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W 0000
Bldg. 00
This visit was for a fundamental W 0000
recertification and state licensure survey.
Dates of Survey: January 10, 11, 12, and
13,2017.
Facility number: 000849
Provider number: 15G331
AIM number: 100243820
The following federal deficiencies also
reflect state findings in accordance with
460 TAC 9.
Quality Review of this report completed by
#15068 on 1/23/17.
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 on observation and interview, the W 0104 In order for this citation to be met 02/12/2017
facility's governing body failed to now and in. the future, staff will
; i X X ensure residents have
exercise general operating direction over appropriate bedding on each
the facility by failing to assure the night before they go to bed. Staff
bedroom belonging to 2 of 3 additional will assist them in making their
clients (clients #5 and #6) was clean, beds. If any of the resiQents
. .. refuse to have appropriate
orderly, and in good condition. bedding (in this case, a fitted

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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sheet), then staff will offer again.
Findings include: Ifthe residents still refuse, staff
will document the refusals. Staff
will then continue to offer on a
Client #5 and #6's bedroom was daily basis. All staff were made
inspected during the 1/9/17 observation aware of this citation on 1/18/17.
period from 3:48 P.M. until 5:45 P.M. Al S,ta,ff wil haye ‘,)ff'c,'al
. retraining on this citation on
The floor was strewn with personal 2/9/17 at the home monthly IHP
items, clothing, and blankets. The meeting. the QIDP will have bi
clients' night stands and dressers were monthly unexpected mock
covered with clothing and personal items. s;:r:yeys.”at ”eacr; oftLhth(zmes.
. , . is will allow for the Q to prep
Client #5 and #6_ s beds did not have staff for real surveys and continue
blankets, only vinyl mattress covers. The to guide staff in appropriate active
blinds on the window were crushed. treatment.
. . . (Residential Director, QIDP,
Direct care staff #3 was .mteerewed on Team Leader and DSPs
1/10/17 at 7:03 A.M. Direct care staff #3 responsible)
stated, "I don't know why it's (client #5
and #6's bedroom) like that."
Director of Residential Services #1 was
interviewed on 1/10/17 at 10:07 A.M.
Director of Residential Services #1
stated, "Their (client #5 and #6's) room
should be clean and orderly. It's staff's
(direct care staff's) responsibility to see
that it is (clean and orderly)."
9-3-1(a)
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W 0137 483.420(a)(12)
PROTECTION OF CLIENTS RIGHTS
Bldg. 00 | The facility must ensure the rights of all
clients. Therefore, the facility must ensure
that clients have the right to retain and use
appropriate personal possessions and
clothing.
Based on observation, record review, and W 0137 In order for this citation to be met 02/12/2017
interview, the facility failed to assure 1 of now and in the future for th|§
. 8 home and all homes, staff will
3 §ampled clients (c.:hent. #2) wore check to see if all clothing is
slippers of appropriate size. appropriate and fitting correctly
on each shift to assure dignity
Findings include: and safety of each resident. if
) resident refuse to change to
. appropriate clothing staff will give
Client #2 was observed at the group resident education on why their
home on 1/9/17 from 3:48 P.M. until clothing may not be appropriate.
5:45 P.M. If resident continues to refuse,
During the observation period, client #2 staff will documer?t refusal and try
. . . again the next shift. Staff were
wore slippers which were three inches made aware of this citation on
too large and shuffled himself throughout 1/18/17 and will receive official
the facility. Direct care staff #1 and #2 retraining on 2/9/17.
did not prompt or assist the client to put .
f h ¢ . . (QIDP, Residential Director,
on foot wear that was of appropriate size. Team Leader and DSP
responsible)
Client #2's records were reviewed on
1/10/17 at 8:42 A.M. Review of a
7/13/16 Fall Risk Plan indicated the
client was at high risk of falls.
Director of Residential Services) #1 was
interviewed on 1/10/17 at 10:07 A.M..
Director of Residential Services #1
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stated, "It is staff's (direct care staff's)
responsibility to assure he (client #2)
wears shoes or slippers that are the right
size."
9-3-2(a)
W 0249 483.440(d)(1)
PROGRAM IMPLEMENTATION
Bldg. 00 As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient
number and frequency to support the
achievement of the objectives identified in
the individual program plan.
