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W 0000

Bldg. 00
This visit was for a PCR (Post
Certification Revisit) to an extended
annual recertification and state licensure
survey completed on 11/13/15.

Dates of Survey: 1/11/16, 1/12/16,
1/13/16 and 1/14/16.

Facility Number: 000769
Provider Number: 15G247
AIMS Number: 1002498810

These deficiencies also reflect state
findings in accordance with 460 IAC 9.
Quality Review of this report completed
by #15068 on 1/19/16.

W 0102 483.410

GOVERNING BODY AND MANAGEMENT
Bldg. 00 The facility must ensure that specific
governing body and management
requirements are met.

Based on observation, record review and

interview, the facility failed to meet the

W 0000

W 0102

W102: The facility must ensure
that specific governing body and

02/02/2016

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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Condition of Participation: Governing management requirements are
Body for 4 of 4 sampled clients (#1, #2, :r;et. .(:.O;TSXLIVG. A‘:t":_":
. . pecific): Administrative
#3 and #4), plus 4 additional clients (#5, observations have been
#6, #7 and #8). implemented in the home twice
daily seven days per week for 30
The governing body failed to exercise days. All staff in the home will be
. . in-serviced on all client program
general policy, budget and operating . .
o o ) plans, active treatment, privacy
direction over the facility to ensure client and dignity during personal care,
#2's privacy during personal care, to the operation standard for client
ensure clients #4, #5 and #6's personal f|nanct(.e ma?agdem(;ar;t, the "
finances were fully accounted for, to operation standarg for reporiing
o ) and investigating abuse neglect
ensure the facility implemented its exploitation mistreatment or
written policy and procedures to prevent violation of an individual’s rights,
program intervention neglect regarding the client bill of rights, a clean and
. . safe environment for all clients,
client #2 and prevent alleged financial . o .
o ) ) family style dining and client
exploitation/theft regarding clients #4, #5 participation in meal preparation.
and #6, to ensure two separate allegations The Residential Manager will be
of staff neglect regarding clients #2 and in-serviced on ensuring staffing
43 were reported to the facilit ratios in the home are consistent
A P Y with the scheduled hours for the
administrator and/or BDDS (Bureau of home. An audit will be completed
Developmental Disabilities Services) for clients #4, #5, #6 as well as all
within 24 hours of the alleged incident, to other clients in the home for the
. .. last 3 months and any
ensure thorough investigations were . .
. ) expenditure not accompanied
completed regarding allegations of staff with receipt will be reimbursed.
neglect regarding four separate The Quality Assurance Manager
allegations for clients #2 and #3, to will be in-serviced on the BDDS
develop and implement effective reporting POI'C.y’ reporting
i . investigation findings to the
corrective measures regardlng program administrator within 5 business
intervention neglect of clients #2 and #3, days, thorough investigations and
alleged financial exploitation/theft of the addition of recommendations
clients #4, #5 and #6's personal finances .for.all investigations. The |n.ternal
. incident report has been revised
and to report the findings/results of four to include notification of the
separate allegations for clients #2 and #3 incident within 24 hours to the
were reported to the administrator within administrator by QA. Local day
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: F1DI12 Facility ID: 000769 If continuation sheet Page 2 of 98




