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W 0000

Bldg. 00

W 0102

Bldg. 00

This visit was for a pre-determined full
recertification and state licensure survey.

This visit was in conjunction with a post
certification revisit for investigation of
complaint #IN00172930.

Dates of Survey: July 1,2, 6,7, 8,9 and
10, 2015.

Facility number: 000771
Provider number: 15G251
AIM number: 100243430

The following federal deficiencies also

reflect state findings in accordance with
460 TAC 9.

483.410

GOVERNING BODY AND MANAGEMENT
The facility must ensure that specific
governing body and management
requirements are met.

Based on record review, observation and

interview, the Governing Body failed to

W 0000

W 0102 W 102 Governing Body
The facility must ensure that specific
governing body and management

08/09/2015

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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meet the Condition of Participation: requirements are met.
Governing Body. The Governing Body
. . . . . 1.  What corrective action will
failed to provide oversight and direction .
] . ] be accomplished?
to implement its policy and procedures The Program Coordinator will
which prohibited abuse and neglect to do home observations weekly to
protect 1 of 4 sampled clients (client C). ensure staff are implementing the
The Governing Body neglected to ensure plans 9f clients and the client’s needs
. are being met.
nursing assessment and treatment were The Program Director will do
provided to address pressure ulcers home observations bi-weekly to
involving client C. The governing bod ensure staff are implementing the
g g g body p g
neglected for 1 of 4 sampled clients plans of clients and the client’s needs
(client E) and 1 additional client (client are being met. .
. Training completed with the
D) to ensure staff were trained to .
o o staff regarding:
competency to administer medications 0 Client C’s wound care treatment
without error. 0 How to measure wounds
0 How to document skin/wound
Findings include: findings L
0 Med pass administration
) ) ) (competency test provided)
1. The Governing Body failed to provide 0 Ensuring the MAR matches the
oversight and direction to implement its labels on meds
policy and procedures which prohibited O Abuse, neglect and exploitation-
abuse and neglect to protect 2 of 4 what constitutes a.buse’ report
led cli i Cand E) and 1 expectations and investigation
sampled clients (C tents C an ) an expectations (competency test
additional client (client D). The provided)
Governing Body neglected to provide 0 Mechanically altered diets
nursing assessment and treatment to (competency test provided)
address a pressure ulcer involving client © II};“(I;)H training (competency test
. provide
C. The governing body neglected for 1 of 0 Client Cs skin integrity and
4 sampled clients (client E) and 1 diabetic risk plans
additional client (client D) to ensure staff Client C was seen by the
were trained to competency to administer wound care clinic on 7-14-15.
. . Foll intment
medications without error. Please see OTOW Up appotrtmen
recommended for 8-12-15.
W104. Client C’s MAR updated to
reflect changes in wound care
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2. The Governing Body failed to meet recommendations for repositioning
the Condition of Participation: Client while “]‘)hélr Wﬁ?elcﬁali el
. . . ally SKin ChECKs arc oein
Protections. The Governing Body failed v &
] i ) ) completed for Client C.
to provide oversight and direction to Client C has daily wound care
implement its policy and procedures that staff is assisting her with to
which prohibited abuse and neglect to promote healing of the pressure sore.
protect 2 of 4 sampled clients (clients C b Tlg.ngram]?zordmat.or an
.- . . rogram Director will be retraine
and E) and 1 additional client (client D). gram ® .
. on following physician
The Governing Body neglected to recommendations and
provide nursing assessment and treatment communication expectations with the
to address a pressure ulcer involving nurse on 8-13-15.
client C. The governing body neglected The Program Coordinator and
for 1 of 4 led clients (client E a1 Program Director will be retrained
or ) .O samp © C ients (client E) an on the expectations for the medical
additional client (client D) to ensure staff charts on 8-13-15.
were trained to competency to administer The staff responsible for a
medications without error. Please see med error during the survey
W122 observation has been suspended from
' passing medications.
) ) Staff who are found to have
3. The Governing Body failed to meet the medication errors will be suspended
Condition of Participation: Health Care from passing meds until training can
Services. The governing body failed to be completed again and competency
provide oversight and direction to the ZVltth th,e delcatlon pass 1s
ey . . etermined.
facility's m.lrsmg se.rV1ces for 1 of 4 A new nurse has been hired to
sampled clients (client C) to: 1) ensure oversee the medical needs of the
staff were trained to competency to residents at this site.
administer medications to prevent - The new nurse will be at the
medication administration errors, 2) site ‘_Veekly to help oversee the
failed dication label medical needs of the residents and
ailed to ensure H.le 1.cat10n 2.1 .e S ] complete assessments as needed.
matched the medication administration Staff who were not trained to
record, and 3) failed to ensure nursing pass insulin by the nurse during the
measures were implemented/documented survey observation were suspended
from passing insulin until training
to prevent pressure ulcers from .
. and competency was verified on
developing. Please see W318. 7-10-15.
The medical charts for the site
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9-3-1(a)

have been reviewed by the nurse.

A new format for the charts
has been developed to facilitate
better tracking of the appointments.

Client C’s MAR has been
reflected to include all pertant
information for her Tanzeum
medication.

Until the corrected pens with
new labels were sent by the
pharmacy an order change, refer to
MAR sticker was placed on the
existing label on Client C’s Novolog.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

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

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.
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Training completed with the
staff regarding:

0 Client C’s wound care treatment
0 How to measure wounds

0 How to document skin/wound
findings

0 Med pass administration
(competency test provided)

0 Ensuring the MAR matches the
labels on meds

0 Abuse, neglect and exploitation-
what constitutes abuse, report
expectations and investigation
expectations (competency test
provided)

0 Mechanically altered diets
(competency test provided)

0 Insulin training (competency test
provided)

0 Client C’s skin integrity and
diabetic risk plans

The Program Coordinator and
Program Director will be retrained
on following physician
recommendations and
communication expectations with the
nurse on §8-13-15.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts on 8-13-15.

The staff responsible for a
med error during the survey
observation has been suspended from
passing medications.

Staff who are found to have
medication errors will be suspended
from passing meds until training can
be completed again and competency
with the medication pass is
determined.
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A new nurse has been hired to
oversee the medical needs of the
residents at this site.

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

Staff who were not trained to
pass insulin by the nurse during the
survey observation were suspended
from passing insulin until training
and competency was verified on
7-10-15.

The medical charts for the site
have been reviewed by the nurse.

A new format for the charts
has been developed to facilitate
better tracking of the appointments.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
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plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

0 Client C’s wound care treatment
0 How to measure wounds

0 How to document skin/wound
findings

0 Med pass administration
(competency test provided)

o0 Ensuring the MAR matches the
labels on meds

O Abuse, neglect and exploitation-
what constitutes abuse, report
expectations and investigation
expectations (competency test
provided)

0 Mechanically altered diets
(competency test provided)

O Insulin training (competency test
provided)

0 Client C’s skin integrity and
diabetic risk plans

The Program Coordinator and
Program Director will be retrained
on following physician
recommendations and
communication expectations with the
nurse on 8-13-15.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts on 8-13-15.

The staff responsible for a
med error during the survey
observation has been suspended from
passing medications.

Staff who are found to have
medication errors will be suspended
from passing meds until training can
be completed again and competency
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with the medication pass is
determined.

A new nurse has been hired to
oversee the medical needs of the
residents at this site.

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

Staff who were not trained to
pass insulin by the nurse during the
survey observation were suspended
from passing insulin until training
and competency was verified on
7-10-15.

The medical charts for the site
have been reviewed by the nurse.

A new format for the charts
has been developed to facilitate
better tracking of the appointments.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?
The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.
The Program Coordinator will
monitor to ensure the clients plans
and needs are being met during their
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weekly observations.

Client C is now involved with
the wound care doctor who is
monitoring her wounds.

Mentor’s new nurse will be in
the home on a weekly basis to
monitor for concerns and assess
residents as needed.

New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
includes items such as: client’s diets,
risk plans, ISP’s, programming, and
medication review.

Staff will not pass medication
until they are trained and deemed
competent in the med administration
med pass.

Monthly medication
practicums will be completed with a
random staff in the home.

The nurse, Program
Coordinator and Program Director
will consult daily regarding the
medical needs of the clients. This
will include oversight of the MAR,
skin/wound documentation, dietary
needs of the residents and
appointment outcomes. This
consultation will be documented on
the team meeting notes.

The team will facilitate
appropriate follow up action based
on the daily consultation.

The nurse will be available to
do observations within the home for
medical related issues as the client’s
needs indicate.

The nurse will review the
medication practicums that are
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completed with the staff in the home.
She will consult with the PD and PC
regarding any concerns she has.
5.  What is the date by which the
systemic changes will be
completed?
August 9th, 2015
W 0104 | 483.410(a)(1)
GOVERNING BODY
Bldg. 00 The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based upon record review and interview, W 0104 W 104 Governing Body 08/09/2015
the Governing Body failed to provide The governing body must exercise
. . . . . general policy, budget, and
oversight and direction to implement its L
] . T operating direction over the
policy and procedures which prohibited facility.
abuse and neglect to protect 2 of 4
sampled clients (clients C and E) and 1 1. What corrective action will
.. . . ished?
additional client (client D). The be accomplished : .
. . The Program Coordinator will
Governing Body neglected to provide do home observations weekly to
nursing assessment and treatment to ensure staff are implementing the
address a pressure ulcer involving client plans of clients and the client’s needs
C. The governing body neglected for 1 of are being met.
. . The Program Director will do
4 sampled clients (client E) and 1 . .
o . ] home observations bi-weekly to
additional client (client D) to ensure staff ensure staff are implementing the
were trained to competency to administer plans of clients and the client’s needs
medications without error are being met.
Training completed with the
Findings include: staff regarding:
0 Client C’s wound care treatment
1. The Governing Body neglected to 0 How to measure wounds
. . . . o0 How to document skin/wound
provide oversight and direction to ensure findings
implementation of its policy and 0 Med pass administration
procedures which prohibited abuse and (competency test provided)
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Z20YQ11 Facility ID: Q00771 If continuation sheet Page 10 of 101




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

PRINTED: 08/25/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G251 B. WING 07/10/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
511 COUNTRY CLUB LN
REM OCCAZIO LLC ANDERSON, IN 46015
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
neglect to protect 2 of 4 sampled clients 0 Ensuring the MAR matches the
(clients C and E) and 1 additional client labisbon medsl d exsloiiat
. o (o] use, neglect and exploitation-
(cher.lt D). Tbe facility neglected to what constitutes abuse, report
provide nursing assessment and treatment expectations and investigation
to address a pressure ulcer involving expectations (competency test
client C. The facility failed to ensure staff provided)
were trained to competency to administer 0 Mechanically altered diets
. . . (competency test provided)
medications without error for clients C, D T
0 Insulin training (competency test
and E. Please see W149. provided)
0 Client C’s skin integrity and
2. The Governing Body failed provide diabetic risk plans
oversight and direction to develop and Client C was scen by the
. . . . wound care clinic on 7-14-15.
implement effective corrective action to .
) Follow up appointment
address pressure ulcers for client C. recommended for 8-12-15.
Please see W157. Client C’s MAR updated to
reflect changes in wound care
3. The Governing Body failed to provide recommendations for repositioning
ok ddi . h while in her wheelchair.
ov§r§1g t an . 1rect10.n to er.lsure the Daily skin checks are being
facility's nursing services failed for 1 of 4 completed for Client C.
sampled clients (client C) to provide Client C has daily wound care
timely nursing evaluation and treatment that staff is assisting her with to
to address pressure ulcers and failed to promote healing of the p TCSSUTE SOre.
dicati ders/medicati The Program Coordinator and
ensu're. me _lcatlon orders/medication Program Director will be retrained
administration records matched on following physician
medication labels. Please see W331. recommendations and
communication expectations with the
4. The Governing Body failed for 2 of 4 nurse on 8-13-15. .
. . The Program Coordinator and
sampled clients (clients C and E) and 1 Program Director will be retrained
additional client (client D) to provide on the expectations for the medical
oversight and direction to ensure staff charts on 8-13-15.
were trained to competency to administer The St?ff responsible for a
medications without error and to provide med error during the survey
. ol T observation has been suspended from
documentation and/or implement client passing medications.
C's skin integrity risk plan. Staff who are found to have
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9-3-1(a)

medication errors will be suspended
from passing meds until training can
be completed again and competency
with the medication pass is
determined.

A new nurse has been hired to
oversee the medical needs of the
residents at this site.

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

Staff who were not trained to
pass insulin by the nurse during the
survey observation were suspended
from passing insulin until training
and competency was verified on
7-10-15.

The medical charts for the site
have been reviewed by the nurse.

A new format for the charts
has been developed to facilitate
better tracking of the appointments.

Client C’s MAR has been
reflected to include all pertant
information for her Tanzeum
medication.

Until the corrected pens with
new labels were sent by the
pharmacy an order change, refer to
MAR sticker was placed on the
existing label on Client C’s Novolog.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

Z20YQ11 Facility ID: Q00771 If continuation sheet

Page 12 of 101




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

PRINTED: 08/25/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G251

X2) MULTIPLE CONSTRUCTION
A. BUILDING 00
B. WING

X3) DATE SURVEY
COMPLETED

07/10/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
511 COUNTRY CLUB LN
ANDERSON, IN 46015

(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

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

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

The Program Coordinator
will do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

0 Client C’s wound care treatment
0 How to measure wounds

0 How to document skin/wound
findings

0 Med pass administration
(competency test provided)

0 Ensuring the MAR matches the
labels on meds

0 Abuse, neglect and exploitation-
what constitutes abuse, report
expectations and investigation
expectations (competency test
provided)

0 Mechanically altered diets
(competency test provided)

0 Insulin training (competency test
provided)

0 Client C’s skin integrity and
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diabetic risk plans
on following physician
recommendations and

nurse on 8-13-15.

charts on 8-13-15.

med error during the survey

passing medications.

with the medication pass is
determined.

residents at this site.

7-10-15.

be completed by the Program

The Program Coordinator and
Program Director will be retrained

communication expectations with the

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical

The staff responsible for a
observation has been suspended from

Staff who are found to have
medication errors will be suspended
from passing meds until training can
be completed again and competency

A new nurse has been hired to
oversee the medical needs of the

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

Staff who were not trained to
pass insulin by the nurse during the
survey observation were suspended
from passing insulin until training
and competency was verified on

The medical charts for the site
have been reviewed by the nurse.

A new format for the charts
has been developed to facilitate
better tracking of the appointments.

Weekly med cabinet checks to
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Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

0 Client C’s wound care treatment
0 How to measure wounds

0 How to document skin/wound
findings

0 Med pass administration
(competency test provided)

o Ensuring the MAR matches the
labels on meds

0 Abuse, neglect and exploitation-
what constitutes abuse, report
expectations and investigation
expectations (competency test
provided)

0 Mechanically altered diets
(competency test provided)

0 Insulin training (competency test
provided)
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diabetic risk plans
on following physician
recommendations and

nurse on 8-13-15.

charts on 8-13-15.
med error during the survey

passing medications.

with the medication pass is
determined.

residents at this site.

7-10-15.

0 Client C’s skin integrity and

The Program Coordinator and
Program Director will be retrained

communication expectations with the

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical

The staff responsible for a
observation has been suspended from

Staff who are found to have
medication errors will be suspended
from passing meds until training can
be completed again and competency

A new nurse has been hired to
oversee the medical needs of the

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

Staff who were not trained to
pass insulin by the nurse during the
survey observation were suspended
from passing insulin until training
and competency was verified on

The medical charts for the site
have been reviewed by the nurse.

A new format for the charts
has been developed to facilitate
better tracking of the appointments.

Weekly med cabinet checks to

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

Z0YQ11

Facility ID: Q00771 If continuation sheet Page 16 of 101




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

PRINTED: 08/25/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G251

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

07/10/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

511 COUNTRY CLUB LN
ANDERSON, IN 46015

(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

be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.

The Program Coordinator will
monitor to ensure the clients plans
and needs are being met during their
weekly observations.

Client C is now involved with
the wound care doctor who is
monitoring her wounds.

Mentor’s new nurse will be in
the home on a weekly basis to
monitor for concerns and assess
residents as needed.

New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
includes items such as: client’s diets,
risk plans, ISP’s, programming, and
medication review.

Staff will not pass medication
until they are trained and deemed
competent in the med administration
med pass.