Based on observation, record review, and W 0249 In order to ensure this citation is 02/12/2017
interview, the facility failed to implement met now and in the future fo.r this
X . o home and all homes, staff will be
a choking risk plan for 1 of 3 additional cognizant of all resident choke
clients (client #6) during the morning risk plans. The Nurse/Q will
meal. retrain staff on all risk
plans/updates to risk plans after
Findi hclude: any renewals occur. Staff will
Indings mclude: follow plans appropriately and
assist residents when necessary.
Client #6 was observed at the group Staff were made aware of this
home during the 1/10/17 observation c:ctf:.at!or OP 1_/ 1_8/ 17 a;%;’;";' h_?_\r/]e
. . - official retraining on . The
period from 5.28- A.M. until 7:00 A.M. QIDP will have bi monthly
began stuffing 2" (inch)by 3" pieces of each of the homes. This will
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TPSB11 Facility ID: 000849 If continuation sheet Page 4 of 12
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walffle into his mouth. The client rapidly allow for the Q to prep staff for
stuffed his mouth while chewing without real SUfV?_S and continue to-
swallowing. As the client was stuffing guide staff in apprqpnate .actllve
. . . . treatment, along will monitoring
his mouth with pieces of waffle, direct to see if risk plans are being
care staff #2 and #3 stood three feet away implemented appropriately,
watching. Direct care staff #2 and #3 did when applicable.
not prompt client #6 to slow his eating
and take smaller bites (RN, QIDP, Residential Director,
’ Team Leader and DSPs
responsible)
Client #6's records were reviewed on
1/10/17 at 8:10 A.M. The review of the
client's 8/10/16 Choking Risk
Assessment indicated client #6 had a
history of choking and a high risk for
further incidents of choking. The
assessment also indicated direct care staff
were to prompt client #6 to slow down
while eating and to take smaller bites of
food.
QIDP (Qualified Intellectual Disabilities
Professional) #1 was interviewed on
1/10/17 at 8:12 A.M. QIDP #1 stated,
"Staff (direct care staff) should have
prompted [client #6] to slow down and to
take smaller bites."
9-3-4(a)
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W 0382 | 483.460(1)(2)
DRUG STORAGE AND RECORDKEEPING
Bldg. 00 The facility must keep all drugs and
biologicals locked except when being
prepared for administration.
Based on observation and interview, the W 0382 In order for this citation to be met 02/12/2017
facility failed to ensure medications were now and in the future for th'?
. home and all others, staff will be
locked except when they were being retrained on appropriate
prepared for administration for 1 of 3 dispensation, destruction and 6
additional clients (client #4). rights of all medications and
locking med cabinet when staff is
.. nelude: not next to the medication
Findings include: cabinet. Staff were made aware
of this citation on 1/18/17. The
Client #4 was observed during the group official training will be 2/9/17.  If
home observation period on 1/9/17 from an error 'Si mde}de., ?taff wil tr.ecelve
) ool ) appropriate disciplinary action,
3:48 P.M. until 5:45 P.M. At fl.03 P.M,, leading to dismissal. The QIDP
direct care staff #1 was preparing a will have bi monthly unexpected
medication to administer to client #4. At mock surveys at each of the
4:04 P.M., direct care staff #1 had client homes. This will allow for the Q
#4's medication on the medication cart to p;ep sttaff fo.rdreatl sflfjrveys and
. continue to guide staff in
when she left the medication area to get > 10 guic
. appropriate active treatment and
direct care staff #2 to count the number medication dispensation
of tablets left in the medication bubble guidelines.
pack. Direct care staff #1 was away from
the medication area for 30 seconds. The (Residential Director, QIDP, RN,
open medication was left on the Team Lgader and DSPs
. . . responsible)
medication cart making them accessible
to client #4 who standing in front of it.
Nurse #1 was interviewed on 1/10/17 at
10:07 A.M. Nurse #1 stated,
"Medications are to be locked when they
aren't being administered."
9-3-6(a)
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W 0419 | 483.470(b)(4)iii)
CLIENT BEDROOMS
Bldg. 00 The facility must provide each client with
bedding appropriate to the weather and
climate.