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

PRINTED: 02/12/2016
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
15G247 B. WING 01/14/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2401 CORNWALL DR
RES CARE COMMUNITY ALTERNATIVES SE IN JEFFERSONVILLE, IN 47130
(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
5 business days of the alleged incidents. service providers will be
contacted to initiate the process
. . . for clients #2 and #3 to attend.
The governing body failed to exercise How others will be identified:
general policy, budget and operating (Systemic): Administrative
direction over the facility to ensure the observations have been
QIDP (Qualified Intellectual Disabilities implemented in the home twice
. . . daily seven days per week for 30
Professional) integrated, coordinated and S
) g days. The Residential Manager
monitored clients #1, #2, #3, #4, #5, #6, will be in the home at least five
#7 and #8's active treatment programs by times weekly to ensure the home
failing to ensure there were sufficient is clean and safe for all clients,
.. . that all clients are attending
staff working in the home to implement :
. . workshop according to schedule,
risk plans, active treatment and ensure a complete and accurate
the physical environment was safe and accounting of all client finances,
clean, to ensure clients #2 and #3 ensure the staffing ratios in the
received continuous, aggressive active home are consistent with the
. - 488 . scheduled hours for the home,
treatment to increase the behaviors ensure privacy and dignity are
necessary for them to function with as being provided, ensure all clients
much self determination and are receiving continuous active
. . treatment, family style dining is
independence as possible, to ensure . .
) . . being completed and all clients
clients #2 and #3 received continuous are involved in meal preparation.
active treatment when opportunities The QIDP will be in the home at
existed, to ensure client #2's dignity least three times weekly to
during personal care, to ensure clients #1, ensure a complete_and accurate
o accounting of all client finances,
#2, #3, #4, #5, #6, #7 and #8 participated ensure the staffing ratios in the
in meal preparation and family style home are consistent with the
dining according to their capabilities and scheduled hours for the home,
failed to ensure clients #2 and #3's active ensure privacy and d|g'n|ty are
. . being provided to all clients,
treatment needs pertaining to day services family style dining is being
programming were met. completed and all clients are
involved in meal preparation. The
The governing body failed to exercise Program Managgr will be in the
. . home at least twice weekly to
general policy, budge.t and operating ensure the home is clean and
direction over the facility to ensure the safe for all clients, that all clients
facility met the Condition of are attending workshop according
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Participation: Active Treatment Services to schedule, a complete and
for 4 of 4 sampled clients (#1, #2, #3 and gccurate accounting of al! client
... . finances, ensure the staffing
#4), plus 4 additional clients (#5, #6, #7 ratios in the home are consistent
and #8). with the scheduled hours for the
home, ensure privacy and dignity
Findings include: are being provided, ensure all
) clients are receiving continuous
) ) ) active treatment, family style
1. The governing body failed to exercise dining is being completed and all
general policy, budget and operating clients are involved in meal
direction over the facility to ensure client preparation. The t?usmess (?f'flCG
415 o duri 1 ¢ manager or the office coordinator
S privacy during personal care, to will visit the home at least twice
ensure clients #4, #5 and #6's personal weekly to complete an audit of all
finances were fully accounted for. client finances to ensure accurate
and complete accounting. The
. . . administrator will meet with QA at
The govern.lng body failed to exefmse least twice weekly to discuss and
general policy, budget and operating review the findings of
direction over the facility to ensure the investigations.  Measures to
facility implemented its written policy be put in place: Administrative
and procedures to prevent program observations have been
. P . p p & . implemented in the home twice
intervention neglect regarding client #2 daily seven days per week for 30
and prevent alleged financial days. All staff in the home will be
exploitation/theft regarding clients #4, #5 in-serviced on all client program
and #6, to ensure two separate allegations plans, active treatment, privacy
. ] and dignity during personal care,
of staff neglect regarding clients #2 and the operation standard for client
#3 were reported to the facility finance management, the
administrator and/or BDDS (Bureau of operation standard for reporting
Developmental Disabilities Services) and investigating abuse neglect
Lo L. exploitation mistreatment or
within 24 hours of the alleged incident, to violation of an individual’s rights,
ensure thorough investigations were the client bill of rights, a clean and
completed regarding allegations of staff safe environment for all clients,
neglect regarding four separate fam|.ly. Sty.le d.|n|ng and client .

. ” participation in meal preparation.
allegations for clients #2 and #3, to The Residential Manager will be
develop and implement effective in-serviced on ensuring staffing
corrective measures regarding program ratios in the home are consistent

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: F1DI12 Facility ID: 000769 If continuation sheet Page 4 of 98