Monthly medication
practicums will be completed with a
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random staff in the home.
The nurse, Program
Coordinator and Program Director
will consult daily regarding the
medical needs of the clients. This
will include oversight of the MAR,
skin/wound documentation, dietary
needs of the residents and
appointment outcomes. This
consultation will be documented on
the team meeting notes.
The team will facilitate
appropriate follow up action based
on the daily consultation.
The nurse will be available to
do observations within the home for
medical related issues as the client’s
needs indicate.
The nurse will review the
medication practicums that are
completed with the staff in the home.
She will consult with the PD and PC
regarding any concerns she has.
5. What is the date by which the
systemic changes will be completed?
August 9th, 2015
w0111 483.410(c)(1)
CLIENT RECORDS
Bldg. 00 The facility must develop and maintain a
recordkeeping system that documents the
client's health care, active treatment, social
information, and protection of the client's
rights.
Based on record review and interview, Woll1 W 111 Client Records 08/09/2015
the facility failed for 3 of 4 sampled _ The facility must develop and
. . . maintain a recordkeeping system that
clients (clients A, B and C) to maintain a documents the client’s health care,
record keeping system to document active treatment, social information,
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medical and program plan and protection of client’s rights.
implementation information in the
. , 1. What corrective action will
clients' records. .
be accomplished?
System will be implemented
Findings include: to create easier access for staff in
regard to client records and
Client A's records were reviewed on docum‘;ntatlon' profile for Th
urveyor rror1ie 1or €ra
7/8/15 at 5:11 PM. There was no ‘ Y _enp
i will be updated to allow easier access
evidence of a dental/oral health for electronic files.
examination in the record. Paper files will be organized
and accessible for the survey process.
Client B's record was reviewed on 7/7/15 - 1 we identifv ofh
. . ow will we 1aentity other
at 4:30 PM. There was no evidence of . . .
) o residents having the potential to be
client B's oral health/dental examination affected by the same deficient
in the record. practice and what corrective
action will be taken?
. . All residents have the
Client C's record was reviewed on 7/8/15 .
. potential to be affected by the same
at 12:47 PM. There was no evidence of deficient practice.
hearing, vision, and dental examinations. Development of protocol
There was no evidence of a speech regarding accessing electronic files.
language evaluation examination in the Development of training
. protocol for staff’s access to client
record. There was no evidence of an files
occupational therapy examination in the System will be implemented
record. A Health Care Report dated to create easier access for staff in
6/29/15 indicated "Unable to review regard to client records and
appointment notes, not scanned in...." documentation.
Surveyor Profile for Therap
. . will be updated to allow easier access
The group home nurse was interviewed for electronic files.
on 7/9/15 at 12:10 PM and indicated the Paper files will be organized
house manager should ensure the medical and accessible for the survey process.
examination documentation for clients is
. . 1.What measures will be put into
available to review. .
place or what systemic changes
will be made to ensure that the
The House Manager/Program deficient practice does not recur:
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Facility ID: Q00771 If continuation sheet Page 19 of 101




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

PRINTED: 08/25/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES ~ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G251 B. WING 07/10/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
511 COUNTRY CLUB LN
REM OCCAZIO LLC ANDERSON, IN 46015
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CREACH CORRECTIVE ACTION SHOULD BE o COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Coordinator was interviewed on 7/9/15 at Development of protocol
3:25 PM and indicated the examinations regarding accessing electronic files.
should be included in the electronic Development Oftmmmg
protocol for staff’s access to client
record. files.
System will be implemented
Area Director #2 was interviewed on to create easier access for staff in
7/10/15 during exit at 1:30 PM, and was regard to client records and
. documentation.
uncertain as to why the documents were Surveyor Profile for Therap
not scanned to the electronic record used will be updated to allow easier access
by the facility, and indicated the for electronic files.
documents should be available to review. Paper files will be organized
and accessible for the survey process.
9-3-1a) Program Director and
Program Coordinator will be trained
on new protocols for access of client
files.
1.How will the corrective action
be monitored to ensure the
deficient practice will not recur?
The Program Director,
Program Coordinator and Nurse will
monitor the client files to ensure they
are complete and organized.
The Quality Assurance
Specialist will monitor as they
complete their survey audits to
ensure the files are complete and
organized.
1.What is the date by which the
systemic changes will be
completed?
August 9th, 2015
W 0122 483.420
CLIENT PROTECTIONS
Bldg. 00 The facility must ensure that specific client
protections requirements are met.
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Based on observation, record review and W 0122 W 122 Client Protections 08/09/2015
interview, the facility failed to meet the The facility must ensure that
.. C . . specific client protections
Condition of Participation: Client .
. - . requirements are met.
Protections. The facility failed to
implement its policy and procedures 1. What corrective action will
which prohibited abuse and neglect to be accomplished? ' .
protect 1 of 4 sampled clients (client C). The ngra_m Coordinator will
. i . do home observations weekly to
The facility neglected to provide nursing ensure staff are implementing the
assessment and treatment to address a plans of clients and the client’s needs
pressure ulcer involving client C. The are being met.
facility neglected for 1 of 4 sampled The Program Director will do
clients (client E) and 1 additional client home Observatl(?ns bl_weel.dy 0
. . ensure staff are implementing the
(client D) to ensure staff were trained to plans of clients and the client’s needs
competency to administer medications are being met.
without error and to implement/document Training completed with the
client C's plan to address pressure ulcers. staff regarding:
0 Client C’s wound care treatment
L . 0 How to measure wounds
Findings include: o0 How to document skin/wound
findings
1. The facility neglected to ensure 0 Med pass administration
implementation of its policy and (competency test provided)
. o 0 Ensuring the MAR matches the
procedures which prohibited abuse and
. labels on meds
neglect to protect 3 of 4 sampled clients 0 Abuse, neglect and exploitation-
(clients C, D and E) and 1 additional what constitutes abuse, report
client (client D). The facility neglected to expectations and investigation
provide nursing assessment and treatment expectations (competency test
to address a pressure ulcer involvin provided)
. p ; & 0 Mechanically altered diets
client C, and failed to ensure staff were (competency test provided)
trained to competency to administer o Insulin training (competency test
medications without error for clients C, D provided)
and E. Please see W 149 0 Client C’s skin integrity and
diabetic risk plans
. . Client C was seen by the
2. The facility failed to develop and wound care clinic on 7-14-15.
implement effective corrective action to Follow up appointment
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address pressure ulcers for client C. recommended for 8-12-15.
Please see W157. Client C’s MAR updated to
reflect changes in wound care
recommendations for repositioning
3. The facility failed for 1 of 4 sampled while in her wheelchair.
clients (client E) and 1 additional client Daily skin checks are being
(client D) to ensure staff were trained to completed for Client C.
competency to administer medications Client C has daily wound care
. that staff is assisting her with to
without error. Please see W368. .
promote healing of the pressure sore.
The Program Coordinator and
4. The facility failed for 1 of 4 sampled Program Director will be retrained
clients (client C) to ensure staff were on following physician
trained to competency to administer recommendations and ,
. . communication expectations with the
medications without error. Please see nurse on 8-13-15.
W369. The Program Coordinator and
Program Director will be retrained
9-3-2(a) on the expectations for the medical
charts on 8-13-15.
The staff responsible for a
med error during the survey
observation has been suspended from
passing medications.
Staff who are found to have
medication errors will be suspended
from passing meds until training can
be completed again and competency
with the medication pass is
determined.
A new nurse has been hired to
oversee the medical needs of the
residents at this site.
The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.
Staff who were not trained to
pass insulin by the nurse during the
survey observation were suspended
from passing insulin until training
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and competency was verified on
7-10-15.

The medical charts for the site
have been reviewed by the nurse.

A new format for the charts
has been developed to facilitate
better tracking of the appointments.

Client C’s MAR has been
reflected to include all pertant
information for her Tanzeum
medication.

Until the corrected pens with
new labels were sent by the
pharmacy an order change, refer to
MAR sticker was placed on the
existing label on Client C’s Novolog.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

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

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
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home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

0 Client C’s wound care treatment
0 How to measure wounds

0 How to document skin/wound
findings

0 Med pass administration
(competency test provided)

0 Ensuring the MAR matches the
labels on meds

O Abuse, neglect and exploitation-
what constitutes abuse, report
expectations and investigation
expectations (competency test
provided)

0 Mechanically altered diets
(competency test provided)

0 Insulin training (competency test
provided)

0 Client C’s skin integrity and
diabetic risk plans

The Program Coordinator and
Program Director will be retrained
on following physician
recommendations and
communication expectations with the
nurse on 8-13-15.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts on 8-13-15.

The staff responsible for a
med error during the survey
observation has been suspended from
passing medications.

Staff who are found to have
medication errors will be suspended
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from passing meds until training can
be completed again and competency
with the medication pass is
determined.

A new nurse has been hired to
oversee the medical needs of the
residents at this site.

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

Staff who were not trained to
pass insulin by the nurse during the
survey observation were suspended
from passing insulin until training
and competency was verified on
7-10-15.

The medical charts for the site
have been reviewed by the nurse.

A new format for the charts
has been developed to facilitate
better tracking of the appointments.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
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are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

0 Client C’s wound care treatment
0 How to measure wounds

0 How to document skin/wound
findings

0 Med pass administration
(competency test provided)

o0 Ensuring the MAR matches the
labels on meds

0 Abuse, neglect and exploitation-
what constitutes abuse, report
expectations and investigation
expectations (competency test
provided)

0 Mechanically altered diets
(competency test provided)

0 Insulin training (competency test
provided)

0 Client C’s skin integrity and
diabetic risk plans

The Program Coordinator and
Program Director will be retrained
on following physician
recommendations and
communication expectations with the
nurse on §8-13-15.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts on 8-13-15.

The staff responsible for a
med error during the survey
observation has been suspended from
passing medications.
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Staff who are found to have
medication errors will be suspended
from passing meds until training can
be completed again and competency
with the medication pass is
determined.

A new nurse has been hired to
oversee the medical needs of the
residents at this site.

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

Staff who were not trained to
pass insulin by the nurse during the
survey observation were suspended
from passing insulin until training
and competency was verified on
7-10-15.

The medical charts for the site
have been reviewed by the nurse.

A new format for the charts
has been developed to facilitate
better tracking of the appointments.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.
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The Program Coordinator will
monitor to ensure the clients plans
and needs are being met during their
weekly observations.

Client C is now involved with
the wound care doctor who is
monitoring her wounds.

Mentor’s new nurse will be in
the home on a weekly basis to
monitor for concerns and assess
residents as needed.

New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
includes items such as: client’s diets,
risk plans, ISP’s, programming, and
medication review.

Staff will not pass medication
until they are trained and deemed
competent in the med administration
med pass.

Monthly medication
practicums will be completed with a
random staff in the home.

The nurse, Program
Coordinator and Program Director
will consult daily regarding the
medical needs of the clients. This
will include oversight of the MAR,
skin/wound documentation, dietary
needs of the residents and
appointment outcomes. This
consultation will be documented on
the team meeting notes.

The team will facilitate
appropriate follow up action based
on the daily consultation.

The nurse will be available to
do observations within the home for
medical related issues as the client’s
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needs indicate.
The nurse will review the
medication practicums that are
completed with the staff in the home.
She will consult with the PD and PC
regarding any concerns she has.
1.What is the date by which the
systemic changes will be completed?
August 9th, 2015
W 0149 | 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
Bldg. 00 The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based upon observation, record review W 0149 W 149 Staff Treatment of Clients 08/09/2015
and interview, the facility neglected to The facility must develop and
impl tati fit li d implement written policies and
ensure imp em.en a 10n.0. its policy an procedures that prohibit
procedures which prohibited abuse and mistreatment, neglect or abuse of
neglect to protect 2 of 4 sampled clients the client.
(clients C and E) and 1 additional client
(client D). The facility neglected to 1. What ¢ orrective action will
. i be accomplished?
provide nursing assessment and treatment The Program Coordinator will
to address a pressure ulcer involving do home observations weekly to
client C. The facility failed to ensure staff ensure staff are implementing the
were trained to competency to administer plan; of clients and the client’s needs
. . . t.
medications without error for clients C, D are beihg me . .
The Program Director will do
and E. home observations bi-weekly to
ensure staff are implementing the
Findings include: plans of clients and the client’s needs
are being met.
- Traini leted with th
The facility's reports to the Bureau of raming compreted With e
o ] staff regarding:
Developmental Disabilities Services o Client C’s wound care treatment
(BDDS) were reviewed on 7/1/15 at 5:07 0 How to measure wounds
PM. A BDDS report dated 6/17/15 0 How to document skin/wound
indicated client C was taken to a wound findings
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clinic to monitor her pressure ulcer 0 Med pass administration
wound. Client C was to have been (Cor;peteflcy tl‘:St hﬁi’}‘;‘ded) e
. . O Ensuring the matches the
discharged, but was found with a new £
labels on meds
wound and referred to another wound 0 Abuse, neglect and exploitation-
care clinic. what constitutes abuse, report
expectations and investigation
An investigation dated 6/17-6/19/15 eXpef’sag;’nS (competency test
. provide
.completed. by the Program Director (PD) o Mechanically altered diets
into the client C's pressure ulcer noted at (competency test provided)
the appointment on 6/17/15 was reviewed 0 Insulin training (competency test
on 7/6/15 at 4:26 PM and indicated client provided)
C "has been referred to wound care Z. bCltl_em.Ck s fkm integrity and
. 1aDEtIC 118K plans
thrqugh [hosplFal name] on 6/17/15. Client C was seen by the
While conducting a final full body wound care clinic on 7-14-15.
inspection, a new pressure sore was Follow up appointment
found. The pressure sore is located recommended for 8-12-15.
between [client C's] buttocks. [Hospital] Client C,S MAR updated to
. reflect changes in wound care
has recommended that [client C] be . e
o recommendations for repositioning
referred to the wound care clinic as the while in her wheelchair.
wounds have been difficult to heal." The Daily skin checks are being
investigation indicated client C had been completed for Client C.
referred to the wound care center at Cuem C h.as daily “,Iound care
h dical facilitv. Findi that staff is assisting her with to
?mo_t er medical Tact lt}f' l_n 1'ngs promote healing of the pressure sore.
indicated "Documentation indicates that a The Program Coordinator and
small skin tear was located at the top of Program Director will be retrained
[client C's] buttock fold on 6/13/15. A on following physician
pressure sore was documented on 6/14/15 recommendations and - ,
. . . communication expectations with the
(sic) but a location was not listed. No nurse on 8-13-15.
pressure sores or other documentation to The Program Coordinator and
address the reported pressure sore." A Program Director will be retrained
review of the MAR (medication on the expectations for the medical
administration record) dated 6/1/15 charts on 8-13-15. ,
.- " heck leted The staff responsible for a
indicated 0(.>t. c fsc s were completed as med error during the survey
well as repositioning." Statements by observation has been suspended from
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client C on 6/12/15 and on 6/19/15 passing medications.
indicated the wound had been caused by _ Staff who are found to have
. . medication errors will be suspended
her cheeks being spread to (sic) apart . o
) from passing meds until training can
when she was sat down on the toilet." A be completed again and competency
statement by staff #12 on 6/12/15 with the medication pass is
indicated "...a new wound had been determined.
found on [client C] when applying wound A new nurse has been hired to
oversee the medical needs of the
care treatment...Stated that staff . o
- ) ) residents at this site.
(unidentified) pulled [client C's] buttock The new nurse will be at the
cheeks apart and noticed a small tear. site weekly to help oversee the
Stated that she wanted to report the injury medical needs of the residents and
to (sic) PD ...Stated the injury was less comple;i afs:es;ments as Itlied,ed'd t
. alt who were not trained to
than 1/2 inch long." The PD "observed - .
o o ] pass insulin by the nurse during the
injury on 6/12/15 while in the medical survey observation were suspended
room at Day Services. Observed the from passing insulin until training
injury to be a skin tear...Advised staff to and competency was verified on
clean the area and treat with wound care 7-10-15. ) ]
" . . .- The medical charts for the site
cream." The conclusion failed to indicate .
) ) o have been reviewed by the nurse.
a finding. Recommendations indicated A new format for the charts
"PCP (primary care physician) has been has been developed to facilitate
contacted to request a referral for the better tracking of the appointments.
. Client C’s MAR has been
wound care clinic. PC (Program :
. d I 1 reflected to include all pertant
Coordinator) and Nurse Consultant wi information for her Tanzeum
follow up with PCP for an (sic) medication.
instructions. Staff will continue to Until the corrected pens with
monitor and treat wound as the wound new labels were sent by the
protocol instructs. Staff will monitor the P harmac_y an order change, refer to
MAR sticker was placed on the
Wou.nd and dOf:ument the progress of existing label on Client C’s Novolog.
healing. PC will follow up on wound care Weekly med cabinet checks to
recommendations." be completed by the Program
Coordinator. The checks will include
A nursing note dated 6/25/15 was a check of the meds to ensure the
. labels match the MAR.
reviewed on 7/8/15 at 9:59 AM and Additional med practicums
indicated "writer collaborated with the will be completed with the staff
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wound care center and PCP office to involved in the medication errors for
coordinate initial wound care assessment. clients C, E and D.
Initially the PCP ser.lt ord?r to the Wrong 2. How will we identify other
wound center as [client C's] guardian residents having the potential to be
does not want services through [hospital]. affected by the same deficient
Writer clarified that with PCP's office practice and what corrective action
and provided contact information for will be taken?
dical facili d ¢ Ord All residents have the
[medical facility wound center]. Order potential to be affected by the same
was sent to [wound center] and we are deficient practice.
awaiting phone call to schedule an The Program Coordinator will
appointment." do home observations weekly to
ensure staff are implementing the
. . lans of clients and the client’s needs
Client C's record was reviewed on 7/8/15 prans ¢
) are being met.
at 12:47 PM. A Risk Plan dated 4/9/15 The Program Director will do
indicated a plan to address skin integrity. home observations bi-weekly to
The plan indicated "[Client C] has ensure staff are implementing the
diabetes which puts her at risk for poor plar: of CheTs and the client’s needs
L . " are being met.
healing if skin issues occur: A Health Training completed with the
Care Report dated 6/29/15 indicated staff regarding:
"Unable to review appointment notes, not 0 Client C’s wound care treatment
scanned in. [Client C] has appointment 0 How to measure WOL}ndS
with wound care center on 6/29/15 as ? dHOW to document skin/wound
. indings
horpe health care dlschargéd her f.‘ron.n o Med pass administration
their care...."The record failed to indicate (competency test provided)
client C had been taken to the wound care 0 Ensuring the MAR matches the
clinic as recommended by the hospital labels on meds o
and indicated in the Health Care Report. © Abuse, n cglect and exploitation-
what constitutes abuse, report
) ) expectations and investigation
The group home nurse was interviewed expectations (competency test
on 7/9/15 at 12:07 PM and indicated she provided)
had coordinated a visit with the wound 0 Mechanically altered diets
care clinic. When asked if the (Compet?ncy test provided)
. 0 Insulin training (competency test
appointment had taken place, she stated, provided)
"It should have been." She indicated it o Client C’s skin integrity and
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was the nurse's responsibility to ensure diabetic risk plans
appointments were completed. She The Program Coordinator and
.. Program Director will be retrained
indicated she had made arrangements for . .
. on following physician
the appointment and the house recommendations and
manager/Program Coordinator was communication expectations with the
responsible to make arrangements to take nurse on 8-13-15.
client C to the appointment. She The Program Coordinator and
Ny . Program Director will be retrained
indicated she had not received any . .
) o on the expectations for the medical
documentation about the visit. charts on 8-13-15.
The staff responsible for a
The PC was interviewed on 7/9/15 at med error during the survey
3:25 PM and indicated she had taken observation has been suspended from
i. C to th . t at th d passing medications.
client ) f) the app 01ntmen- at the woun Staff who are found to have
care facility (date not specified), but the medication errors will be suspended
facility did not have a lift to assist client from passing meds until training can
C from her wheelchair and the be completed again and competency
appointment was rescheduled. with thfg' medication pass is
determined.
] ) A new nurse has been hired to
The group home nurse was interviewed oversee the medical needs of the
on 7/10/15 at 9:03 AM and indicated it residents at this site.
was her understanding arrangements had The new nurse will be at the
been made for staff to ensure a lift was site ‘_Veekly to help oversee the
Jable for cli C b medical needs of the residents and
avatla e. ore lel?t to use by ) complete assessments as needed.
transporting her lift to the appointment. Staff who were not trained to
She indicated there were no notes from pass insulin by the nurse during the
client C's home health care services to survey observation were suspended
. . from passing insulin until training
treat her pressure ulcer prior to being .
. . and competency was verified on
discharged from their care on 6/17/15. 7-10-15
When asked if client C had received a The medical charts for the site
nursing or medical evaluation of her have been reviewed by the nurse.
pressure ulcer since her discharge from b L s
home health care, she indicated client C has been de,V cloped to faCI,htate
. . better tracking of the appointments.
had not received a medical assessment. Weekly med cabinet checks to
The nurse indicated she had just finished be completed by the Program
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assessing client C's wound and it was Coordinator. The checks will include
healing and showed no signs and a check of the meds to ensure the
t finfect; labels match the MAR.
Symptoms ot intection. Additional med practicums
will be completed with the staff
The group home nurse was interviewed involved in the medication errors for
on 7/10/15 at 12:00 PM and when asked clients C, E and D.
why staff did not document the location
. o
f)f C'hent C's skin tear on 6/12/15, i 3.  What measures will be put into
indicated staff should be documenting the place or what systemic changes will
location, size and appearance of client C's be made to ensure that the deficient
wounds in the electronic record, and practice does not recur?
reporting any new skin issues to the The Program Coordinator will
do home observations weekly to
nurse. . .
ensure staff are implementing the
plans of clients and the client’s needs
2. Client C's record was reviewed on are being met.
7/8/15 at 12:47 PM. A Risk Plan dated The Program Director will do
4/9/15 indicated a plan to address skin home observations bi-weekly to
inteerity. The plan indicated "P tion: ensure staff are implementing the
mntegnty. Lhe p ?,1’1 1ndica .e ) rer’:n ton: plans of clients and the client’s needs
The key to keeping the skin intact is are being met.
keeping it dry and pressure free...Pressure Training completed with the
can be relieved by repositioning the client staff regarding:
or prompting to reposition and 0 Client C’s wound care treatment
ino f . 1 ali h 0 How to measure wounds
e?lc'ouragll'lg unCtl(')na a lg'nment' when 0 How to document skin/wound
sitting upright...[Client C] is continent, findings
however uses adult incontinent products 0 Med pass administration
in case of accidents. Staff assist her with (competency test provided)
changing, as needed...." 0 Ensuring the MAR matches the
labels on meds
) o O Abuse, neglect and exploitation-
Client C's July, 2015 MAR (medication what constitutes abuse, report
administration record) indicated she was expectations and investigation
to be repositioned and toileted every 2 expectations (competency test
hours. There was no evidence of provided) ) )
L h i 0 Mechanically altered diets
re-positioning every 2 hours. Client C (competency test provided)
was repOSlthl’led 4 tlmCS on 7/4/1 5, three (o] Insulin training (Competency test
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Z20YQ11 Facility ID: Q00771 If continuation sheet Page 34 of 101