Based on observation and interview, the W 0419 In order for this citation to be 02/12/2017
facility failed to assure 2 of 3 additional m.ﬁt now and |r.1dthe fur:ure, staff
clients (clients #5 and #6 slept with bed Wil ensure rest gnts ave
. appropriate bedding on each
sheets on their beds. night before they go to bed.
Staff will assist them in making
Findings include: their beds. If any of the
residents refuse to have
Clients #5 and #6 were observed at the appropngte bedding (in this
h durine the 1/10/17 case, a fitted sheet), then staff
group qme ur.mg ¢ ) will offer again. If the residents
observation period from 5:28 A.M. until still refuses, staff will document
7:00 AM. At 5:36 AM,, clients #5 and the refusals. Staff will then
#6 were sleeping in their beds. The beds continue to offer on a daily
were noted to not have bed sheets as the basis. All staff were made
clients were sleeping directly on the aware of this citation on 1/18/17.
ping y All staff will have official
mattresses. retraining on this citation on
2/9/17 at the home monthly IHP
Direct care staff #3 was interviewed on meeting. the QIDP will have bi
1/10/17 at 7:03 A.M. Direct care staff #3 monthly unexpected mock
stated, "I don't know why they (clients #5 surveys at each of the homes.
4#6) don't h h " This will allow for the Q to prep
an ) don't have sheets. staff for real surveys and
continue to guide staff in
Director of Residential Services #1 was appropriate active treatment.
interviewed on 1/10/17 at 10:07 A.M.
Director of Residential Services #1 ereS|dfnt|:I DlregtgréFC;)lDP,
stated, "They (clients #5 and #6) are ceam Leaderan S
) responsible)
supposed to have sheets on their beds."
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9-3-7(a)
W 0436 483.470(g)(2)
SPACE AND EQUIPMENT
Bldg. 00 The facility must furnish, maintain in good
repair, and teach clients to use and to make
informed choices about the use of dentures,
eyeglasses, hearing and other
communications aids, braces, and other
devices identified by the interdisciplinary
team as needed by the client.
Based on observation, record review, and W 0436 In order for this citation to be met 02/12/2017
interview, the facility failed to assure 1 of now and in the future and fqr this
. . . home and all others, staff will
3 sampled clients with eyeglasses (client periodically, throughout their shift,
#2) wore, or was prompted to wear, his prompt all consumers with
eyeglasses. adaptive equipment to use/wear
their adaptive equipment. If
Findi nclude: resident refuses to use the
mdings include: adaptive equipment then staff will
educate resident about using the
Client #2 was observed at the group equipment, and document the
home during the 1/9/17 observation :efusals. t?;aﬁ W|!(Ijthetn cotrrltlnue )
. . . o prompt the resident on the nex
period from 3:48 P.M. until 5:45 PM shift. The PAF RN will also get in
and on 1/10/17 from 5:28 A.M. until 7:00 contact with the vision doctor to
AM. During the observation periods, assess if resident needs to wear
client #2 did not wear eyeglasses and g:;’:ltshse? only g: Cf?rti:nt r?mes, or
. . all the time. Staff will then
direct care staff#.l, #2., #3, #4, and #5 did educate the residents accordingly
not prompt or assist client #2 to wear to prompt residents to use their
eyeglasses. adaptive equipment. The QIDP
will have bi monthly unexpected
Client #2's record was reviewed on mock surveys ?t each of the
homes. This will allow for the Q
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TPSB11 Facility ID: 000849 If continuation sheet Page 8 of 12
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1/10/17 at 8:42 A.M. A review of client to prep staff for real surveys and
#2's 6/28/16 Vision Exam indicated continue to guide staff in
client #1 was to wear "glasses" appropriate active treatment.
(eyeglasses). (Residential Director, QIDP, RN,
Team Leader and DSPs
Nurse #1 was interviewed on 1/12/17 at responsible)
7:44 A.M. Nurse #1 stated, "His (client
#2's) Optometrist said he (client #2)
doesn't have to wear them (eyeglasses) all
of the time but I just got that order from
the eye doctor this morning (1/12/17)."
9-3-7(a)
W 0455 | 483.470(1)(1)
INFECTION CONTROL
Bldg. 00 There must be an active program for the
prevention, control, and investigation of
infection and communicable diseases.