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

PRINTED: 02/12/2016
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
15G247 B. WING 01/14/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2401 CORNWALL DR
RES CARE COMMUNITY ALTERNATIVES SE IN JEFFERSONVILLE, IN 47130
(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
intervention neglect of clients #2 and #3, with the scheduled hours for the
alleged financial exploitation/theft of homg. An audit will be completed
. . Lfi for clients #4, #5, #6 as well as all
clients #4, #5 and #6's personal finances other clients in the home for the
and to report the findings/results of four last 3 months and any
separate allegations for clients #2 and #3 expenditure not accompanied
were reported to the administrator within with recellpt will be reimbursed.
5 busi d £ the alleeed incid The Quality Assurance Manager
usiness days of the alleged incidents. will be in-serviced on the BDDS
reporting policy, reporting
The governing body failed to exercise investigation findings to the
general policy, budget and operating administrator wnithm 5.bus.|ness
di . he facili h days, thorough investigations and
irection over the facility to ensure the the addition of recommendations
QIDP (Qualified Intellectual Disabilities for all investigations. The internal
Professional) integrated, coordinated and incident report has been revised
monitored clients #1, #2, #3, #4, #5, #6, to include notification of the
#7 and #8' . b incident within 24 hours to the
) 2.1n s active treatment progr.ams Yy administrator by QA. Local day
failing to ensure there were sufficient service providers will be
staff working in the home to implement contacted to initiate the process
risk plans, active treatment and ensure for clients #2 and #3 to attend.
the physical environment was safe and Monitoring of Corrective
phy v ) W Action: Administrative
clean, to ensure clients #2 and #3 observations have been
received continuous, aggressive active implemented in the home twice
treatment to increase the behaviors daily seven days per week for 30
p . days. The Residential Manager
necessary for them to function with as A .
. will be in the home at least five
much self determination and times weekly to ensure the home
independence as possible, to ensure is clean and safe for all clients,
clients #2 and #3 received continuous that all clients are attending
. " workshop according to schedule,
active treatment when opportunities
. . e a complete and accurate
existed, to ensure client #2's dignity accounting of all client finances,
during personal care, to ensure clients #1, ensure the staffing ratios in the
#2, #3, #4, #5, #6, #7 and #8 participated home are consistent with the
in meal preparation and family style scheduleq hours for t,h © .home,
o ] ] e ensure privacy and dignity are
dining according to their capabilities and being provided, ensure all clients
failed to ensure clients #2 and #3's active are receiving continuous active
treatment needs pertaining to day services treatment, family style dining is
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programming were met. being completed and all clients
are involved in meal preparation.
. . . The QIDP will be in the home at
The governing body failed to exercise least three times weekly to
general policy, budget and operating ensure a complete and accurate
direction over the facility to ensure there accounting of all client finances,
were sufficient staff working in the home ensure the stafflng ratlgs in the
ol lient #2's risk ol d home are consistent with the
to implement client #2's risk plans an scheduled hours for the home,
ensure client #2's environment was safe ensure privacy and dignity are
and clean, to ensure clients #2 and #3 being provided to all clients,
received continuous, aggressive active family style dining IS being
. he behavi completed and all clients are
treatment to increase the behaviors involved in meal preparation. The
necessary for them to function with as Program Manager will be in the
much self determination and home at least twice weekly to
independence as possible, to ensure ensure the home is clean and
i 4 and #3 ved . safe for all clients, that all clients
¢ 1§nts an receive Cont1¥11.10us are attending workshop according
active treatment when opportunities to schedule, a complete and
existed, to ensure client #2's dignity accurate accounting of all client
during personal care, ensure clients #1, flntgnc.es,tr(‘aniure the staffing ont
.. ratios in the home are consisten
#2, #3, #4, #5, #6, #7 and #8 participated with the scheduled hours for the
in meal preparation and family style home, ensure privacy and dignity
dining according to their capabilities and are being provided, ensure all
to meet the active treatment needs clients are receiving continuous
rtainine to d . . active treatment, family style
pertaining to day serches programming dining is being completed and all
for 2 of 4 Sampled clients (#2 and #3) clients are involved in meal
Please see W104. preparation. The business office
manager or the office coordinator
. . . will visit the home at least twice
2. The gov§m1ng body failed to e§erc1se weekly to complete an audit of all
general policy, budget and operating client finances to ensure accurate
direction over the facility to ensure the and complete accounting. The
met the Condition of Participation: administrator will meet with QA at
. . least twice weekly to discuss and
Active Treatment Services for 3 of 4 51 Twice weexdy fo discd
) review the findings of
sampled clients (#2, #3 and #4), plus 2 investigations. Completion
additional clients (#5 and #6). The date: 02/02/2016
governing body failed to exercise general
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Facility ID: 000769 If continuation sheet Page 6 of 98
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policy, budget and operating direction
over the facility to ensure the facility
implemented its written policy and
procedures to prevent program
intervention neglect regarding client #2
and prevent alleged financial
exploitation/theft regarding clients #4, #5
and #6, to ensure two separate allegations
of staff neglect regarding clients #2 and
#3 were reported to the facility
administrator and/or BDDS (Bureau of
Developmental Disabilities Services)
within 24 hours of the alleged incident, to
ensure thorough investigations were
completed regarding allegations of staff
neglect regarding four separate
allegations for clients #2 and #3, to
develop and implement effective
corrective measures regarding program
intervention neglect of clients #2 and #3,
alleged financial exploitation/theft of
clients #4, #5 and #6's personal finances
and to report the findings/results of four
separate allegations for clients #2 and #3
were reported to the administrator within
5 business days of the alleged incidents.
Please see W122.

3. The governing body failed to exercise
general policy, budget and operating
direction over the facility to ensure the
facility met the Condition of
Participation: Active Treatment Services
for 4 of 4 sampled clients (#1, #2, #3 and
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W 0104

#4), plus 4 additional clients (#5, #6, #7
and #8). The governing body failed to
exercise general policy, budget and
operating direction over the facility to
ensure there were sufficient staff working
in the home to implement client #2's risk
plans and ensure client #2's environment
was safe and clean. The facility failed to
ensure clients #2 and #3 received
continuous, aggressive active treatment
to increase the behaviors necessary for
them to function with as much self
determination and independence as
possible. The facility failed to ensure
clients #2 and #3 received continuous
active treatment when opportunities
existed. The facility failed to ensure the
QIDP (Qualified Intellectual Disabilities
Professional) integrated, coordinated and
monitored clients #1, #2, #3, #4, #5, #6,
#7 and #8's active treatment programs.
Please see W195.