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

PRINTED: 08/25/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G251 B. WING 07/10/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
511 COUNTRY CLUB LN
REM OCCAZIO LLC ANDERSON, IN 46015
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D N . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
times on 7/5/15, 1 time on 7/6/15, 5 times provided)
on 7/7/15 and 6 times on 7/8/15 from Z. bCh_em.Ck s fkm integrity and
. . 1abetic ris ans
12:00 AM until 8:00 AM. Client C's July, P .
) o i The Program Coordinator and
MAR failed to indicate she was toileted Program Director will be retrained
twice on 7/2/15, twice on 7/4/15, three on following physician
times on 7/5/15 from 6:00 PM until recommendations and
10:00 PM, and twice on 7/7/15. communication expectations with the
nurse on 8-13-15.
] ] ) The Program Coordinator and
The Area Director was interviewed on Program Director will be retrained
7/7/15 at 5:12 PM and indicated staff on the expectations for the medical
were to reposition client C and toilet her charts on 8-13-15.
every 2 hours and document it in the The staff responsible for a
MAR med error during the survey
’ observation has been suspended from
passing medications.
The group home nurse was interviewed Staff who are found to have
on 7/10/15 at 12:00 PM. When asked if medication errors will be suspended
the missing documentation regarding from passing med,s until training can
et d e be completed again and competency
F01 eting an reposmomng was a concern with the medication pass is
in regards to client C's pressure ulcer, she determined.
stated, "Yes," and indicated she wasn't A new nurse has been hired to
sure if the missing documentation was a oversee the medical needs of the
lack of completing the repositioning and residents at this site. ,
et £a fail d Sh The new nurse will be at the
FOI .etlng orota tatlure t(.) ocument. She site weekly to help oversee the
indicated staff had been instructed to medical needs of the residents and
document refusals if client C refused to complete assessments as needed.
be repositioned or toileted and had been  Staff who were not trained to
instructed to ensure documentation was pass insulin by the nurse during the
) survey observation were suspended
completed. from passing insulin until training
and competency was verified on
3. Observations were completed in the 7-10-15.
group home on 7/2/15 from 6:42 AM The medical charts for the site
until 8:35 AM. Durine medication have been reviewed by the nurse.
L o & . A new format for the charts
administration at 6:50 AM, client C has been developed to facilitate
received 45 units of Lantus Sol (Solostar) better tracking of the appointments.
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(insulin) via injection by staff #7. The Weekly med cabinet checks to
label indicated client C was to receive 38 be completed by the Program
it Coordinator. The checks will include
unts. a check of the meds to ensure the
) o o ) labels match the MAR.
Client C's July, 2015 Medication Administration Additional med practicums
Record (MAR) was reviewed on 7/2/15 at 8:10 will be completed with the staff
AM. The MAR indicated client C was to receive . . o
involved in the medication errors for
45 units of Lantus Solostar at 8:00 AM. clients C, E and D.
Client C's record was reviewed on 7/8/15 at 12:47 4. How will the corrective action
PM. Client C's Medication History/Physician's be monitored to ensure the deficient
Orders updated 7/2/15 indicated she was to practice will not recur?
receive 45 units of Lantus Solostar at 8:00 AM The Program Director will
starting from 4/18/15. monitor to ensure the clients plans
and needs are being met during their
Staff #7 was interviewed on 7/2/15 at 7:25 AM bi-weekly observations.
and indicated she was unsure as to why the label The Program Coordinator will
did not match the MAR. monitor to ensure the clients plans
and needs are being met during their
The group home nurse was interviewed weekly observations.
on 7/6/15 at 4:48 PM and indicated the N Cl:’m C (115 now mhvob’ed with
L. the wound care doctor who 1s
MAR should match the medication label. o
o monitoring her wounds.
She indicated she had contacted the Mentor’s new nurse will be in
pharmacy to correct the discrepancy. She the home on a weekly basis to
indicated staff had been trained to review monitor for concerns and assess
the medication label and ensure it remden; as neefieﬁ' . i
ew staff hired to work at the
matches the MAR. site will receive client specific
training for each individual prior to
4. A BDDS report dated 6/12/15 working a shift. This training
indicated client D had been given another includes items such as: client’s diets,
client's medications. Staff #5 had risk plans, ISP’s, programming, and
. L. medication review.
prepared ano'ther c-hf':r%t s medication and Staff will not pass medication
placed the client's initials on the cup and until they are trained and deemed
when the client (client E) refused to take competent in the med administration
the medications, staff #5 "did not put the med pass. o
medications away properly. At that time . Momh,ly medication .
practicums will be completed with a
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[client D] entered the medroom (sic) to random staff in the home.
take her medications and was given the ‘The nurse, Program
. . Coordinator and Program Director
medications of the other client. PC . . .
) will consult daily regarding the
(Program Coordinator) contacted the medical needs of the clients. This
Nurse Consultant and was directed to will include oversight of the MAR,
take [client D] to the ER (emergency skin/wound documentation, dietary
room). ER advised here (sic) were no needs of the residents and -
.. . appointment outcomes. This
concerns at this time as both clients take . .
L o consultation will be documented on
similar medications." The report the team meeting notes.
indicated client D was monitored for side The team will facilitate
effects and there were none observed and appropriate follow up action based
client D's physician was notified of the on the daily consultation.
L " The nurse will be available to
medication error. Staff #5 "has been . o
; T do observations within the home for
suspended from conducting medication medical related issues as the client’s
administration until she has been needs indicate.
retrained by the Nurse Consultant...." The nurse will review the
medication practicums that are
completed with the staff in the home.
a) A GER (General EYentS Reports) She will consult with the PD and PC
dated 3/27/15 was reviewed on 7/6/15 at regarding any concerns she has.
4:35 PM and indicated client E had been
given 500 mg (milligrams) of cephalexin 5. Whatis the date by which the
(antibiotic) twice daily from 3/23/15 to systemic changes will be completed?
August 9th, 2015
3/27/15 and he was supposed to take
1000 mg twice daily. The explanation for
the error indicated "Staff was only giving
one capsule instead of two." The report
indicated the Home Manager/Program
Coordinator (HM/PC) had notified the
Program Director (PD). There was no
evidence the nurse had been notified of
the error and client E's physician was
notified of the error on 3/27/15 and
indicated additional medication was
prescribed. "All staff retrained. All staff
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not involved reminded of med.
(medication) pass procedures."
Corrective action indicated "Continue to
do med. (medication) cabinet checks to
watch for future mistakes, keep staff
trainings current."

A BDDS report dated 3/23/15 and
reported 3/27/15 indicated client E had
been given only 1 tab of an antibiotic (not
specified) instead of two as prescribed
from 3/23/17-3/27/15. The error was
discovered during an audit of the group
home's medications by the house
manager. Corrective action indicated staff
were retrained.

Staff training records reviewed on 7/7/15
at 5:16 PM indicated staff #5, #6 and #11
had been retrained on medication
administration by the house manager on
3/30/15.

The group home nurse was interviewed
on 7/6/15 at 4:48 PM and indicated she
was unaware of the medication error that
had occurred from 3/23/15 to 3/27/15 and
would have liked to have been made
aware so that she could complete
training.

The Area Director was interviewed on
7/6/15 at 5:12 PM and indicated staff #5
had been involved with the medication
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errors on 3/23/15-3/27/15 involving
client E and in the medication error
involving client D on 6/12/15. She
indicated the facility's policy had been
changed recently to require the nurse to
retrain staff for medication errors.

The facility's Health Policy dated April,
2011 was reviewed on 7/7/15 at 5:30 PM
and indicated "The Program Director is
responsible for notifying nursing staff on
any significant changes in a person's
health status as well as any needed follow
up from doctor's orders...Proper
administration of medications is critical.
All medication errors are serious. Due to
potential health implications, medication
errors will result in retraining and/or
disciplinary action as indicated by the
frequency and severity of the error(s)...A
medication error includes the following:
administering the incorrect dose of
medication...The staff person will also
complete an Incident Report, and place it
in his supervisor's mailbox for the
supervisor and Nurse to review...." The
policy indicated all medication errors "are
reported immediately to the on-call
supervisor who will report to the nurse as
indicated...."

The facility's Quality and Risk
Management policy dated April, 2011
was reviewed on 7/2/15 at 10:00 AM and
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W 0157

indicated, "Indiana MENTOR promotes a
high quality of service and seeks to
protect individuals receiving Indiana
MENTOR services through oversight of
management procedures and company
operations, close monitoring of service
delivery and through a process
identifying, evaluating and reducing risk
to which individuals are exposed."
Incidents reported to BDDS included,
"Alleged, suspected, or actual abuse,
neglect, or exploitation of an
individual...Failure to provide appropriate
supervision, care or training..."

9-3-2(a)

483.420(d)(4)
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STAFF TREATMENT OF CLIENTS
Bldg. 00 | If the alleged violation is verified, appropriate
corrective action must be taken.
Based upon record review and interview W 0157 W 157 Staff Treatment of Clients 08/09/2015
for 2 of 4 sampled clients (clients C and It the al%etged leatt.lon lst,venﬁed’t .
.. . appropriate corrective action must o
E), the facility failed to develop and tflfenp
implement effective corrective action to
1) address pressure ulcers for client C, 1. What corrective action will
and failed to 2) ensure medications were be accomplished?
dispensed without error. The Progra.m Coordinator will
do home observations weekly to
Findings include: ensure staf.f are 1rnplemen.t1ng the
plans of clients and the client’s needs
ey are being met.
The facility's repo'rts t'o.tbe Buree.lu of The Program Director will do
Developmental Disabilities Services home observations bi-weekly to
were reVieWC on a : ensure staff are mp ementmgt (§]
BDDS d on 7/1/15 at 5:07 ff are impl ing th
PM. A BDDS report dated 6/17/15 plans of clients and the client’s needs
indicated client C was taken to a wound are being H.le.t' )
.. . Training completed with the
clinic to monitor her pressure ulcer .
) staff regarding:
wound. Client C was to have been 0 Client C’s wound care treatment
discharged, but was found with a new 0 How to measure wounds
wound and referred to another wound 0 How to document skin/wound
lini findings
care clinic. o
0 Med pass administration
] o (competency test provided)
An investigation dated 6/17-6/19/15 0 Ensuring the MAR matches the
completed by the Program Director (PD) labels on meds
into the client C's pressure ulcer noted at O Abuse, neglect and exploitation-
the appointment on 6/17/15 was reviewed what constitutes a.buse’ report
16/15 at 4:26 PM and indicated client expectations and investigation
on7 at «: and mdicated clien expectations (competency test
C "has been referred to wound care provided)
through [hospital name] on 6/17/15. 0 Mechanically altered diets
While conducting a final full body (competency test provided)
. . 0 Insulin training (competency test
inspection, a new pressure sore was provided)
found. The pressure sore is located 0 Client Cs skin integrity and
between [client C's] buttocks. [Hospital] diabetic risk plans
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has recommended that [client C] be Client C was seen by the
referred to the wound care clinic as the ‘F’Volllmd care clinic on 7-14-15.
. ollow up appointment
wounds have been difficult to heal." The b app
) o i recommended for 8-12-15.
investigation indicated client C had been Client C’s MAR updated to
referred to the wound care center at reflect changes in wound care
another medical facility. Findings recommendations for repositioning
indicated "Documentation indicates that a while in her wheelchair. .
. Daily skin checks are being
small skin tear was located at the top of .
. completed for Client C.
[client C's] buttock fold on 6/13/15. A Client C has daily wound care
pressure sore was documented on 6/14/15 that staff is assisting her with to
(sic) but a location was not listed. No promote healing of the pressure sore.
pressure sores or other documentation to The Program Coordinator and
" Program Director will be retrained
address the reported pressure sore." A . .
] o on following physician
review of the MAR (medication recommendations and
administration record) dated 6/1/15 communication expectations with the
indicated "foot checks were completed as nurse on 8-13-15.
well as repositioning." Statements by P Tlg,Protgram.I?zordlfat,or an
. rogram DI1rector wi € retraimne
client C on 6/12/15 and on 6/19/15 8 . .
o on the expectations for the medical
indicated the wound had been caused by charts on 8-13-15.
her cheeks being spread to (sic) apart The staff responsible for a
when she was sat down on the toilet." A med error during the survey
statement by staff #12 on 6/12/15 observation has been suspended from
indi qn dhad b passing medications.
indicate ....a new wound ha .een Staff who are found to have
found on [client C] when applying wound medication errors will be suspended
care treatment...Stated that staff from passing meds until training can
(unidentified) pulled [client C's] buttock be completed again and competency
cheeks apart and noticed a small tear. ZVltth th,e H:dlcatlon pass1s
. ctermined.
State'd that she wanted t(.) r.eport the injury A new nurse has been hired to
to (sic) PD ...Stated the injury was less oversee the medical needs of the
than 1/2 inch long." The PD "observed residents at this site.
injury on 6/12/15 while in the medical - The new nurse will be at the
room at Day Services. Observed the site ‘_Veekly to help oversee the
. . . medical needs of the residents and
injury to be a skin tear...Advised staff to complete assessments as needed.
clean the area and treat with wound care Staff who were not trained to
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recommendations."

appointment."”

cream." The conclusion failed to indicate
a finding. Recommendations indicated
"PCP (primary care physician) has been
contacted to request a referral for the
wound care clinic. PC (Program
Coordinator) and Nurse Consultant will
follow up with PCP for an (sic)
instructions. Staff will continue to
monitor and treat wound as the wound
protocol instructs. Staff will monitor the
wound and document the progress of
healing. PC will follow up on wound care

A nursing note dated 6/25/15 was
reviewed on 7/8/15 at 9:59 AM and
indicated "writer collaborated with the
wound care center and PCP office to
coordinate initial wound care assessment.
Initially the PCP sent order to the wrong
wound center as [client C's] guardian
does not want services through [hospital].
Writer clarified that with PCP's office
and provided contact information for
[medical facility wound center]. Order
was sent to [wound center] and we are
awaiting phone call to schedule an

Client C's record was reviewed on 7/8/15
at 12:47 PM. A Risk Plan dated 4/9/15
indicated a plan to address skin integrity.
The plan indicated "[Client C] has
diabetes which puts her at risk for poor

pass insulin by the nurse during the
survey observation were suspended
from passing insulin until training
and competency was verified on
7-10-15.