Based on observation and interview, the W 0455 In order f?" this citation to b? met 02/12/2017
facility failed to assure 1 of 9 now and in the future for th'?
. . home and all others, staff will
administered medications was not be retrained on appropriate
administered after falling on the floor dispensation, destruction and 6
affecting 1 of 3 sampled clients (client rights of all medications and
#2). locking medication cabinet when
staff are not next to the med
Findines include: cabinet. Staff were made aware
ndings meiude: of this citation on 1/18/17. The
official retraining will be 2/9/17.
Client #2 was observed during the group If an error is made, staff will
home observation period on 1/10/17 from receive appropriate disciplinary
5:28 A.M. until 7:00 A.M. At 6:29 action, leading to dismissal.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TPSB11 Facility ID: 000849 If continuation sheet Page 9 of 12




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

PRINTED: 05/10/2017
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
15G331 B. WING 01/13/2017
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1709 FARRAND AVE
PARENTS AND FRIENDS INC LA PORTE, IN 46350
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
A .M., direct care staff #2, while The QIDP will have bi monthly
administering medications to client #2, unexpected mock surveys at
. each of the homes. This will
dropped a medication tablet onto the
. . allow for the Q to prep staff for
floor. Direct care staff #2 picked the real surveys and continue to
medication tablet up off the floor and guide staff in appropriate active
administered it to client #2. treatment and appropriate
protocol for med dispensation.
Nurse #1 was interviewed on 1/10/17 at (Residential Director, QIDP
" . esidential Director, ,
9:07 A.M. Nurse #1 stated,. Staff (direct Team Leader and DSPs
care staff) are to never administer a responsible)
medication that has dropped onto the
floor. Any medication that falls onto the
floor is contaminated."
9-3-7(a)
W 0460 | 483.480(a)(1)
FOOD AND NUTRITION SERVICES
Bldg. 00 Each client must receive a nourishing,
well-balanced diet including modified and
specially-prescribed diets.
Based on observation, record review, and W 0460 In order to ensure this tag is 02/12/2017
interview, the facility failed to assure 3 of bemg met now and in the future
. . for this home and all group
3 sampled clients (clients #1, #2, and #3), homes, staff will prompt and
and 3 of 3 additional clients (clients #4, assist all residents to eat what is
#5, and #6) were offered the listed one the menu. Staff will offer all
morning meal items on the 1/10/17 menu. choices listed on the app.rov.ed
menu. If there are substitutions,
o ] staff need to make sure the
Findings include: substitutions are written on the
menu on a daily basis. This will
Clients #1, #2, #3, #4, #5, and #6 were be monitored by the team leader
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TPSB11 Facility ID: 000849 If continuation sheet Page 10 of 12
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observed during the group home when the team leader is on duty.
observation period on 1/10/17 from 5:28 The tea}m leader will use her/his
. check list to check off for
A.M. until 7:00 A.M. At 6:05 A.M., appropriate substitutions. The
direct care staff #2 prompted the clients QIDP will have bi monthly
to "fix yourself some breakfast." Clients unexpected mock surveys at
#2, #3, #5, and #6 prepared themselves each of the homes. This will
several waffles and coffee or milk. allow for the Q to prep staff for
Client #1 had coffee and client #4 did not gelj?!j:us?;efglisnaan;pfgg:i:tieat;ive
prepare or eat anything for breakfast. treatment, including meal time
preparation.
The 1/10/17 morning menu for clients #1,
#2, #3, #4, #5, and #6 was reviewed on S
1/10/17 at 6:27 AM. The review f\;{aerf:;ee?’“ig'r;efteg;r‘;%rj‘m
indicated the following foods, and DSPs responsible)
amounts of the foods, were to be offered
for the morning meal: 1/2 cup cranberry
juice, 3/4 cup hot/cold cereal, 1 slice
wheat toast, and 1 cup of skim milk.
Further review of the 1/10/17 morning
menu failed to indicate food substitutions
were noted.
Director of Residential Services #1 was
interviewed on 1/12/17 at 8:44 A.M.
Director of Residential Services #1
stated, "Staff (direct care staff #2 and #3)
should have at least offered the foods
which were on the menu or noted
appropriate sized substitutions."
9-3-8(a)
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