This deficiency was cited on 11/13/15.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.

9-3-1(a)

483.410(a)(1)
GOVERNING BODY
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Bldg. 00 | The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on observation, record review and W 0104 W104: The governing body must 02/02/2016
interview for 4 of 4 sampled clients (#1, exzrmse g?nerqu potlllcy, budgtthat,
.\ . and operating direction over the
#2, #3 and #4), plus 4 addltlona?l clients facility. Corrective Action:
(#5, #6, #7 and #8), the governing body (Specific): Administrative
failed to exercise general policy, budget observations have been
and operating direction over the facility implemented in the home twice
to ensure client #2's privacy durin, daily seven days per week for 30
P .y g days. All staff in the home will be
personal care, to ensure clients #4, #5 and in-serviced on all client program
#6's personal finances were fully plans, active treatment, privacy
accounted for. and dignity during personal care,
the operation standard for client
. ) . finance management, the
The governing body failed to exercise operation standard for reporting
general policy, budget and operating and investigating abuse neglect
direction over the facility to ensure the exploitation mistreatment or
facility implemented its written policy wolatl'on of.an m@wdual s rights,
the client bill of rights, a clean and
and procedures to prevent program safe environment for all clients,
intervention neglect regarding client #2 family style dining and client
and prevent alleged financial participation in meal preparation.
exploitation/theft regarding clients #4, #5 The Residential Manager will be
; in-serviced on ensuring staffing
and #6, to ensure two separate allegations ratios in the home are consistent
of staff neglect regarding clients #2 and with the scheduled hours for the
#3 were reported to the faCIhty home. An audit will be Completed
administrator and/or BDDS (Bureau of for clleqts #4,’ #5, #6 as well as all
. . . other clients in the home for the
Developmental Disabilities Services) last 3 months and any
within 24 hours of the alleged incident, to expenditure not accompanied
ensure thorough investigations were with receipt will be reimbursed.
. . The Quality Assurance Manager
completed regarding allegations of staff
P garding atieg will be in-serviced on the BDDS
neglect regarding four separate reporting policy, reporting
allegations for clients #2, #3, #4, #5 and investigation findings to the
#6, to develop and implement effective administrator within 5 business
corrective measures regarding program days, thqrough |nvest|gat|on§ and
the addition of recommendations
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intervention neglect of clients #2 and #3, for all investigations. The internal
alleged financial exploitation/theft of quent repor't.has. been revised
. . Lfi to include notification of the
clients #4, #5 and #6's personal finances incident within 24 hours to the
and to report the findings/results of four administrator by QA. Local day
separate allegations for clients #2 and #3 service providers will be
were reported to the administrator within conta}cted o initiate the process
5 busi d f the alleeed incident for clients #2 and #3 to attend.
usiness days ol the alleged incidents. How others will be identified:
(Systemic): Administrative
The governing body failed to exercise observations have been
general policy, budget and operating implemented in the home twice
. . o daily seven days per week for 30
direction over the facility to ensure the S
. R days. The Residential Manager
QIDP (Qualified Intellectual Disabilities will be in the home at least five
Professional) integrated, coordinated and times weekly to ensure the home
monitored client #2's active treatment is clean and safe for all clients,
.- that all clients are attending
programs by failing to ensure there were .
] . workshop according to schedule,
sufficient staff working in the home to a complete and accurate
implement risk plans, active treatment accounting of all client finances,
and ensure the physical environment was ensure the staffing ratios in the
. home are consistent with the
safe and clean, to ensure clients #2 and scheduled hours for the home
#3 received continuous, aggressive active ensure privacy and dignity are‘
treatment to increase the behaviors being provided, ensure all clients
necessary for them to function with as are receiving continuous active
much self determination and treatment, family style dining is
. . being completed and all clients
independence as possible, to ensure are involved in meal preparation.
clients #2 and #3 received continuous The QIDP will be in the home at
active treatment when opportunities least three times weekly to
existed, to ensure client #2's dignity ensure a complete'and accurate
i X accounting of all client finances,
during personal care, to ensure clients #1, ensure the staffing ratios in the
#2, #3, #4, #5, #6, #7 and #8 participated home are consistent with the
in meal preparation and family style scheduled hours for the home,
dining according to their capabilities and ensure privacy and d|g.n|ty are
. . , . being provided to all clients,
failed to ensure clients #2 and #3's active family style dining is being
treatment needs pertaining to day services completed and all clients are
programming were met. involved in meal preparation. The
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Program Manager will be in the
The governing body failed to exercise home at least twice weekly to
. K ensure the home is clean and
general policy, budget and operating safe for all clients, that all clients
direction over the facility to ensure there are attending workshop according
were sufficient staff working in the home to schedule, a complete and
to implement client #2's risk plans and gccurate accounting of al[ client
lient #2' . f finances, ensure the staffing
ensure client #2's environment was safe ratios in the home are consistent
and clean, to ensure clients #2 and #3 with the scheduled hours for the
received continuous, aggressive active home, ensure privacy and dignity
treatment to increase the behaviors are being prowc.ie'd, ensure all
for th functi h clients are receiving continuous
necessary fort er.n to. unction with as active treatment, family style
much self determination and dining is being completed and all
independence as possible, to ensure clients are involved in meal
clients #2 and #3 received continuous preparation. The business office
. h .- manager will visit the home at
ac‘flve treatment w ?n opportu.nltl'es least twice weekly to complete an
existed, to ensure client #2's dignity audit of all client finances to
during personal care, ensure clients #1, ensure accurate and complete