The medical charts for the site
have been reviewed by the nurse.

A new format for the charts
has been developed to facilitate
better tracking of the appointments.

Client C’s MAR has been
reflected to include all pertant
information for her Tanzeum
medication.

Until the corrected pens with
new labels were sent by the
pharmacy an order change, refer to
MAR sticker was placed on the
existing label on Client C’s Novolog.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

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

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
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healing if skin issues occur." A Health are being met.
Care Report dated 6/29/15 indicated The Program Director will do
" . . home observations bi-weekly to
Unable to review appointment notes, not . .
. . . ensure staff are implementing the
scanned in. [Client C] has appointment plans of clients and the client’s needs
with wound care center on 6/29/15 as are being met.
home health care discharged her from Training completed with the
their care...."The record failed to indicate Stafg?gargng: ‘
. (o] ient C’s wound care treatment
client C had been taken to the wound care
L. . 0 How to measure wounds
clinic as recommended by the hospital 0 How to document skin/wound
and indicated in the Health Care Report. findings
0 Med pass administration
The group home nurse was interviewed (Corgpetel,lcytf“ hlj[i)}zldedt) e
L o0 Ensuring the matches the
on 7/9/15 at 12:07 PM and indicated she £
) S labels on meds
had coordinated a visit with the wound 0 Abuse, neglect and exploitation-
care clinic. When asked if the what constitutes abuse, report
appointment had taken place, she stated, expectations and investigation
"It should have been." She indicated it expectations (competency test
th , bility t provided)
was : e nurse's responsibility to ensure 0 Mechanically altered dicts
appointments were completed. She (competency test provided)
indicated she had made arrangements for o Insulin training (competency test
the appointment and the house provided)
manager/Program Coordinator was O, Ch_em,c s skin integrity and
bl K K diabetic risk plans
re§p0n51b e toma § arrangements to take The Program Coordinator and
client C to the appointment. She Program Director will be retrained
indicated she had not received any on following physician
documentation about the visit. recommendations and
communication expectations with the
. . nurse on 8-13-15.
The PC was interviewed on 7/9/15 at The Program Coordinator and
3:25 PM and indicated she had taken Program Director will be retrained
client C to the appointment at the wound on the expectations for the medical
care facility (date not specified), but the charts on 8-13-15. '
facility did not have a lift to assist client The S@ff responsible for a
) med error during the survey
C from her wheelchair and the observation has been suspended from
appointment was rescheduled. passing medications.
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Staff who are found to have
The group home nurse was interviewed Ifnedlca“ofl morzwm Fie suspended
.. . rom passing meds until training can
on 7/10/15 at 9:03 AM and indicated it Passing mec £
. be completed again and competency
was her understanding arrangements had with the medication pass is
been made for staff to ensure a lift was determined.
available for client C to use by A new nurse has been hired to
transporting her lift to the appointment. oversee the medical needs of the
s - residents at this site.
She indicated there were no notes from The new nurse will be at the
client C's home health care services to site weekly to help oversee the
treat her pressure ulcer prior to being medical needs of the residents and
discharged from their care on 6/17/15. complete assessments as needed.
When asked if client C had received a . Stla'ff;vhtc;lwere no(tl tr".nneglto
. . . ass msulin € nurse durin (5]
nursing or medical evaluation of her Survey observ};tion were Suspei ded
pressure ulcer since her discharge from from passing insulin until training
home health care, she indicated client C and competency was verified on
had not received a medical assessment. 7-10-15.
The nurse indicated she had just finished have b The m?dlca(lj i,ha;tls for the site
. . . ave been reviewe € nurse.
assessing client C's wound and it was A new format Zor the charts
healing and showed no signs and has been developed to facilitate
symptoms of infection. better tracking of the appointments.
Weekly med cabinet checks to
The group home nurse was interviewed be Con_lpleted by the ngra‘m,
Coordinator. The checks will include
on 7/10/15 at 12:00 PM and when asked a check of the meds to ensure the
why staff did not document the location labels match the MAR.
of client C's skin tear on 6/12/15, Additional med practicums
indicated staff should be documenting the will be completed with the staff
. . . ' involved in the medication errors for
location, size and appearance of client C's lients C. E and D
. . clients C, E and D.
wounds in the electronic record, and
reporting any new skin issues to the 3. What measures will be put
nurse. into place or what systemic
changes will be made to ensure
. . hat th fici i
2. Client C's record was reviewed on that t ‘)e deficient practice does not
. recur:
7/8/15 at 12:47 PM. A Risk Plan dated The Program Coordinator will
4/9/15 indicated a plan to address skin do home observations weekly to
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integrity. The plan indicated "Prevention: ensure staff are implementing the
The key to keeping the skin intact is plar;s (')f clients and the client’s needs
. . are being met.
keeping it dry and pressure free...Pressure Tghe Program Director will do
can be relieved by repositioning the client home observations bi-weekly to
or prompting to reposition and ensure staff are implementing the
encouraging functional alignment when plans of clients and the client’s needs
sitting upright...[Client C] is continent, are be“;fg met. eted with th
. . raming completed wi (§]
however uses adult incontinent products staff regar ding"? i
in case of accidents. Staff assist her with 0 Client C’s wound care treatment
changing, as needed...." 0 How to measure wounds
o0 How to document skin/wound
Client C's July, 2015 MAR (medication ﬁndggs I
.. . . . o (§] ass administration
administration record) indicated she was P .
- ) (competency test provided)
to be repositioned and toileted every 2 o Ensuring the MAR matches the
hours. There was no evidence of labels on meds
re-positioning every 2 hours. Client C 0 Abuse, neglect and exploitation-
was repositioned 4 times on 7/4/15, three what iO?Stlmteza,buse’t,rept (,’rt
. . . cXpectations and mvestigation
times on 7/5/15, 1 time on 7/6/15, 5 times peea® £
. expectations (competency test
on 7/7/15 and 6 times on 7/8/15 from provided)
12:00 AM until 8:00 AM. Client C's July, 0 Mechanically altered diets
MAR failed to indicate she was toileted (competency test provided)
twice on 7/2/15, twice on 7/4/15, three ° Incslug)n training (competency test
. . . provide
times on 7/5/15 from 6:00 PM until o Client C's skin integrity and
10:00 PM, and twice on 7/7/15. diabetic risk plans
The Program Coordinator and
The Area Director was interviewed on Program Director will be retrained
7/7/15 at 5:12 PM and indicated staff on following P hysician
.- . . recommendations and
were to reposition client C an.d 't011et her communication expectations with the
every 2 hours and document it in the nurse on 8-13-15.
MAR. The Program Coordinator and
Program Director will be retrained
. . on the expectations for the medical
The group home nurse was interviewed
. charts on 8-13-15.
on 7/10/15 at 12:00 PM. When asked if The staff responsible for a
the missing documentation regarding med error during the survey
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toileting and repositioning was a concern observation has been suspended from
in regards to client C's pressure ulcer, she passing medications.
. g Staff who are found to have
stated, "Yes," and indicated she wasn't . i
medication errors will be suspended
sure if the missing documentation was a from passing meds until training can
lack of completing the repositioning and be completed again and competency
toileting or of a failure to document. She with the medication pass is
indicated staff had been instructed to determined. .
document refusals if client C refused to A new nrse has been hired to
oversee the medical needs of the
be repositioned or toileted and had been residents at this site.
instructed to ensure documentation was The new nurse will be at the
completed. site weekly to help oversee the
medical needs of the residents and
3. Observations were completed in the comple;;fsfs\is;:l;r::eansortli:izia o
group home on 7/2/15 from 6:42 AM pass insulin by the nurse during the
until 8:35 AM. During medication survey observation were suspended
administration at 6:50 AM, client C from passing insulin until training
received 45 units of Lantus Sol (Solostar) 3“?;;’?13 ctency was verified on
insulin via injection by staff #7. The label The medical charts for the site
indicated client C was to receive 38 units. have been reviewed by the nurse.
A new format for the charts
Client C's July, 2015 Medication Administration has been developed to facilitate
Record (MAR) was reviewed on 7/2/15 at 8:10 better tracking of the appointments.
AM. The MAR indicated client C was to receive Weekly med cabinet checks to
45 units of Lantus Solostar at 8:00 AM. be completed by the Program
Coordinator. The checks will include
Client C's record was reviewed on 7/8/15 at 12:47 a check of the meds to ensure the
PM. Client C's Medication History/Physician's labels match the MAR.
orders updated 7/2/15 indicated she was to Additional med practicums
receive 45 units of Lantus Solostar at 8:00 AM. will be completed with the staff
involved in the medication errors for
Staff #7 was interviewed on 7/2/15 at 7:25 AM clients C, E and D.
and indicated she was unsure as to why the label
did not match the MAR. 4.  How will the corrective
action be monitored to ensure the
The group home nurse was interviewed deficient practice will ,nOt rec“,r?
L The Program Director will
on 7/6/15 at 4:48 PM and indicated the monitor to ensure the clients plans
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MAR should match the medication label. and needs are being met during their
She indicated she had contacted the bi-weekly observations. .
. The Program Coordinator will
pharmacy to correct the discrepancy. She . .
e ) ) monitor to ensure the clients plans
indicated staff had been trained to review and needs are being met during their
the medication label and ensure it weekly observations.
matches the MAR. Client C is now involved with
the wound care doctor who is
monitoring her wounds.
4. A BDDS report dated 6/12/15 g et o
o . . Mentor’s new nurse will be in
indicated client D had been given another the home on a weekly basis to
client's medications. Staff #5 had monitor for concerns and assess
prepared another client's medication and residents as needed.
placed the client's initials on the cup and . ,III\IeW S.taff?lref to “f(t’,rk at the
. . SIt€ W1ll recCive client Speciiic
when the client (client E) refused to take . e 5P .
o ) training for each individual prior to
the medications, staff #5 "did not put the working a shift. This training
medications away properly. At that time includes items such as: client’s diets,
[client D] entered the medroom (sic) to risk plans, ISP’s, programming, and
take her medications and was given the medication [CVIEW. o
. . Staff will not pass medication
medications of the other client. PC . .
] until they are trained and deemed
(Program Coordinator) contacted the competent in the med administration
Nurse Consultant and was directed to med pass.
take [client D] to the ER (emergency _ Monthly medication
room). ER advised here (sic) were no practicums will be completed with a
L. . random staff in the home.
concerns at this time as both clients take
similar medications." The report 5. What is the date by which the
indicated client D was monitored for side systemic changes will be
effects and there were none observed and completed?
client D's physician was notified of the August 9th, 2015
medication error. Staff #5 "has been
suspended from conducting medication
administration until she has been
retrained by the Nurse Consultant...."
2. A GER (General Event Reports) dated
3/27/15 was reviewed on 7/6/15 at 4:35
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PM and indicated client E had been given
500 mg (milligrams) of cephalexin
(antibiotic) twice daily from 3/23/15 to
3/27/15 and he was supposed to take
1000 mg twice daily. The explanation for
the error indicated "Staff was only giving
one capsule instead of two." The report
indicated the Home Manager/Program
Coordinator (HM/PC) had notified the
Program Director (PD). There was no
evidence the nurse had been notified of
the error and client E's physician was
notified of the error on 3/27/15 and
indicated additional medication was
prescribed. "All staff retrained. All staff
not involved reminded of med.
(medication) pass procedures."
Corrective action indicated "Continue to
do med. (medication) cabinet checks to
watch for future mistakes, keep staff
trainings current."”

A BDDS report dated 3/23/15 and
reported 3/27/15 indicated client E had
been given only 1 tab of an antibiotic (not
specified) instead of two as prescribed
from 3/23/17-3/27/15. The error was
discovered during an audit of the group
home's medications by the house
manager. Corrective action indicated staff
were retrained.

Staff training records reviewed on 7/7/15
at 5:16 PM indicated staff #5, #6 and #11
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W 0159

Bldg. 00

had been retrained on medication
administration by the house manager on
3/30/15.

The group home nurse was interviewed
on 7/6/15 at 4:48 PM and indicated she
was unaware of the medication error that
had occurred from 3/23/15 to 3/27/15 and
would have liked to have been made
aware so that she could complete
training.

The Area Director was interviewed on
7/6/15 at 5:12 PM and indicated the staff
#5 had been involved with the
medication errors on 3/23/15-3/27/15
involving client E and in the medication
error involving client D on 6/12/15. She
indicated the facility's policy had been
changed recently to require the nurse to
retrain staff for medication errors.

9-3-2(a)

483.430(a)

