use the chain link ladder to
exit the back upper level bedroom in the
event of an emergency. GHS #3 stated
she had been employed at the group
home for two years and had "never seen
or heard" the use of the chain link ladder
to exit the group home during a drill.

On 5/8/14 at 8:20am, GHS #1 indicated
he had not seen the chain link ladder at
the group home and did not know the
ladder exited until 5/8/14.

On 5/8/14 at 10:00am, an interview with
the QIDP (Qualified Intellectual
Disabilities Professional) was conducted.
The QIDP indicated the facility had not
completed an emergency drill during the
past year which included the use of the
chain link ladder inside client #1 and #3's
shared upper level back bedroom. The
QIDP indicated client #1 and #3's shared
bedroom had a bathroom attached
without a second exit. The QIDP
indicated clients #1, #2, #3, #4, #5, #6,
and #7 had the potential to use that
bathroom if needed. The QIDP indicated
the facility's 11/2013 "Health and Safety
Policy 7.2.1" and the 11/2013 "Fire
Evacuation Procedures (for the) Upland
Group Home" plan did not indicate the
use of the chain link ladder and did not
indicate instructions for exiting the upper
level back bedroom during a disaster.
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The QIDP stated "No" staff had not been
trained on the how to exit the upper level
back bedroom in the event of an
emergency and the hallway was blocked.
9-3-7(a)
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