#2, #3, #4, #5, #6, #7 and #8 participated accounting. . The administrator
. | fi d famil | will meet with QA at least twice
H? rpea p repa?a ton an ] ami y.s‘Fy. ¢ weekly to discuss and review the
dining according to their capabilities and findings of investigations.
to meet the active treatment needs Measures to be put in place:
pertaining to day services programming Qdmlqlstrla\tlve obzgrvar?o:s have
for 2 of 4 sampled clients (#2 and #3). een implemented in the home
twice daily seven days per week
for 30 days. All staff in the home
Findings include: will be in-serviced on all client
program plans, active treatment,
1. The governing body failed to exercise privacy and dignity during
] ) personal care, the operation
general policy, budget and operating standard for client finance
direction over the facility to ensure client management, the operation
#2's privacy during personal care. Please standard for reporting and
see W130 investigating abuse neglect
' exploitation mistreatment or
violation of an individual’s rights,
2. The governing body failed to exercise the client bill of rights, a clean and
general policy, budget and operating safe environment for all clients,
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direction over the facility to ensure family style dining and client |
clients #4, #5 and #6's personal finances part|C|pa.t|on in meal prepargtlon.
The Residential Manager will be
were fully accounted for. Please see in-serviced on ensuring staffing
W140. ratios in the home are consistent
with the scheduled hours for the
3. The governing body failed to exercise homg. An audit will be completed
Lnolicv. bud q . for clients #4, #5, #6 as well as all
general policy, budget and operating other clients in the home for the
direction over the facility to ensure the last 3 months and any
facility implemented its written policy expenditure not accompanied
and procedures to prevent program with rece|.pt will be reimbursed.
. . 1 di lient #2 The Quality Assurance Manager
intervention neglect regarding client will be in-serviced on the BDDS
and prevent alleged financial reporting p0|icy, repor‘[ing
exploitation/theft regarding clients #4, #5 investigation findings to the
and #6, to ensure two separate allegations administrator within 5 business
£ staff 1 di i 4 and days, thorough investigations and
ot stafl neglect regarding cil.ents an the addition of recommendations
#3 were reported to the facility for all investigations. The internal
administrator and/or BDDS within 24 incident report has been revised
hours of the alleged incident, to ensure to include notification of the
th hi tigati leted incident within 24 hours to the
oroug mnves 1ga 10ns were compliete administrator by QA. Local day
regarding allegations of staff neglect service providers will be
regarding four separate allegations for contacted to initiate the process
clients #2, #3 #4, #5 and #6, to develop for clients #2 and #3 to attend.
. . . Monitoring of Corrective
and implement effective corrective L L
. . . Action: Administrative
measures regarding program intervention observations have been
neglect of clients #2 and #3, alleged implemented in the home twice
financial exploitation/theft of clients #4, daily seven days per week for 30
#5 and #6's personal finances and to dgys. The Residential Ma”?‘ger
. will be in the home at least five
report the findings/results of four times weekly to ensure the home
separate allegations for clients #2 and #3 is clean and safe for all clients,
were reported to the administrator within that all clients are attending
5 business days of the alleged incidents. workshop according to schedule,
a complete and accurate
Please see W149. accounting of all client finances,
ensure the staffing ratios in the
4. The governing body failed to exercise home are consistent with the
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general policy, budget and operating scheduled hours for the home,
direction over the facility to ensure the ensure privacy and dignity are
. K . being provided, ensure all clients
QIDP (Qualified Intellectual Disabilities are receiving continuous active
Professional) integrated, coordinated and treatment, family style dining is
monitored client #2's active treatment being completed and all clients
programs by failing to ensure there were are |nvoIved.|n m‘?a' preparation.
. . The QIDP will be in the home at
sufficient staff working in the home to least three times weekly to
implement risk plans, active treatment ensure a complete and accurate
and ensure the physical environment was accounting of all client finances,
safe and clean, to ensure clients #2 and ensure the staffing ratios in the
. . . . home are consistent with the
#3 received continuous, aggressive active scheduled hours for the home,
treatment to increase the behaviors ensure privacy and dignity are
necessary for them to function with as being provided to all clients,
much self determination and family style dining is being
. . completed and all clients are
independence as possible, to ensure involved in meal preparation. The
clients #2 and #3 received continuous Program Manager will be in the
active treatment when opportunities home at least twice weekly to
existed, to ensure client #2's dignity ensure the home is clean and
. . safe for all clients, that all clients
during personal care, to ensure clients #1, are attending workshop according
#2, #3, #4, #5, #6, #7 and #8 participated to schedule, a complete and
in meal preparation and family style accurate accounting of all client
dining according to their capabilities and finances, ensure the staffing
. . , . ratios in the home are consistent
failed to ensure clients #2 and #3's active with the scheduled hours for the
treatment needs pertaining to day services home, ensure privacy and dignity
programming were met. Please see are being provided, ensure all
W159. clients are receiving continuous
active treatment, family style
dining is being completed and all
5. The governing body failed to exercise clients are involved in meal
general policy, budget and operating preparation. The business office
direction over the facility to ensure there manager will visit the home at
were sufficient staff working in the home Ieagt twice wgekly to complete an
i ) ] audit of all client finances to
to implement client #2's risk plans and ensure accurate and complete
ensure client #2's environment was safe accounting. . The administrator
and clean. Please see W186. will meet with QA at least twice
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6. The governing body failed to exercise
general policy, budget and operating
direction over the facility to ensure
clients #2 and #3 received continuous,
aggressive active treatment to increase
the behaviors necessary for them to
function with as much self determination
and independence as possible. Please see
W196.