QUALIFIED MENTAL RETARDATION
PROFESSIONAL

Each client's active treatment program must
be integrated, coordinated and monitored by
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a qualified mental retardation professional.
Based upon record review and interview, W 0159 WI159 Qualified Mental 08/09/2015
the facility failed for 3 of 4 sampled Retardation Professional
. . Each client’s active treatment
clients (clients A, B and E), to ensure the .
] . . program must be integrated,
QIDP (Qualified Intellectual Disabilities coordinated and monitored by a
Professional) coordinated and monitored qualified mental retardation
their program plans. The QIDP failed to professional.
complete periodic reviews of clients A, . . .
. L. I 1.What corrective action will be
B, and E's ISP (Individual Support Plan) accomplished?
objectives. The QIDP failed to ensure for Functional Assessments
1 of 4 sampled clients (client C) updated by QIDP for Client C.
assessments were completed within 30 Day Service functional
days of admission. The QIDP failed for 3 assessments will be completed for
y o ¢ Q clients attending IN Mentor’s day
of 4 sampled clients (clients A, C and E), program.
to assess their vocational skills and ISP updated based by the
interests. The QIDP failed to ensure an QIDP for Client C to include specific
Individual Support Plan (ISP) was Oblecﬂ;e& e
developed within 30 days of admission . FOETAMITIAg Tevised al
) ) implemented based on updated
for 1 of 4 sampled clients (client C). functional assessments and updated
ISPs by QIDP for Clients A, B and
Findings include: E.
Data collected on current
1. Client A's record was reviewed on pr(’gr?msdagd g‘;;egs;‘rygf’ismf s
. completed by or Clients A, B,
7/8/15 at 511 PM. Ag ISl? updated and E.
12/13/14 indicated objectives to make a Programming implemented
meal, wear panties, decrease going for Client C.
through the house undressed, decrease Client C completed a PT
urination on the floor, help mop urine, evaluation on 7-14-15.
t sh - h tv lunch Formal programming to be
puts .Oes nex o.couc » empty func implemented for Client C based on
box, sign yes, adjust water temperature her PT evaluation recommendations.
and choose a penny. There was no A new QIDP has been hired
evidence of a Qualified Intellectual for the site.
Disabilities Professional (QIDP) review ) o
fth £ client A's obiecti 1.How will we identify other
ol the progress of client A's objectives residents having the potential to be
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since 12/9/14. affected by the same deficient
practice and what corrective action
. , . will be taken?
2. Client B's record was reviewed on
7/7/15 at 4:30 PM. An ISP dated 7/22/14 Functional assessments of all
indicated objectives to load the clients at site reviewed and updated
dishwasher, trim beard/mustache, look by QIDP.
through grocery store ads for savings, ~ ISPsofall clients at site
. . reviewed and updated by QIDP.
choose appropriate clothing, state what . .
i o i Programming of all clients at
constitutes abuse, and self administration site reviewed and revised as
of medication. There was no evidence of necessary for all clients at site by
a Qualified Intellectual Disabilities QIDP.
Professional (QIDP) review of the Data collection of all clients
. , .. . completed by QIDP.
progress of client B's objectives since
12/1/14. 1.What measures will be put into
place or what systemic changes will
3. Client C's record was reviewed on be made to ensure that the deficient
7/8/15 at 12:47 PM. The record indicated practice does not recur:
an. ISP m.eet¥ng was h(.ild on .4/ 1 7/ 15, but Training with QIDP regarding
failed to indicate specific objectives. ISP process, including completing
functional assessment, creating
4. Client E's record was reviewed on outcomes in ISP consistent with
7/8/15 at 4:53 PM. Client E's ISP updated assessed r/leedls’ melzmentattlon of
. . . . programs/goals based on outcomes
12/13/14 indicated objectives to state from the ISP, collecting data and
what constitutes abuse, put dentures in revision of programs/goals based on
mouth, state 1 thing he did that day, client success.
identify ways to deal with stressors, state DeVel.Opmem al}d
why he wears (sic) aids, identify the key Imple@entatlon of Active Treatment
he lock h h Checklist for QIDP to ensure all
to t e locked s arps. T .ere was no components of annual ISP are
evidence of a QIDP review of the accomplished within time frames
progress of client #4's objectives after identified.
12/11/14. Development and
Implementation of Monthly
. . . Checklist for QIDP to track that all
The Area Director was interviewed on monitoring of programs/goals has
7/7/15 at 5:12 PM and when asked about been completed.
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the QIDP reviews of clients' progress, she
stated, "They're going to be minimal." I.How will the corrective a<':ti0n be
monitored to ensure the deficient
practice does not recur?
3. The QIDP failed to ensure for 1 of 4
sampled clients (client C) assessments or Area Director will review all
reassessments were completed within 30 monthly checklists regarding
days of admission. Please see W210. monitoring of programs to ensure
that programs are implemented and
. consistent with needs of clients.
4. The QIDP failed for 3 of 4 sampled Program Director/QIDP will
clients (clients A, C and E), to assess complete monthly supervisory visits
their vocational skills and interests. and review of documentation for the
Please see W225. site. This review includes review of
the formal programming and ISP.
5. The QIDP failed to ensure an . T};e Pf"f‘%mft‘; Cfr(r’lrditnatordWﬂ;
. monitor the active treatment needs o
Individual Support Plan (ISP) was the home daily to ensure that the staff
developed within 30 days of admission is meeting the active treatment needs
for 1 of 4 sampled clients (client C). of the residents.
Please see W226. The Program Director will
consult with the Program
9-3-3(a) Coordinator regarding the. active
treatment needs of the residents on a
daily basis.
The Program Director will
complete observations within the
home as the active treatment needs of
the residents dictates.
The notes from the
consultation between the Program
Director and Program Coordinator
will be forwarded to the Area
Director to review.
1.What is the date by which the
systemic changes will be completed?
August 9, 2015
W 0191 483.430(e)(2)
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STAFF TRAINING PROGRAM
Bldg. 00 | For employees who work with clients,
training must focus on skills and
competencies directed toward clients'
behavioral needs.
Based upon observation, record review W 0191 W 191 Staff Training Program 08/09/2015
and interview, the facility neglected for 2 Fl‘?r eflfilo?’e.es who :’Vfork with il
. . clients, traming must 1ocus on SK1llS
of 4 sampled clients (clients C and E) and & mus
- ) ) and competencies directed towards
1 additional client (client D) to ensure clients’ behavioral needs.
staff were trained to competency to
administer medications without error and 1. What corrective action will
to provide documentation and/or be accomplished? _ .
ol t client C's skin inteerity risk The Program Coordinator will
implement client C's skin integrity ris do home observations weekly to
plan. ensure staff are implementing the
plans of clients and the client’s needs
Findings include: are being met.
The Program Director will do
.. L. home observations bi-weekly to
The facility's incidents reported to the . Y
o ensure staff are implementing the
Bureau of Developmental Disabilities plans of clients and the client’s needs
Services (BDDS) were reviewed on are being met.
7/1/15 at 5:07 PM and included the Training completed with the
following medication errors: staff r?gardmg:
0 Client C’s wound care treatment
o0 How to measure wounds
1. A BDDS report dated 6/12/15 0 How to document skin/wound
indicated client D had been given another findings
client's medications. Staff #5 had 0 Med pass administration
prepared another client's medication and (Compete?cy test provided)
ent's initial h d 0 Ensuring the MAR matches the
placed the c.hent s initials on the cup an labels on meds
when the client (client E) refused to take 0 Abuse, neglect and exploitation-
the medications, staff #5 "did not put the what constitutes abuse, report
medications away properly. At that time expectations and investigation
[client D] entered the medroom (sic) to ;Xgegzg;) ns (competency test
. . . TOV.
take her medications and WA given the 0 Mechanically altered dicts
medications of the other client. PC (competency test provided)
(Program Coordinator) contacted the o Insulin training (competency test
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Nurse Consultant and was directed to provided)
take [client D] to the ER (emergency Z. bCh_em.Ck s fkm integrity and
. . 1abetic ris ans
room). ER advised here (sic) were no Clientp C was seen by the
concerns at this time as both clients take wound care clinic on 7-14-15.
similar medications." The report Follow up appointment
indicated client D was monitored for side recommended for 8-12-15.
effects and there were none observed and ot Chhent C’s MAR;pdated to
. .. . Treriect changes i wound care
client D's physician was notified of the &e e
o recommendations for repositioning
medication error. Staff #5 "has been while in her wheelchair.
suspended from conducting medication Daily skin checks are being
administration until she has been completed for Client C.
retrained by the Nurse Consultant...." Client C has daily wound care
that staff is assisting her with to
promote healing of the pressure sore.
2. A GERs (General Reports Event) The Program Coordinator and
dated 3/27/15 was reviewed on 7/6/15 Program Director will be retrained
and indicated client E had been given 500 on following physician
mg (milligrams) of cephalexin recomme.nda.tlons and ) ,
e . . . communication expectations with the
(antibiotic) twice daily from 3/23/15 to
nurse on §-13-15.
3/27/15 and he was supposed to take The Program Coordinator and
1000 mg twice daily. The explanation for Program Director will be retrained
the error indicated "Staff was only giving on the expectations for the medical
one capsule instead of two." The report charts (;flhg'lf'fE' bl f
. . € Stall responsiple 1or a
1ndlca‘fed the Home Manager/I"rogram med error during the survey
Coordinator (HM/PC) had notified the observation has been suspended from
Program Director (PD). There was no passing medications.
evidence the nurse had been notified of ' StaffWho are found to have
the error and client E's physician was medlcanofl errors will F’e Su_SI_’ended
. from passing meds until training can
notified of the error on 3/27/15 and be completed again and competency
indicated additional medication was with the medication pass is
prescribed. "All staff retrained. All staff determined.
not involved reminded of med. A new nurse has been hired to
(me dication) pass proce dures." oversee the medical needs of the
i R T residents at this site.
Corrective action indicated "Continue to The new nurse will be at the
do med. (medication) cabinet checks to site weekly to help oversee the
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watch for future mistakes, keep staff medical needs of the residents and
trainings current.” complete assessments as needed.
Staff who were not trained to
pass insulin by the nurse during the
A BDDS report dated 3/23/15 and survey observation were suspended
reported 3/27/15 indicated client E had from passing insulin until training
been given only 1 tab of an antibiotic (not and competency was verified on
specified) instead of two as prescribed 7-10-151;h dical charts for the sit
€ medical charts 1or the site
from 3/23/17-3/27/15. The error was .
} ) ) have been reviewed by the nurse.
discovered during an audit of the group A new format for the charts
home's medications by the house has been developed to facilitate
manager. Corrective action indicated staff better tracking of the appointments.
were retrained Client C’s MAR has been
’ reflected to include all pertant
o ) information for her Tanzeum
Staff training records reviewed on 7/7/15 medication.
at 5:16 PM indicated staff #5, #6 and #11 Until the corrected pens with
had been retrained on medication new labels were sent by the
administration by the house manager on P harmac_y an order change, refer to
3/30/15 MAR sticker was placed on the
: existing label on Client C’s Novolog.
Weekly med cabinet checks to
The group home nurse was interviewed be completed by the Program
on 7/6/15 at 4:48 PM and indicated she Coordinator. The checks will include
was unaware of the medication error that i‘l ;hTCk Of t}?ihm?\(/i[i\tg ensure the
apcls matc c .
had occurred'from 3/23/15 to 3/27/15 and Additional med practicums
would have liked to have been made will be completed with the staff
aware so that she could complete involved in the medication errors for
training. clients C, E and D.
Diets for Client A and G were
. . . reviewed with the staff.
The Area Director was interviewed on
7/6/1 5 at 5: 12 PM and indicated Staff #5 2. How will we identify other
had been involved with the medication residents having the potential to be
errors on 3/23/15-3/27/15 involving “‘ffe“f’d by the same deﬁc?e“t
client E and in the medication error pra,mce a nd what corrective
. . . action will be taken?
involving client D on 6/12/15. She All residents have the
indicated the facility's policy had been potential to be affected by the same
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changed recently to require the nurse to deficient practice.
retrain staff for medication errors. The Program Coordinator will
do home observations weekly to
. . ensure staff are implementing the
2. Observations were completed in the plans of clients and the client’s needs
group home on 7/2/15 from 6:42 AM are being met.
until 8:35 AM. During medication The Program Director will do
administration at 6:50 AM, client C home Obs‘;ttvatl(fns tl’l'weel.dy “;l
. U . ensure staff are implementing the
received 30 ml (milliliters) of Potassium . b e
) plans of clients and the client’s needs
Chloride from staff #7. The label are being met.
indicated client C was to receive 37.5 ml Training completed with the
three times daily. Client C received staff regarding:
Novolog Flex Pen (diabetes insulin) 15 0 Client C’s wound care treatment
it d Lantis Sol luti 45 unit 0 How to measure wounds
un.1 S an ] an I_S 0. (so.u 19n) units 0 How to document skin/wound
(diabetes insulin) via injection. Staff #7 findings
attempted to administer Tanzeum 30 mg 0 Med pass administration
(diabetes insulin) via injection, but the (competency test provided)
syringe was not dialed to administer the 0 Ensuring the MAR matches the
dicati dth dle fell th labels on meds
me lcatlorll an ¢ needle fell on ) © 0 Abuse, neglect and exploitation-
floor after it had been placed on client C's what constitutes abuse, report
arm for injection. Staff #7 dialed the expectations and investigation
syringe again and was then able to expectations (competency test
administer the Tanzeum after installing a provided) . .
dl 0 Mechanically altered diets
nhew needle. (competency test provided)
0 Insulin training (competency test
Client C's July, 2015 Medication Administration provided)
Record (MAR) \.Nas. reviewe.d on 7/2/15 at 8:1 0 o Client C’s skin integrity and
AM. The MAR indicated client C was to receive diabetic risk plans
37.5 ml of Potassium Chloride at 8:00 AM. The Program Coordinator and
Program Director will be retrained
Staff #7 was interviewed on 7/2/15 at 7:25 AM on following physician
and when asked about the correct dosage for recommendations and
client C, stated "It's what I was taught." Staff #7 communication expectations with the
indicated he was trained by the house manager to nurse on 8-13-15.
administer client C's medications, including The Program Coordinator and
NOVO]Og and Lantus. He indicated client C Program Director will be retrained
received Tanzeum once weekly, and since the on the expectations for the medical
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house manager was on vacation, a co-worker charts on 8-13-15.
(un-named) had trained him on the procedures to The staff responsible for a
administer the injectable medication. med error during the survey
observation has been suspended from
The group home manager was interviewed on passing medications.
7/6/15 at 3:36 PM and indicated the medication Staff who are found to have
administration on 7/2/15 was staff #7's first time medication errors will be suspended
administering medications. The group home from passing meds until training can
manager stated, "I had trained him to pour it into be completed again and competency
a shot glass size. The dosage may have changed." with the medication pass is
determined.
Client C's records were reviewed on 7/8/15 at A new nurse has been hired to
12:47 PM. A physician's order dated 4/9/15 oversee the medical needs of the
indicated client C was to receive 37.5 ml of residents at this site.
potassium chloride three times daily. Client C's The new nurse will be at the
MARSs for April, 2015-July, 2015 indicated she site weekly to help oversee the
was to receive 37.5 mg of potassium chloride. medical needs of the residents and
complete assessments as needed.
The Area Director (AD) was interviewed on Staff who were not trained to
7/2/15 at 1:03 PM and indicated staff #7 should pass insulin by the nurse during the
not have administered insulin injected survey observation were suspended
medications if the nurse didn't train him on from passing insulin until training
administering insulin. and competency was verified on
7-10-15.
Client C's record was reviewed on 7/8/15 The medical charts for the site
at 12:47 PM. A Risk Plan dated 4/9/15 have been reviewed by the nurse.
A new format for the charts
indicated a plan to address skin integrity. has been developed to facilitate
The plan indicated "Prevention: The key better tracking of the appointments.
to keeping the skin intact is keeping it dry Weekly med cabinet checks to
and pressure free...Pressure can be be completed by the Program
. e . . Coordinator. The checks will include
relieved by repositioning the client or a check of the meds to ensure the
prompting to reposition and encouraging labels match the MAR.
functional alignment when sitting Additional med practicums
upright...[Client C] is continent, however will be completed with the staff
uses adult incontinent products in case of involved in the medication errors for
. . . . clients C, E and D.
accidents. Staff assist her with changing, Diets for Client A and G were
as needed...." reviewed with the staff.
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Client C's July, 2015 MAR (medication 3. What measures will be put
administration record) was reviewed in into place or what systemic
Y changes will be made to ensure
the record and indicated she was to be . .
. ] that the deficient practice does not
repositioned and toileted every 2 hours. recur?
There was no evidence of re-positioning The Program Coordinator will
every 2 hours 4 times on 7/4/15, three do home observations weekly to
times on 7/5/15, 1 time on 7/6/15, 5 times ensure Staf,f are imp lemen,tmg the
. plans of clients and the client’s needs
on 7/7/15 and 6 times on 7/8/15 from are being met
12:00 AM until 8:00 AM. Client C's July, The Program Director will do
MAR failed to indicate she was toileted home observations bi-weekly to
twice on 7/2/15, twice on 7/4/15, three ensure Staff are implem@ting the
times on 7/5/15 from 6:00 PM until plans (')f clients and the client’s needs
] . are being met.
10:00 PM, and twice on 7/7/15. Training completed with the
staff regarding:
Staff training records dated 6/5/15 were 0 Client C’s wound care treatment
reviewed on 7/2/15 at 1:35 PM and 0 How to measure WO‘{ndS
indicated staff #3, #9, #7, #2, #10 and the 0 Howtodocument skinfwound
. . indings
Progra'm D1r.ect0r ha(.i been trained 0 Med pass administration
regarding client C's risk plans, (competency test provided)
re-positioning, toileting, wound 0 Ensuring the MAR matches the
documentation, blood sugars (testing) labels on meds
. . .. . O Abuse, neglect and exploitation-
and insulin administration. .
what constitutes abuse, report
expectations and investigation
The Area Director was interviewed on expectaﬁons (competency test
7/7/15 at 5:12 PM and indicated staff provided)
were to reposition client C and toilet her 0 Mechanically altered diets
every 2 hours and document it in the (Compe@cy et provided)
MAR 0 Insulin training (competency test
. provided)
0 Client C’s skin integrity and
The group home nurse was interviewed diabetic risk plans
on 7/10/15 at 12:00 PM. When asked if The Program Coordinator and
.. . . Program Director will be retrained
the missing documentation regarding . -
o L on following physician
toileting and repositioning concerned her recommendations and
in regards to client C's pressure ulcer, she communication expectations with the
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stated, "Yes," and indicated she wasn't nurse on 8-13-15.
sure if the missing documentation was a The Program Coordinator and
lack of leting th Hon d Program Director will be retrained
a(.: 0 comple 1ng ¢ reposthioning an on the expectations for the medical
toileting or of a failure to document. She charts on 8-13-15.
indicated staff had been instructed to The staff responsible for a
document refusals if client C refused to med error during the survey
be repositioned or toileted observation has been suspended from
) passing medications.
. ) Staff who are found to have
3. During observation at the group home medication errors will be suspended
on 7/2/15 from 6:42 PM until 8:35 AM, from passing meds until training can
clients A and G were served scrambled be completed again and competency
eggs with lumps. Client A was served with the medication pass is
i h determined.
cottage cheese. A new nurse has been hired to
oversee the medical needs of the
Staff #10 was interviewed on 7/2/15 at residents at this site.
7:42 AM and indicated she had been told The new nurse will be at the
cottage cheese was part of the pureed diet site ‘_Veekly to help oversee the
medical needs of the residents and
and that she had used a blender to blend
) complete assessments as needed.
the eggs, but lumps remained. Staff who were not trained to
pass insulin by the nurse during the
Client A's record was reviewed on 7/8/15 survey observation were suspended
at 5:11 PM. A risk plan dated 5/6/15 fro;n passn;g insulin untl,lftrzlmng
.. . . . and competency was verified on
indicated client A was at high risk for 7-10-15 peteney
choking and indicated she was to receive The medical charts for the site
a pureed diet. have been reviewed by the nurse.
A new format for the charts
Client G's record was reviewed on 7/9/15 has been de.V cloped to fam,htate
] .. 1 better tracking of the appointments.
at 1:35 PM. A nl.ltntlona' assessment Weekly med cabinet checks to
dated 4/6/15 indicated client G was to be completed by the Program
receive a pureed diet. Coordinator. The checks will include
a check of the meds to ensure the
The house manager was interviewed on labels matc},l _the MAR. _
Lo Additional med practicums
7/6/15 at 3:32 PM and indicated the will be completed with the staff
pureed texture should be smooth. She involved in the medication errors for
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indicated she thought staff #10 had been
trained on preparing pureed diet, and
stated, "I assumed she had done training
(on diet consistency), but she didn't." She
indicated staff #10 had transferred from
another facility.

9-3-3(a)

clients C, E and D.
Diets for Client A and G were
reviewed with the staff.

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

The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.

The Program Coordinator will
monitor to ensure the clients plans
and needs are being met during their
weekly observations.

Client C is now involved with
the wound care doctor who is
monitoring her wounds.

Mentor’s new nurse will be in
the home on a weekly basis to
monitor for concerns and assess
residents as needed.

New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
includes items such as: client’s diets,
risk plans, ISP’s, programming, and
medication review.

Staff will not pass medication
until they are trained and deemed
competent in the med administration
med pass.

Monthly medication
practicums will be completed with a
random staff in the home.

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

August 9th, 2015
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W 0210 483.440(c)(3)
INDIVIDUAL PROGRAM PLAN
Bldg. 00 | Within 30 days after admission, the
interdisciplinary team must perform accurate
assessments or reassessments as needed
to supplement the preliminary evaluation
conducted prior to admission.
Based upon record review and interview, W 0210 W 210 Individual Program Plan 08/09/2015
the facility failed for 1 of 4 sampled _Wlth'r_‘ 39 (?ays after admission, the
. . interdisciplinary team must perform
clients (client C) to ensure a complete
) accurate assessments or
comprehens1ve assessment was reassessments as needed to
completed within 30 days. supplement the preliminary
evaluation conducted prior to
Findings include: admission.
. . 1.  What corrective action will
Client C's record was reviewed on 7/8/15 be accomplished?
at 12:47 PM. The record indicated client Client C completed a PT
C was admitted on 3/31/15. Client C's evaluation on 7-14-15.
record indicated she used a wheelchair . Formal p rogramming to be
.. . . implemented for Client C based on
for mobility and required staff assistance . .
N her PT evaluation recommendations.
for transfers and mobility. The record The importance of completing
failed to include evidence an assessment new admission appointments will be
of her needs in sensorimotor skills had reviewed with the Program Director
been completed and Program Coordinators.
] ) 2.  How will we identify other
The house manager was interviewed on residents having the potential to be
7/9/15 at 3:25 PM and indicated client C affected by the same deficient
had not yet had an assessment completed practice and what corrective
by physical thera action will be taken?
y Py Py All residents have the
potential to be affected by the same
9-3-4(a) deficient practice.
The importance of completing
new admission appointments will be
reviewed with the Program Director
and Program Coordinators.
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W 0225

Bldg. 00

483.440(c)(3)(v)

INDIVIDUAL PROGRAM PLAN

The comprehensive functional assessment
must include, as applicable, vocational skills.

Based upon observation, record review
and interview, the facility failed for 3 of 4

W 0225

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

The importance of completing
new admission appointments will be
reviewed with the Program Director
and Program Coordinators.

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

The Quality Assurance
department will complete audits to
ensure completion of the QIDP
responsibilities (i.e. programmatic
data reviews, yearly assessments
completed, obtaining necessary
ISP/BSP signatures, completion of
ISP’s, etc.).

The nurse will monitor new
admission appointments to ensure
they are completed.

The nurse will review
residents appointments monthly via
the health care reports that are being
ran for the clients.

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

August 9th, 2015

‘W 225 Individual Program Plan
The comprehensive

08/09/2015
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sampled clients (clients A C, and E) to functional assessment must include,
assess their vocational skills and as applicable, vocational skills.
Interests. 1. What corrective action will
be accomplished?
Findings include: Functional/vocational
assessments will be completed for
Observations were completed at the Clients A, C and E for their day
.- . service activities.
facility operated day services on 7/9/15 Traini . .
X ] raining will be provided to
from 12:00 PM until 1:00 PM. Client C the Program Director/QIDP over the
played bowling on an electronic tablet. day service program regarding the
Client A looked at magazines. Client E expectations of completing a
put together a puzzle functional/vocational assessments
' upon admission and yearly.
Client A's record was reviewed on 7/8/15 2. How will we identify other
at 5:11 PM and failed to indicate a residents having the potential to be
vocational assessment. affected by the same deficient
practice and what corrective
. , . action will be taken?
Client C's record was reviewed on 7/8/15 Al residents have the
at 12:47 PM and failed to indicate a potential to be affected by the same
vocational assessment. deficient practice.
Functional/vocational
. , . assessments will be completed for all
Client E's record was reviewed on 7/8/15 ) :
. L. clients who attend day service
at 4:53 PM and failed to indicate a activities.
vocational assessment. Training will be provided to
the Program Director/QIDP over the
The Area Director #2 indicated on day service program regarding the
tati f leti
7/10/15 at 11:31 AM there were no CXPectations of ComPpICtng a
. . functional/vocational assessments
additional assessments available to upon admission and yearly.
review.
3.  What measures will be put
9-3-4(a) into place or what systemic
changes will be made to ensure
that the deficient practice does not
recur?
Functional/vocational
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W 0226

Bldg. 00

483.440(c)(4)

INDIVIDUAL PROGRAM PLAN

Within 30 days after admission, the
interdisciplinary team must prepare, for each
client, an individual program plan.

Based upon record review and interview,
the facility failed to ensure an Individual
Support Plan (ISP) was developed within

assessments will be completed for all
clients who attend day service
activities.

Training will be provided to
the Program Director/QIDP over the
day service program regarding the
expectations of completing a
functional/vocational assessments
upon admission and yearly.

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

The Program Director/QIDP
will monitor during their monthly
supervisory checks (these include a
review of programmatic data,
assessments, ISP’s and BSP’s).

The Quality Assurance
department will complete audits to
ensure completion of the QIDP
responsibilities (i.e. programmatic
data reviews, yearly assessments
completed, obtaining necessary
ISP/BSP signatures, completion of
ISP’s, etc.).

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

August 9th, 2015

W 0226 W 226 Individual Program Plan
Within 30 days after admission, the
interdisciplinary team must prepare,
for each client, an individual

08/09/2015
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30 days of admission for 1 of 4 sampled program plan.
clients (client C).
1. What corrective action will
oo . be accomplished?
Findings include: Client C’s ISP has been
updated and completed to include
Client C's records were reviewed on objectives.
7/8/15 at 12:47 PM. The record indicated e p Tralm}‘;% Wltu bfglr]g;l?ed to
. . . e Program Directors o
client C was admitted on 3/31/15. Client 2 .
o regarding the importance of
C's ISP dated 4/17/15 indicated the completing an ISP within 30 days of
meeting had been held, but there was no admission and yearly with all clients.
evidence of objectives in the record. Formal programing will be
implemented for Client C based on
) ) . her ISP objectives.
The Area Director was .1nt§rv1ewed on A new QIDP has been hired
7/7/15 at 5:12 PM and indicated the for the site.
Program Director/Qualified Intellectual
Disabilities Professional had resigned on 2. How will we identify other
7/6/15 residents having the potential to be
' affected by the same deficient
practice and what corrective
The House Manager (HM) was action will be taken?
interviewed on 7/9/15 at 3:25 PM. When All residents have the
asked about ISP goals, she stated, "Those potential to be affected by the same
" . g deficient practice.
are very few," and indicated they were T .
o Training will be provided to
the responsibility of the Program the Program Directors/QIDP to
Director/Qualiﬁed Intellectual regarding the imp()rtance of
Disabilities Professional. completing an ISP within 30 days of
admission and yearly with all clients.
9-3-4(a) The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis.
The Program Director/QIDP
will ensure that there is formal
programming in place for all
residents that address identified
needs.
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3. What measures will be put
into place or what systemic
changes will be made to ensure
that the deficient practice does not
recur?

Training will be provided to
the Program Directors/QIDP to
regarding the importance of
completing an ISP within 30 days of

admission and yearly with all clients.

The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis.

The Program Director/QIDP
will ensure that there is formal
programming in place for all
residents that address identified
needs.

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

The Program Director/QIDP
will monitor during their monthly
supervisory checks (these include a
review of programmatic data, ISP’s
and BSP’s).

The Area Director will
monitor the completion of the
programmatic data by the Program
Director/QIDP for three months and
then randomly to ensure that the
Program Director is completing the
data monthly.

The Quality Assurance
department will complete audits to
ensure completion of the QIDP
responsibilities (i.e. programmatic
data reviews, yearly assessments
completed, obtaining necessary
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ISP/BSP signatures, completion of
ISP’s, etc.).
5. What is the date by which the
systemic changes will be
completed?
August 9th, 2015
W 0318 483.460
HEALTH CARE SERVICES
Bldg. 00 | The facility must ensure that specific health
care services requirements are met.
Based on record review and interview, W 0318 W 318 Health Care Services 08/09/2015
the facility failed to meet the Condition __ The facility must ensure that
L. . specific health care service
of Participation: Health Care Services. .
. . . . requlrements are met.
The facility's nursing services failed for 1
of 4 sampled clients (client C) to provide 1. What corrective action will
oversight and training to 1) ensure staff be accomplished?
were trained to competency to administer The Program Coordinator will
.. . do home observations weekly to
medications to prevent medication . .
o ) ) ensure staff are implementing the
administration errors, 2) failed to ensure plans of clients and the client’s needs
medication labels matched the are being met.
medication administration record, and 3) The Program Director will do
failed to ensure nursing measures were home Observatl(fns bl'weel,dy to
imol d | ensure staff are implementing the
Implemente .to prevent pressure uicers plans of clients and the client’s needs
from developing. are being met.
Training completed with the
Findings include: staff regarding:
0 Client C’s wound care treatment
o0 How to measure wounds
ce
1. Pl'ease refs:r to W191. The facility's o How to document skin/wound
nursing services failed for 2 of 4 sampled findings
clients (clients C and E) and 1 additional 0 Med pass administration
client (client D) to ensure staff were (competency test provided)
. .. 0 Ensuring the MAR matches the
trained to competency to administer tabel 4
. . . . apcls on meds
medications without error and to provide 0 Abuse, neglect and exploitation-
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documentation and/or implement client what constitutes abuse, report
C's skin integrity risk plan expectations and investigation
expectations (competency test
o provided)
2. Please refer to W323. The facility's 0 Mechanically altered diets
nursing services failed for 2 of 3 sampled (competency test provided)
clients (clients B and C) to ensure timely 0 Insulin training (competency test
vision and dental examinations were provided) S
leted 0 Client C’s skin integrity and
compieted. diabetic risk plans
Client C was seen by the
3. Please refer to W331. The facility's wound care clinic on 7-14-15.
nursing services failed for 1 of 4 sampled Follow up appointment
clients (client C) to provide oversight and recommended for 8-12-15,
.. . Client C’s MAR updated to
training to 1) ensure staff were trained to .

- o reflect changes in wound care
competency to administer medications to recommendations for repositioning
prevent medication administration errors, while in her wheelchair.

2) failed to ensure medication labels Daily skin checks are being
matched the medication administration completed for Client C.

d. and 3) failed . Client C has daily wound care
record, and 3) ?] ed to ensure nursing that staff is assisting her with to
measures were implemented to prevent promote healing of the pressure sore.
pressure ulcers from developing. The Program Coordinator and

Program Director will be retrained
4. Please refer to W368. The facility's on following P hysician
. . failed f recommendations and
nurS?n.g services 2.11 e. to en.sure sta communication expectations with the
administered medications without error nurse on 8-13-15.
for 1 of 4 sampled clients (client E) and The Program Coordinator and
for 1 additional client (client D). Program Director will be retrained
on the expectations for the medical
1 f he facility! charts on 8-13-15.
5.P .ease re ér to W369. The facility's The staff responsible for a
nursing services failed for 1 of 4 sampled med error during the survey
clients (client C) to ensure staff observation has been suspended from
administered medications without error. passing medications.
Staff who are found to have
medication errors will be suspended
9-3-6(a) from passing meds until training can
be completed again and competency
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with the medication pass is
determined.

A new nurse has been hired to
oversee the medical needs of the
residents at this site.

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

Staff who were not trained to
pass insulin by the nurse during the
survey observation were suspended
from passing insulin until training
and competency was verified on
7-10-15.

The medical charts for the site
have been reviewed by the nurse.

A new format for the charts
has been developed to facilitate
better tracking of the appointments.

Client C’s MAR has been
reflected to include all pertant
information for her Tanzeum
medication.

Until the corrected pens with
new labels were sent by the
pharmacy an order change, refer to
MAR sticker was placed on the
existing label on Client C’s Novolog.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

Client C’s dental appointment
was on 7-27-15.

A dental appointment for
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client B has been scheduled.
Client B’s vision exam was

completed on 7-30-15.

: A vision exam for Client C

has been scheduled.

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

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

The importance of completing
annual appointments will be
reviewed with the Program
Coordinators and Program Directors.

The medical charts for all of
the residents at the site have been
audited by the nurse. Missing
appointments will be rescheduled.

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

0 Client C’s wound care treatment
0 How to measure wounds

0 How to document skin/wound
findings

0 Med pass administration
(competency test provided)

0 Ensuring the MAR matches the
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labels on meds

O Abuse, neglect and exploitation-
what constitutes abuse, report
expectations and investigation
expectations (competency test
provided)

0 Mechanically altered diets
(competency test provided)

0 Insulin training (competency test
provided)

0 Client C’s skin integrity and
diabetic risk plans

The Program Coordinator and
Program Director will be retrained
on following physician
recommendations and
communication expectations with the
nurse on 8-13-15.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts on 8-13-15.

The staff responsible for a
med error during the survey
observation has been suspended from
passing medications.

Staff who are found to have
medication errors will be suspended
from passing meds until training can
be completed again and competency
with the medication pass is
determined.

A new nurse has been hired to
oversee the medical needs of the
residents at this site.

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

Staff who were not trained to
pass insulin by the nurse during the
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survey observation were suspended
from passing insulin until training
and competency was verified on
7-10-15.

The medical charts for the site
have been reviewed by the nurse.

A new format for the charts
has been developed to facilitate
better tracking of the appointments.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

The importance of completing
annual appointments will be
reviewed with the Program
Coordinators and Program Directors.

The medical charts for all of
the residents at the site have been
audited by the nurse. Missing
appointments will be rescheduled.

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.
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Training completed with the
staff regarding:

a.  Client C’s wound care
treatment

b.  How to measure wounds

c. How to document skin/wound
findings

d.  Med pass administration
(competency test provided)

e. Ensuring the MAR matches the
labels on meds

f. Abuse, neglect and
exploitation- what constitutes abuse,
report expectations and investigation
expectations (competency test
provided)

g.  Mechanically altered diets
(competency test provided)

h.  Insulin training (competency
test provided)

i Client C’s skin integrity and
diabetic risk plans

The Program Coordinator and
Program Director will be retrained
on following physician
recommendations and
communication expectations with the
nurse on §-13-15.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts on 8-13-15.

The staff responsible for a
med error during the survey
observation has been suspended from
passing medications.

Staff who are found to have
medication errors will be suspended
from passing meds until training can
be completed again and competency
with the medication pass is
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determined.

A new nurse has been hired to
oversee the medical needs of the
residents at this site.

The new nurse will be at the
site weekly to help oversee the
medical needs of the residents and
complete assessments as needed.

Staff who were not trained to
pass insulin by the nurse during the
survey observation were suspended
from passing insulin until training
and competency was verified on
7-10-15.

The medical charts for the site
have been reviewed by the nurse.

A new format for the charts
has been developed to facilitate
better tracking of the appointments.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.

The Program Coordinator will
monitor to ensure the clients plans
and needs are being met during their
weekly observations.
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Client C is now involved with
the wound care doctor who is
monitoring her wounds.

Mentor’s new nurse will be in
the home on a weekly basis to
monitor for concerns and assess
residents as needed.

The Quality Assurance
department will complete audits to
ensure completion of the QIDP
responsibilities (i.e. programmatic
data reviews, yearly assessments
completed, obtaining necessary
ISP/BSP signatures, completion of
ISP’s, etc.).

The nurse will monitor new
admission appointments to ensure
they are completed.

The nurse will review
residents appointments monthly via
the health care reports that are being
ran for the clients.

New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
includes items such as: client’s diets,
risk plans, ISP’s, programming, and
medication review.

Staff will not pass medication
until they are trained and deemed
competent in the med administration
med pass.

Monthly medication
practicums will be completed with a
random staff in the home.