7. The governing body failed to exercise
general policy, budget and operating
direction over the facility to ensure
clients #2 and #3 received continuous
active treatment when opportunities
existed. Please see W249.

8. The governing body failed to exercise
general policy, budget and operating
direction over the facility to ensure client
#2's dignity during personal care. Please
see W268.

9. The governing body failed to exercise
general policy, budget and operating
direction over the facility to ensure
clients #1, #2, #3, #4, #5, #6, #7 and #8
participated in meal preparation and
family style dining according to their
capabilities. Please see W488.

10. The governing body failed to exercise
general policy, budget and operating

weekly to discuss and review the
findings of investigations.
Completion date: 02/02/2016
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direction over the facility to meet the
active treatment needs pertaining to day
services programming for 2 of 4 sampled
clients (#2 and #3). Please see W9999.
This deficiency was cited on 11/13/15.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.
9-3-1(a)
W 0122 483.420
CLIENT PROTECTIONS
Bldg. 00 The facility must ensure that specific client
protections requirements are met.
Based on observation, record review and W 0122 W122: The facility must ensure 02/02/2016
interview, the facility failed to meet the that specific client protections
Conditi f Participation: Client requirements are met.
ondi 1.0n ol Farticipation: 1en. Corrective Action: (Specific):
Protections for 3 of 4 Sampled clients Administrative observations have
(#2, #3 and #4), plus 2 additional clients been implemented in the home
(#5 and #6). :wi%eoddaily si\\lllent d;ys tp;]er r\:\/eek
The facility failed to implement its or o0 cays. Al statl in 'he home
) i will be in-serviced on visitors at
written policy and procedures to prevent the home, all client program
program intervention neglect regarding plans, the operation standard for
client #2 and prevent alleged financial client I_'”a”‘t;e rganda?ement,r:he
exploitation/theft regarding clients #4, #5 operation stahcarg or reporing
’ and investigating abuse neglect
and #6, to ensure two separate allegations exploitation mistreatment or
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of staff neglect regarding clients #2 and violation of an individual’s rights
#3 were reported to the facility andlthe gllent bill of rlghts. The
L Residential Manager will be
administrator and/or BDDS (Bureau of in-serviced on ensuring staffing
Developmental Disabilities Services) ratios in the home are consistent
within 24 hours of the alleged incident, to with the scheduled hours for the
ensure thorough investigations were homg. An audit will be completed
leted di 1 . £ staff for clients #4, #5, #6 as well as all
completed regarding allegations of sta other clients in the home for the
neglect regarding four separate last 3 months and any
allegations for clients #2, #3, #4, #5 and expenditure not accompanied
#6, to develop and implement effective with receipt will be reimbursed.
. di Staff #3 is no longer an
f:orrectlvle measures regar. ing program employee. The Quality
intervention neglect of clients #2 and #3, Assurance Manager will be
alleged financial exploitation/theft of in-serviced on the BDDS
clients #4, #5 and #6's personal finances reporting policy, reporting
d he findines/ Its of f investigation findings to the
and to report t "3 Indings .resu ts ot four administrator within 5 business
separate allegations for clients #2 and #3 days, thorough investigations and
were reported to the administrator within the addition of recommendations
5 business days of the alleged incidents. for all investigations. The internal
incident report has been revised
o ] to include notification of the
Findings include: incident within 24 hours to the
administrator by QA. How
1. The facility failed to implement its others will be identified:
written policy and procedures to prevent (Systemic): Administrative
. . . observations have been
program intervention neglect regarding implemented in the home twice
client #2 and prevent alleged financial daily seven days per week for 30
exploitation/theft regarding clients #4, #5 days. The Residential Manager
and #6, to ensure two separate allegations V,V'” be in the home at least five
. . times weekly to ensure that all