The nurse, Program
Coordinator and Program Director
will consult daily regarding the
medical needs of the clients. This
will include oversight of the MAR,
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skin/wound documentation, dietary
needs of the residents and
appointment outcomes. This
consultation will be documented on
the team meeting notes.
The team will facilitate
appropriate follow up action based
on the daily consultation.
The nurse will be available to
do observations within the home for
medical related issues as the client’s
needs indicate.
The nurse will review the
medication practicums that are
completed with the staff in the home.
She will consult with the PD and PC
regarding any concerns she has.
1.What is the date by which the
systemic changes will be
completed?
August 9th, 2015
W 0323 483.460(a)(3)(i)
PHYSICIAN SERVICES
Bldg. 00 | The facility must provide or obtain annual
physical examinations of each client that at a
minimum includes an evaluation of vision
and hearing.
Based upon record review and interview, W 0323 W 323 Physician Services 08/09/2015
the facility failed for 2 of 3 sampled  The facility must provide or
. . . obtain annual physical examinations
clients (clients B and C) to ensure timely . .
of each client that at a minimum
vision and dental examinations were includes an evaluation of vision and
completed. hearing.
Fin dings include: 1. What corrective action will
be accomplished?
Client C’s dental appointment
Client B's record was reviewed on 7/7/15 was on 7-27-15.
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at 4:30 PM. The record failed to indicate A dental appointment for
an examination of client B's dental health client B has been scheduled.
. Client B’s vision exam was
and oral hygiene. completed on 7-30-15.
A vision exam for Client C
Client C's record was reviewed on 7/8/15 has been scheduled.
at 12:47 PM and failed to indicate an
examination of client C's dental health 2. How will we identify other
. residents having the potential to be
and oral hygiene. affected by the same deficient
practice and what corrective
The house manager was interviewed on action will be taken?
7/10/15 at 11:08 AM and indicated there All residents have the
.- o potential to be affected by the same
was no additional examination ) ;
. . . deficient practice.
documentation available to review. The importance of completing
annual appointments will be
9-3-6(a) reviewed with the Program
Coordinators and Program Directors.
The medical charts for all of
the residents at the site have been
audited by the nurse. Missing
appointments will be rescheduled.
1.What measures will be put into
place or what systemic changes
will be made to ensure that the
deficient practice does not recur?
The importance of completing
annual appointments will be
reviewed with the Program
Coordinators and Program Directors.
The medical charts for all of
the residents at the site have been
audited by the nurse. Missing
appointments will be rescheduled.
1.How will the corrective action
be monitored to ensure the
deficient practice will not recur?
The Quality Assurance
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department will complete audits to
ensure completion of the QIDP
responsibilities (i.e. programmatic
data reviews, yearly assessments
completed, obtaining necessary
ISP/BSP signatures, completion of
ISP’s, etc.).
The nurse will monitor new
admission appointments to ensure
they are completed.
The nurse will review
residents appointments monthly via
the health care reports that are being
ran for the clients.
1.What is the date by which the
systemic changes will be
completed?
August 9th, 2015
W 0331 483.460(c)
NURSING SERVICES
Bldg. 00 The facility must provide clients with nursing
services in accordance with their needs.
Based on record review and interview, W 0331 W 331 Nursing Services 08/09/2015
the facility's nursing services failed for 1 The facility must provide clients with
. . . nursing services in accordance with
of 4 sampled clients (client C) to provide .
i ) ) their needs.
timely nursing evaluation and treatment
to address pressure ulcers and failed to 1. What corrective action will
ensure medication orders/medication be accomplished?
administration records matched The Program Coordinator will
. do home observations weekly to
medication labels. . .
ensure staff are implementing the
plans of clients and the client’s needs
Findings include: are being met.
The Program Director will do
The facility's reports to the Bureau of home Observatl(?ns bl'weel,dy to
. . K ensure staff are implementing the
Developmental Disabilities Services . L
] plans of clients and the client’s needs
(BDDS) were reviewed on 7/1/15 at 5:07 are being met.
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PM. A BDDS report dated 6/17/15 Training completed with the
indicated client C was taken to a wound staff regarding:
.. . 0 Client C’s wound care treatment
clinic to monitor her pressure ulcer
R 0 How to measure wounds
wound. Client C was to have been 0 How to document skin/wound
discharged, but was found with a new findings
wound and referred to another wound 0 Med pass administration
care clinic (competency test provided)
' o0 Ensuring the MAR matches the
) o labels on meds
An investigation dated 6/17-6/19/15 0 Abuse, neglect and exploitation-
completed by the Program Director (PD) what constitutes abuse, report
into the client C's pressure ulcer noted at expectations and investigation
the appointment on 6/17/15 was reviewed eXpefzag;’nS (competency test
. .. . provide
on 7/6/15 at 4:26 PM and indicated client o Mechanically altered diets
C "has been referred to wound care (competency test provided)
through [hospital name] on 6/17/15. o Insulin training (competency test
While conducting a final full body provided)
inspection, a new pressure sore was ° Ch_em,c s skin integrity and
found. Th 1 d diabetic risk plans
ound. The Pressure sore is locate . Client C was seen by the
between [client C's] buttocks. [Hospital] wound care clinic on 7-14-15.
has recommended that [client C] be Follow up appointment
referred to the wound care clinic as the et sl L
wounds have been difficult to heal." The Client C s MAR updated to
. oation indi deli had b reflect changes in wound care
investigation indicated client C had been recommendations for repositioning
referred to the wound care center at while in her wheelchair.
another medical facility. Findings Daily skin checks are being
indicated "Documentation indicates that a completed for Client C.
small skin tear was located at the top of Cl}ent C h,as daily “,Iound care
i C'sT buttock fold 6/13/15. A that staff is assisting her with to
[client C's] buttock fold on ’ promote healing of the pressure sore.
pressure sore was documented on 6/14/15 The Program Coordinator and
(sic) but a location was not listed. No Program Director will be retrained
pressure sores or other documentation to on following PhYsiCian
address the reported pressure sore." A recomme,nda,nons and ) ,
. L. communication expectations with the
review of the MAR (medication nurse on 8-13-15.
administration record) dated 6/1/15 The Program Coordinator and
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indicated "foot checks were completed as Program Director will be retrained
well as repositioning." Statements by OIII’ the eXI;eclt;‘tllosns for the medical
. charts on 8-13-15.
f:he.nt C on 6/12/15 and on 6/19/15 The staff responsible for a
indicated the wound had been caused by med error during the survey
her cheeks being spread to (sic) apart observation has been suspended from
when she was sat down on the toilet." A passing medications.
statement by staff #12 on 6/12/15 _ Staff who are found to have
Ny " medication errors will be suspended
indicated "...a new wound had been . S
) : from passing meds until training can
found on [client C] when applying wound be completed again and competency
care treatment...Stated that staff with the medication pass is
(unidentified) pulled [client C's] buttock determined.
cheeks apart and noticed a small tear. A new nurse has been hired to
Stated that sh ted ot the in; oversee the medical needs of the
a e. that she wante t(_) ljep 0 ¢ mjury residents at this site.
to (sic) PD ...Stated the injury was less The new nurse will be at the
than 1/2 inch long." The PD "observed site weekly to help oversee the
injury on 6/12/15 while in the medical medical needs of the residents and
room at Day Services. Observed the complete assessments as needed.
.. . ' . Staff who were not trained to
injury to be a skin tear...Advised staff to - .
) pass insulin by the nurse during the
clean the area and treat with wound care survey observation were suspended
cream." The conclusion failed to indicate from passing insulin until training
a finding. Recommendations indicated and competency was verified on
"PCP (primary care physician) has been 7-10-15. ) .
J ferral for th The medical charts for the site
contacted to r?qyest a referral for the have been reviewed by the nurse.
wound care clinic. PC (Program A new format for the charts
Coordinator) and Nurse Consultant will has been developed to facilitate
follow up with PCP for an (sic) better tracking of the appointments.
instructions. Staff will continue to Cher%t C’s MAR has been
. h d reflected to include all pertant
monitor and treat wound as the woun information for her Tanzeum
protocol instructs. Staff will monitor the medication.
wound and document the progress of Until the corrected pens with
healing. PC will follow up on wound care new labels were sent by the
recommendations.” pharmacy an order change, refer to
) MAR sticker was placed on the
existing label on Client C’s Novolog.
A nursing note dated 6/25/15 was Weekly med cabinet checks to
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reviewed on 7/8/15 at 9:59 AM and be completed by the Program
indicated "writer collaborated with the Coordinator. The checks will include
d " d PCP office t a check of the meds to ensure the
wourcl1 . car§ C?? ler an : orrice to labels match the MAR.
coordinate 1nitial wound care assessment. 0 Additional med practicums will
Initially the PCP sent order to the wrong be completed with the staff involved
wound center as [client C's] guardian in the medication errors for clients C,
does not want services through [hospital]. Eand D.
. . . \
Writer cl.arlﬁed that vxflth PCP s office 2. How will we identify other
and provided contact information for residents having the potential to be
[medical facility wound center]. Order affected by the same deficient
was sent to [wound center] and we are practice and what corrective
.- tion will be taken?
awaiting phone call to schedule an ac
. tg P i All residents have the
appointment. -
potential to be affected by the same
deficient practice.
Client C's record was reviewed on 7/8/15 The Program Coordinator will
at 12:47 PM. A Risk Plan dated 4/9/15 do home Obser"?ﬁons Weekly to
indicated a plan to address skin integrity. ensure Staf,f are lmplemen,tmg the
o ) plans of clients and the client’s needs
The plan indicated "[Client C] has are being met,
diabetes which puts her at risk for poor The Program Director will do
healing if skin issues occur." A Health home observations bi-weekly to
Care Report dated 6/29/15 indicated ensure staff are implementing the
" . . plans of clients and the client’s needs
Unable to review appointment notes, not are being met
scanned in. [Client C] has appointment Trainiﬁg completed with the
with wound care center on 6/29/15 as staff regarding:
home health care discharged her from 0 Client C’s wound care treatment
their care...."The record failed to indicate 0 How to measure Wo;nds
. How t t ski
client C had been taken to the wound care ?m dir?;s/ 0 document skin/wound
clinic as recommended by the hospital 0 Med pass administration
and indicated in the Health Care Report. (competency test provided)
o0 Ensuring the MAR matches the
The group home nurse was interviewed 1abisb°n medsl d exsloiiati
.. o , t tation-
on 7/9/15 at 12:07 PM and indicated she use, icgiect and explottation
. S what constitutes abuse, report
had coordinated a visit with the wound expectations and investigation
care clinic. When asked if the expectations (competency test
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appointment had taken place, she stated, provided)
"It should have been." She indicated it 0 Mechanically altered diets
, e (competency test provided)
was the nurse's responsibility to ensure L
. 0 Insulin training (competency test
appointments were completed. She provided)
indicated she had made arrangements for 0 Client C’s skin integrity and
the appointment and the house diabetic risk plans
manager/Program Coordinator was The Program Coordinator and
. Program Director will be retrained
responsible to make arrangements to take . .
. ] on following physician
client C to the appointment. She recommendations and
indicated she had not received any communication expectations with the
documentation about the visit. nurse on 8-13-15.
The Program Coordinator and
. . Program Director will be retrained
The PC was interviewed on 7/9/15 at & . .
o on the expectations for the medical
3:25 PM and indicated she had taken charts on 8-13-15.
client C to the appointment at the wound The staff responsible for a
care facility (date not specified), but the med error during the survey
facility did not have a lift to assist client obse.rvatlon dl,last,been suspended from
. passing medications.
C frqm her wheelchair and the Staff who are found to have
appointment was rescheduled. medication errors will be suspended
from passing meds until training can
The group home nurse was interviewed be completed again and competency
on 7/10/15 at 9:03 AM and indicated it with the medication pass is
h d di had determined.
was her understanding anange@ents a A new nurse has been hired to
been made for staff to ensure a lift was oversee the medical needs of the
available for client C to use by residents at this site.
transporting her lift to the appointment. - The new nurse will be at the
She indicated there were no notes from site weekly to help oversee the
i C's h health K medical needs of the residents and
chient C's home healt car.e seerce.s to complete assessments as needed.
treat her pressure ulcer prior to being Staff who were not trained to
discharged from their care on 6/17/15. pass insulin by the nurse during the
When asked if client C had received a survey observation were suspended
nursing or medical evaluation of her from passing insulin untl,l fraining
. . and competency was verified on
pressure ulcer since her discharge from 7-10-15
home health care, she indicated client C The medical charts for the site
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had not received a medical assessment. have been reviewed by the nurse.
The nurse indicated she had just finished A new format for the charts
. . , . has been developed to facilitate
assessing client C's wound and it was . .
. . better tracking of the appointments.
healing and showed no signs and Weekly med cabinet checks to
symptoms of infection. be completed by the Program
Coordinator. The checks will include
The group home nurse was interviewed i‘l ;hTCk of t}lllehm?\(/i[i\tl(; ensure the
abels match the .
on 7/10/15 at 12:00 PM and when asked . . .
) ] 0 Additional med practicums will
why staff did not document the location be completed with the staff involved
of client C's skin tear on 6/12/15, in the medication errors for clients C,
indicated staff should be documenting the E and D.
location, size and appearance of client C's .
. . 3.  What measures will be put
wounds in the electronic record, and . .
) o into place or what systemic
reporting any new skin issues to the changes will be made to ensure
nurse. that the deficient practice does not
recur?
. . The P inat il
2. Client C's record was reviewed on © 1Toptm Coordinator wi
. do home observations weekly to
7/8/15 at 12:47 PM. A Risk Plan dated ensure staff are implementing the
4/9/15 indicated a plan to address skin plans of clients and the client’s needs
integrity. The plan indicated "Prevention: are being met.
The key to keeping the skin intact is The Program Director will do
. home observations bi-weekly to
keeping it dry and pressure free...Pressure . .
. L . ensure staff are implementing the
can be relieved by repositioning the client plans of clients and the client’s needs
or prompting to reposition and are being met.
encouraging functional alignment when Training completed with the
sitting upright...[Client C] is continent, staff regarding:
. . 0 Client C’s wound care treatment
however uses adult incontinent products
. . . ] 0 How to measure wounds
in case of accidents. Staff assist her with 0 How to document skin/wound
changing, as needed...." findings
0 Med pass administration
Client C's July, 2015 MAR (medication (competency test provided)
.. . .- o0 Ensuring the MAR matches the
administration record) indicated she was
o . labels on meds
to be repositioned and toileted every 2 0 Abuse, neglect and exploitation-
hours. There was no evidence of what constitutes abuse, report
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re-positioning every 2 hours. Client C expectations and investigation
was repositioned 4 times on 7/4/15, three eXpef’sagonS (competency test
. . . roviae
times on 7/5/15, 1 time on 7/6/15, 5 times E Mech)anically altered diets
on 7/7/15 and 6 times on 7/8/15 from (competency test provided)
12:00 AM until 8:00 AM. Client C's July, 0 Insulin training (competency test
MAR failed to indicate she was toileted provided)
twice on 7/2/15, twice on 7/4/15, three Z. bCltl_em.Ck s fkm integrity and
. . 1aD€tIC 118 ans
times on 7/5/15 from 6:00 PM until Th P .
) e Program Coordinator and
10:00 PM, and twice on 7/7/15. Program Director will be retrained
on following physician
The Area Director was interviewed on recommendations and
7/7/15 at 5:12 PM and indicated staff communication expectations with the
.. . . nurse on 8-13-15.
were to reposition client C and toilet her The Program Coordinator and
every 2 hours and document it in the Program Director will be retrained
MAR. on the expectations for the medical
charts on 8-13-15.
The group home nurse was interviewed q Thedm?ff rtesponmble fora
. med error aurin, € surve
on 7/10/15 at 12:00 PM. When asked if ;e Y
o ) ) observation has been suspended from
the missing documentation regarding passing medications.
toileting and repositioning was a concern Staff who are found to have
in regards to client C's pressure ulcer, she medication errors will be suspended
stated, "Yes," and indicated she wasn't from passing med,s until training can
. .. . be completed again and competency
sure if the missing documentation was a with the medication pass is
lack of completing the repositioning and determined.
toileting or of a failure to document. She A new nurse has been hired to
indicated staff had been instructed to oversee the mf:‘di?al needs of the
document refusals if client C refused to residents at this site. ,

.. . The new nurse will be at the
be repositioned or toileted and had been site weekly to help oversee the
instructed to ensure documentation was medical needs of the residents and
completed. complete assessments as needed.

Staff who were not trained to
3. Observations were completed in the pass insulin by t,he nurse during the
h 712015 f 6:42 AM survey observation were suspended
gro.up ome on ) rom T from passing insulin until training
until 8:35 AM. During medication and competency was verified on
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administration at 6:50 AM, client C 7-10-15.
received 45 units of Lantus Sol (Solostar) The medical charts for the site
insulin via injection by staff #7. The label have biinnre::l::vﬂiizotrh;zt?:&s
indicated client C was to receive 38 units. has been developed to facilitate
better tracking of the appointments.
Client C's July, 2015 Medication Administration Weekly med cabinet checks to
Record (MAR) was reviewed on 7/2/15 at 8:10 be completed by the Program
AM. The MAR indicated client C was to receive Coordinator. The checks will include
45 units of Lantus Solostar at 8:00 AM. a check of the meds to ensure the
labels match the MAR.
Client C's record was reviewed on 7/8/15 at 12:47 0 Additional med practicums will
PM. Client C's Medication History/Physician's be completed with the staff involved
Orders updated 7/2/15 indicated she was to in the medication errors for clients C,
receive 45 units of Lantus Solostar at 8:00 AM E and D.
starting from 4/18/15.
4. How will the corrective
Staff #7 was interviewed on 7/2/15 at 7:25 AM action be monitored to ensure the
and indicated she was unsure as to why the label deficient practice will not recur?
did not match the MAR. The Program Director will
monitor to ensure the clients plans
The group home nurse was interviewed E’?d ne‘;js af being met during their
on 7/6/15 at 4:48 PM and indicated the e T}}lleOPrSZgr/::rllogiordinator will
MAR should match the medication label. monitor to ensure the clients plans
She indicated she had contacted the and needs are being met during their
pharmacy to correct the discrepancy. She weekly observations. _
indicated staff had been trained to review Client Cis now mvo%ved with
L. K the wound care doctor who is
the medication label and ensure it monitoring her wounds.
matches the MAR. Mentor’s new nurse will be in
the home on a weekly basis to
9-3-6(a) monitor for concerns and assess
residents as needed.
New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
includes items such as: client’s diets,
risk plans, ISP’s, programming, and
medication review.
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W 0368

Bldg. 00

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,

W 0368

Staff will not pass medication
until they are trained and deemed
competent in the med administration
med pass.

Monthly medication
practicums will be completed with a
random staff in the home.

The nurse, Program
Coordinator and Program Director
will consult daily regarding the
medical needs of the clients. This
will include oversight of the MAR,
skin/wound documentation, dietary
needs of the residents and
appointment outcomes. This
consultation will be documented on
the team meeting notes.

The team will facilitate
appropriate follow up action based
on the daily consultation.

The nurse will be available to
do observations within the home for
medical related issues as the client’s
needs indicate.

The nurse will review the
medication practicums that are
completed with the staff in the home.
She will consult with the PD and PC
regarding any concerns she has.

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

completed?
August 9th, 2015

W 368 Drug Administration

08/09/2015
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the facility failed for 1 of 4 sampled The facility must provide clients with
clients (client E) and 1 additional client mursing services in accordance with
. .. .. their needs.
(client D) to administer medications
without error. 1. What corrective action will
be accomplished?
Findings include: The Program Coordinator will
do home observations weekly to
.- .. ensure staff are implementing the
The facility's incidents reported to the . b e
o plans of clients and the client’s needs
Bureau of Developmental Disabilities are being met.
Services (BDDS) were reviewed on The Program Director will do
7/1/15 at 5:07 PM and included the home observations bi-weekly to
following medication errors: ensure staff are implementing the
' plans of clients and the client’s needs
are being met.
1. A BDDS report dated 6/12/15 Training completed with the
indicated client D had been given another staff regarding:
client's medications. Staff #5 had 0 Med pass administration
prepared another client's medication and (competency test pmwd?d)
C e The staff responsible for a
placed the client's initials on the cup and .
_ ) med error during the survey
when the client (client E) refused to take observation was suspended from
the medications, staff #5 "did not put the passing medications.
medications away properly. At that time ~ Staffwho are found to have
[client D] entered the medroom (sic) to medlcanofl errors will Pe Su,sl?ended
ke h dicati d . h from passing meds until training can
ta e' er'me ications an Was given the be completed again and competency
medications of the other client. PC with the medication pass is
(Program Coordinator) contacted the determined.
Nurse Consultant and was directed to _ Additional med practicums
take [client D] to the ER (emergency Wlu be Co,mpleted W,lth ,the staff
. . involved in the medication errors for
room). ER advised here (sic) were no clients C, E and D.
concerns at this time as both clients take
similar medications." The report 2. How will we identify other
indicated client D was monitored for side residents having the potential to be
ffect th ficient
effects and there were none observed and atlec _e d by the same de 'cfen
. . . . practice and what corrective
client D's physician was notified of the action will be taken?
medication error. Staff #5 "has been All residents have the
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suspended from conducting medication potential to be affected by the same
administration until she has been deﬁc‘er;hpr;"“ce' Coordi .
. ¢ Program Coordinator wi
retrained by the Nurse Consultant...." &
do home observations weekly to
ensure staff are implementing the
2. A GER (General Event Reports) dated plans of clients and the client’s needs
3/27/15 was reviewed on 7/6/15 at 4:35 are being met.
PM and indicated client E had been given The Program Director will do
1q- . home observations bi-weekly to
500 mg (milligrams) of cephalexin . .
o > g ensure staff are implementing the
(antibiotic) twice daily from 3/23/15 to plans of clients and the client’s needs
3/27/15 and he was supposed to take are being met.
1000 mg twice daily. The explanation for Training completed with the
the error indicated "Staff was only giving staffregarding: =
. " 0 Med pass administration
one capsule instead of two." The report .
. (competency test provided)
indicated the Home Manager/Program The staff responsible for a
Coordinator (HM/PC) had notified the med error during the survey
Program Director (PD). There was no observation was suspended from
evidence the nurse had been notified of passing medications.
h d client E's physici Staff who are found to have
t e.error and client &S physician was medication errors will be suspended
notified of the error on 3/27/15 and from passing meds until training can
indicated additional medication was be completed again and competency
prescribed. "All staff retrained. All staff with the medication pass is
not involved reminded of med. determmed‘, ) )
dicati d " Additional med practicums
(medication) pass procedures. will be completed with the staff
Corrective action indicated "Continue to involved in the medication errors for
do med. (medication) cabinet checks to clients C, E and D.
watch for future mistakes, keep staff
. " 3.  What measures will be put
trainings current. . .
into place or what systemic
changes will be made to ensure
A BDDS report dated 3/23/15 and that the deficient practice does not
reported 3/27/15 indicated client E had recur?
been given only 1 tab of an antibiotic (not The Program Coordinator will
. . . do home observations weekly to
specified) instead of two as prescribed . .
ensure staff are implementing the
from 3/23/17-3/27/15. The error was plans of clients and the client’s needs
discovered during an audit of the group are being met.
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home's medications by the house The Program Director will do
manager. Corrective action indicated staff home observations bi-weekly to
. ensure staff are implementing the
were retrained. plans of clients and the client’s needs
are being met.
Staff training records reviewed on 7/7/15 Training completed with the
at 5:16 PM indicated staff #5, #6 and #11 staff regarding:
had been retrained on medication 0 Med pass administration
administration by the house manager on (Compe;iiczt;ts‘trle)srg:;i?gl)e for a
3/30/15. med error during the survey
observation was suspended from
The group home nurse was interviewed passing medications.
on 7/6/15 at 4:48 PM and indicated she | Staff who are,lfo‘md to have
was unaware of the medication error that Ifrrlzil;a;z?n:z;:Vsntget:;iﬁzziii
had occurred from 3/23/15 to 3/27/15 and be completed again and competency
would have liked to have been made with the medication pass is
aware so that she could complete determined.
training. Additional med practicums
will be completed with the staff
involved in the medication errors for
The Area Director was interviewed on clients C, E and D.
7/6/15 at 5:12 PM and indicated the staff
#5 had been involved with the
medication errors on 3/23/15-3/27/15 4. " Hl(:w will.:he :’:re“ive .
involving client E and in the medication sz;:?ente ;I:::tli : er :Villonzltlsrl:rcir?e
error involving client D on 6/12/15. She New staff hired to work at the
indicated the facility's policy had been site will receive client specific
changed recently to require the nurse to training for cach individual prior to
retrain staff for medication errors. .Workmg y shift. This fraining
includes items such as: client’s diets,
risk plans, ISP’s, programming, and
The facility's Health Policy dated April, medication review.
2011 was reviewed on 7/7/15 at 5:30 PM Staff will not pass medication
and indicated "The Program Director is until they are trained and deemed
responsible for notifying nursing staff on Ic:::;p e;::t in the med administration
any significant changes in a person's P M;)nthly medication
health status as well as any needed follow practicums will be completed with a
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W 0369

up from doctor's orders...Proper
administration of medications is critical.
All medication errors are serious. Due to
potential health implications, medication
errors will result in retraining and/or
disciplinary action as indicated by the
frequency and severity of the error(s)...A
medication error includes the following:
administering the incorrect dose of
medication...The staff person will also
complete an Incident Report, and place it
in his supervisor's mailbox for the
supervisor and Nurse to review...." The
policy indicated all medication errors "are
reported immediately to the on-call
supervisor who will report to the nurse as
indicated...."

9-3-6(a)

483.460(k)(2)

random staff in the home.

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

August 9th, 2015

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

Z20YQ11 Facility ID: Q00771 If continuation sheet

Page 91 of 101




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

PRINTED: 08/25/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G251 B. WING 07/10/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
511 COUNTRY CLUB LN
REM OCCAZIO LLC ANDERSON, IN 46015
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CREACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
DRUG ADMINISTRATION
Bldg. 00 | The system for drug administration must
assure that all drugs, including those that
are self-administered, are administered
without error.
W 0369 W 369 Drug Administration 08/09/2015
Based upon observation, record review The system f;’lr dnlllgdiimm.lmlazf’n
. . .- . must assure that a gs, including
and 1ntew1§w, the famhty failed for 1 of 4 those that are self-administered, are
sampled clients (client C) to ensure administered without error.
medications were administered without
error. 1.  What corrective action will
be accomplished?
.. . Training completed with the
Findings include: -
staff regarding:
0 Med pass administration
Observations were completed in the (competency test provided)
group home on 7/2/15 from 6:42 AM 0 Ensuring the MAR matches the
until 8:35 AM. During medication labells 0111_ mted,s ing ( . st
.. . . 0 Insulin training (competency tes
administration at 6:50 AM, client C . € P Y
) e ) provided)
received 30 ml (milliliters) of Potassium o Client C’s diabetic risk plans
Chloride from staff #7. The label The staff responsible for a
indicated client C was to receive 37.5 ml med error during the survey
three times daily. obse.rvatlon \.Nas.suspended from
passing medications.
Client C's July, 2015 Medication Administration di ?taff who arellfogmd o hazlfed
Record (MAR) was reviewed on 7/2/15 at 8:10 rfne fea 1o.n errorzm ‘ let su.sp ende
AM. The MAR indicated client C was to receive Fom passing me ,S untit fraining can
] ) 2:00 AM be completed again and competency
37.5 ml of Potassium Chloride at &: . with the medication pass is
) ) determined.
Staff #7 was interviewed on 7/2/15 at 7:25 AM Staff who were not trained to
an.d when asked"a‘t'>out the correct dosaige for pass insulin by the nurse during the
?]16.1’11: C, stated "It's .what I was taught." Staff #7 survey observation were suspended
1ndlc.at.ed he Was trained l?y t}-le house manager to from passing insulin until training
administer client C's medications. and competency was verified on
. . 7-10-15.
The group home manager was interviewed on Client C’s MAR has been
7/6/ 1.5.at 3:?6 PM and indicated the med1cat1‘on reflected to include all pertant
administration on 7/2/15 was staff #7's first time information for her Tanzeum
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administering medications. The group home
manager stated, "I had trained him to pour it into
a shot glass size. The dosage may have changed."

Client C's records were reviewed on 7/8/15 at
12:47 PM. A physician's order dated 4/9/15
indicated client C was to receive 37.5 ml of
potassium chloride three times daily.

9-3-6(a)

medication.

Until the corrected pens with
new labels were sent by the
pharmacy an order change, refer to
MAR sticker was placed on the
existing label on Client C’s Novolog.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

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

Training completed with the
staff regarding:

0 Med pass administration
(competency test provided)

0 Ensuring the MAR matches the
labels on meds

0 Insulin training (competency test
provided)

0 Client C’s diabetic risk plans

The staff responsible for a
med error during the survey
observation was suspended from
passing medications.

Staff who are found to have
medication errors will be suspended
from passing meds until training can
be completed again and competency
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with the medication pass is
determined.

Staff who were not trained to
pass insulin by the nurse during the
survey observation were suspended
from passing insulin until training
and competency was verified on
7-10-15.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

Training completed with the
staff regarding:

0 Med pass administration
(competency test provided)

0 Ensuring the MAR matches the
labels on meds

O Insulin training (competency test
provided)

0 Client C’s diabetic risk plans

The staff responsible for a
med error during the survey
observation was suspended from
passing medications.

Staff who are found to have
medication errors will be suspended
from passing meds until training can
be completed again and competency
with the medication pass is
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determined.

Staff who were not trained to
pass insulin by the nurse during the
survey observation were suspended
from passing insulin until training
and competency was verified on
7-10-15.

Weekly med cabinet checks to
be completed by the Program
Coordinator. The checks will include
a check of the meds to ensure the
labels match the MAR.

Additional med practicums
will be completed with the staff
involved in the medication errors for
clients C, E and D.

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

The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.

The Program Coordinator will
monitor to ensure the clients plans
and needs are being met during their
weekly observations.

Client C is now involved with
the wound care doctor who is
monitoring her wounds.

Mentor’s new nurse will be in
the home on a weekly basis to
monitor for concerns and assess
residents as needed.

New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
includes items such as: client’s diets,
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risk plans, ISP’s, programming, and
medication review.
Staff will not pass medication
until they are trained and deemed
competent in the med administration
med pass.
Monthly medication
practicums will be completed with a
random staff in the home.
5. What is the date by which the
systemic changes will be
completed?
August 9th, 2015
W 0440 483.470(i)(1)
EVACUATION DRILLS
Bldg. 00 The facility must hold evacuation drills at
least quarterly for each shift of personnel.
Based upon record review and interview, W 0440 W 440 Evacuation Drills 08/09/2015
the facility failed for 4 of 4 sampled phe facllty st holdat et
. . uarterly drills for each shift o
clients (clients A, B, C and E), and for 4 gersonnZI
additional clients (clients D, F, G and H)
to conduct quarterly evacuation drills for 1. What corrective action will
the day shift. be accomplished?
A schedule identifying when
.- . each emergency drill should be ran
Findings include: seney
has been implemented.
The Program Coordinator will
The facility's evacuation drills from receive training on the emergency
7/14-7/15 were reviewed on 7/6/15 at drill tracking. .
3:55 PM. The review indicated the The zim_}lﬁlortance of enljurmgth
e . . emergency drills are ran each mon
faélhty had' failed to conduct evacuation for the appropriate time period will
drills for clients A, B, C, D, E, F, G and be reviewed with staff.
H, for the day shift from 10/24/14 until A day shift will be completed
4/9/15. by August 9th.
The Program Director will
. . monitor the emergency drills
The Area Director Director was
monthly.
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interviewed on 7/6/15 at 4:36 PM and
indicated there was no other evidence
drills were conducted during the missing
dates for the day shift.

9-3-7(a)

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

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

A schedule identifying when
each emergency drill should be ran
has been implemented.

The Program Coordinator will
receive training on the emergency
drill tracking.

The importance of ensuring
emergency drills are ran each month
for the appropriate time period will
be reviewed with staff.

A day shift will be completed
by August 9th.

The Program Director will
monitor the emergency drills
monthly.

Quarterly Health and Safety
assessments will be completed. The
assessment includes ensuring
evacuation drills are completed as
scheduled.

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

A schedule identifying when
each emergency drill should be ran
has been implemented.

The Program Coordinator will
receive training on the emergency
drill tracking.
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W 0460

Bldg. 00

483.480(a)(1)

FOOD AND NUTRITION SERVICES
Each client must receive a nourishing,
well-balanced diet including modified and
specially-prescribed diets.

Based upon observation, interview and

record review, the facility failed for 1 of

W 0460

The importance of ensuring
emergency drills are ran each month
for the appropriate time period will
be reviewed with staff.

A day shift will be completed
by August 9th.

The Program Director will
monitor the emergency drills
monthly.

Quarterly Health and Safety
assessments will be completed. The
assessment includes ensuring
evacuation drills are completed as
scheduled.

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

The Program Coordinator will
monitor monthly after each drill is to
be ran to ensure completion.

The Program Director will
monitor on a monthly basis and
during monthly supervisory visits.

The Quality Assurance
Specialist will monitor as the
quarterly health and safety
assessments are completed.

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

August 9th, 2015

W 460 Food and Nutrition
Each client must receive a

08/09/2015

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

Event ID:

Z0YQ11

Facility ID:

If continuation sheet

000771

Page 98 of 101




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

PRINTED: 08/25/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G251 B. WING 07/10/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
511 COUNTRY CLUB LN
REM OCCAZIO LLC ANDERSON, IN 46015
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
4 sampled clients (client A) and 1 nourishing, well-balanced diet
additional client (client G) to provide including modified and
. . . . specially-prescribed diets.
prescribed diet with pureed consistency.
1.  What corrective action will
Findings include: be accomplished?
Diets for Client A and G were
During observation at the group home on reVlewifthgh the Staéf' finator wil
. € rrogram Coordimator wi
7/2/15 from 6:42 PM until 8:35 AM, er
. do home observations weekly to
clients A and G were served scrambled ensure staff are implementing the
eggs with lumps. Client A was served plans of clients and the client’s needs
cottage cheese. are being met.
The Program Director will do
. . home observations bi-weekly to
Staff #10 was interviewed on 7/2/15 at . .
o ensure staff are implementing the
7:42 AM and indicated she had been told plans of clients and the client’s needs
cottage cheese was part of the pureed diet are being met.
and that she had used a blender to blend Training completed with the
the eggs, but lumps remained. staff regardl,ng: )
0 Mechanically altered diets
] ) (competency test provided)
The house manager was interviewed on
7/6/15 at 3:32 PM and indicated the 2. How will we identify other
pureed texture should be smooth. She residents having the potential to be
indicated she thought staff #10 had been affe“_ed by the same deﬁcfent
. i i practice and what corrective
trained on preparing pureed diet, and action will be taken?
stated, "I assumed she had done training All residents have the
(on diet consistency), but she didn't." She potential to be affected by the same
indicated staff #10 had transferred from deficient practice.
another facilit The Program Coordinator will
Y do home observations weekly to
ensure staff are implementing the
Client A's record was reviewed on 7/8/15 plans of clients and the client’s needs
at 5:11 PM. A risk plan dated 5/6/15 are being met.
indicated client A was at high risk for The Program Director will do
. .. . home observations bi-weekly to
choking and indicated she was to receive . .
. ensure staff are implementing the
a pureed diet. plans of clients and the client’s needs
are being met.
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Client G's record was reviewed on 7/9/15
at 1:35 PM. A nutritional assessment
dated 4/6/15 indicated client G was to
receive a pureed diet.

9-3-8(a)

Training completed with the
staff regarding:
0 Mechanically altered diets
(competency test provided)

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

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

Training completed with the
staff regarding:

0 Mechanically altered diets
(competency test provided)

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

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The nurse, Program
Coordinator and Program Director
will consult daily regarding the
medical needs of the clients. This
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will include oversight of the MAR,
skin/wound documentation, dietary
needs of the residents and
appointment outcomes. This
consultation will be documented on
the team meeting notes.

The team will facilitate
appropriate follow up action based
on the daily consultation.

The nurse will be available to
do observations within the home for
medical related issues as the client’s
needs indicate.

-The Program Coordinator will
monitor the dietary needs of the
home daily to ensure that the staff is
meeting the dietary needs of the
residents.

-The Program Director will
complete observations within the
home as the dietary needs of the
residents dictates.

-All new staff hired will complete
dietary training which includes a
competency test as a part of basic
orientation.

-The notes from the consultation
between the Program Director and
Program Coordinator will be
forwarded to the Area Director to
review.

1.What is the date by which the
systemic changes will be

completed?
August 9th, 2015
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