of staff neglect regarding clients #2 and client program plans are being
#3 were reported to the facility implemented as written, a
administrator and/or BDDS (Bureau of complete and accurate
Developmental Disabilities Services) accounting of aI.I C“ent, fln-ances,
. .. ensure the staffing ratios in the
within 24 hours of the glleged incident, to home are consistent with the
ensure thorough investigations were scheduled hours for the home,
completed regarding allegations of staff and ensure that there are no
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neglect regarding four Separate visitors TOI" staff at the home. The
allegations for clients #2, #3, #4, #5 and QIDP ‘,N'” be in the home at least
i . three times weekly to ensure that
#6, to develop and implement effective all client program plans are being
corrective measures regarding program implemented as written, a
intervention neglect of clients #2 and #3, complete and accurate
alleged financial exploitation/theft of accounting of aI.I Cl'ent, flngnces,
. , 16 ensure the staffing ratios in the
clients #4, #5 and #6's personal finances home are consistent with the
and to report the findings/results of four scheduled hours for the home,
separate allegations for clients #2 and #3 and ensure that there are no
were reported to the administrator within \;snors foI:/Istaff at thﬁlr;)onje.thThe
. . rogram Manager will be in the
5 business days of the alleged incidents. home at least twice weekly to
Please see W149. ensure that all client program
plans are being implemented as
2. The facility failed to ensure an written, a complete and accurate
1 . £ staff 1 di i accounting of all client finances,
allegation of sta . neglect regarding client ensure the staffing ratios in the
#3 and an allegatlon of staff neglect home are consistent with the
regarding clients #2 and #3 were scheduled hours for the home,
immediately reported to the administrator a.n(i ensfure tth?ft T?hre Ere no -
o visitors for staff at the home. The
and/or t9 B.DDS within 24 hours of the business office manager will visit
alleged incidents. Please see W153. the home at least twice weekly to
complete an audit of all client
3. The facility failed to ensure thorough finances to ensure accurate and
. tioati leted di complete accounting. . The
mnves 1ga 1ons were complete regar 1ng administrator will meet with QA at
allegations of staff neglect regarding four least twice weekly to discuss and
separate allegations for clients #2, #3, #4, review the findings of
#5 and #6. Please see W154. investigations. Measures to
be put in place: Administrative
. . observations have been
4. The facility failed to ensure the implemented in the home twice
findings/results of four separate daily seven days per week. for 30
allegations for clients #2, #3, #4, #5 and days All staff in the home will be
#6 were reported to the administrator in-serviced on visitors atthe
- . home, all client program plans,
within 5 business days of the alleged the operation standard for client
incidents. Please see W156. finance management, the
operation standard for reporting
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5. The facility failed to develop and
implement effective corrective measures
regarding program intervention neglect of
clients #2 and #3 and alleged financial
exploitation/theft of clients #4, #5 and
#6's personal finances. Please see W157.

This deficiency was cited on 11/13/15.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.

9-3-2(a)

and investigating abuse neglect
exploitation mistreatment or
violation of an individual’s rights
and the client bill of rights. The
Residential Manager will be
in-serviced on ensuring staffing
ratios in the home are consistent
with the scheduled hours for the
home. An audit will be completed
for clients #4, #5, #6 as well as all
other clients in the home for the
last 3 months and any
expenditure not accompanied
with receipt will be reimbursed.
An investigation will be completed
regarding staff having a visitor at
the home that was not an
employee. Staff #3 is no longer
an employee. The Quality
Assurance Manager will be
in-serviced on the BDDS
reporting policy, reporting
investigation findings to the
administrator within 5 business
days, thorough investigations and
the addition of recommendations
for all investigations. The internal
incident report has been revised
to include notification of the
incident within 24 hours to the
administrator by QA.

Monitoring of Corrective
Action: Administrative
observations have been
implemented in the home twice
daily seven days per week for 30
days. The Residential Manager
will be in the home at least five
times weekly to ensure that all
client program plans are being
implemented as written, a
complete and accurate
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W 0130

Bldg. 00

483.420(a)(7)
PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all

accounting of all client finances,
ensure the staffing ratios in the
home are consistent with the
scheduled hours for the home,
and ensure that there are no
visitors for staff at the home. The
QIDP will be in the home at least
three times weekly to ensure that
all client program plans are being
implemented as written, a
complete and accurate
accounting of all client finances,
ensure the staffing ratios in the
home are consistent with the
scheduled hours for the home,
and ensure that there are no
visitors for staff at the home. The
Program Manager will be in the
home at least twice weekly to
ensure that all client program
plans are being implemented as
written, a complete and accurate
accounting of all client finances,
ensure the staffing ratios in the
home are consistent with the
scheduled hours for the home,
and ensure that there are no
visitors for staff at the home. The
business office manager will visit
the home at least twice weekly to
complete an audit of all client
finances to ensure accurate and
complete accounting. . The
administrator will meet with QA at
least twice weekly to discuss and
review the findings of
investigations. Completion
date: 02/02/2016
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clients. Therefore, the facility must ensure
privacy during treatment and care of
personal needs.
Based on observation and interview for 1 W 0130 W130: The facility must ensure 02/02/2016
of 4 sampled clients (#2), the facility the rights of all Cl'?r‘ts'
failed t lient £2's ori duri Therefore, the facility must
atled o ensure clien § privacy during ensure privacy during treatment
personal care. and care of personal needs.
Corrective Action: (Specific):
Findings include: Administrative observations have
been implemented in the home
. twice daily seven days per week
Observations were conducted at the for 30 days. All staff in the home
group home on 1/12/16 from 6:30 AM will be in-serviced on the client
through 7:45 AM. At 6:30 AM, staff #2 rights and the operation standard
indicated client #2 had a BM (Bowel for reporting and investigating
o abuse neglect exploitation
Movement) in his bedroom and had mistreatment or violation of an
smeared BM on his blankets and floor. individual’s rights. All staff in the
Client #2 was non-verbal in that he did homg }’Vm be_ i”'serVice‘f' on
not use verbal language to express his pntowdmg privacy and.d|gn|ty toall
clients during showering and
wants and needs. At 6:35 AM, staff #2 personal care time. A shower
directed client #2 to the shower. At 6:40 curtain has been placed in the
AM, staff #2 retrieved a bottle of body bathroom.  How others will
wash and shampoo from a closet in the z‘; 'C!e,"tt'f"t",d: (SgStem:f:) o
o ministrative observations have
home's kitchen area. Staff #2 took the been implemented in the home
bottle of body wash and shampoo to twice daily seven days per week
client #2 who was still in the shower. for 30 days. The Residential
Staff #2 then exited the bathroom and Manager will be at the home at
d st ther clients in th least five times weekly to
resumed assisting other clients in the complete observations and
home. The bathroom door was open ensure that all staff is providing
while client #2 was in the shower with no privacy and dignity during
shower curtain. At 6:45 AM, client #2 Sno‘?’er'tnq a?: p:rsonal-r(;]areQﬁ%p
. ) . all clients in the home. The
ﬁnlsheq his shower, staff #2 retrieved an will visit the home at least three
adult brief (depends), entered the times weekly to ensure that all
bathroom area and then directed client #2 staff is providing privacy and
to return to his bedroom to get dressed. dignity to all clients in the home.
The Program Manager will visit
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Client #2 exited the bathroom area the home at least twice weekly to
wearing the adult brief. Client #2 wore e:\s/:(r:e t::é ?jlil Snt:ﬁt'cs) slrloé:glr?tgs] n
the adult brief as he walked from the fhe h oBr/n e ,5'] eaiures to be put
bathroom area to his bedroom without in place: Administrative
additional clothing to cover his body. observations have been
implemented in the home twice
. daily seven days per week for 30
QAM (Quality Assurance Manager) #1 days. All staff in the home will be
was interviewed on 1/12/16 at 10:36 AM. in-serviced on the client rights
QAM #1 indicated staff #2 should ensure and the operation standard for
client #2's privacy during showering and reporting and investigating abuse
. neglect exploitation mistreatment
personal care time. o o :
or violation of an individual’s
rights. All staff in the home will
This deficiency was cited on 11/13/15. be in-serviced on providing
The facility failed to implement a privacy and dignity to all clients
systemic plan of correction to prevent during showering and personal
care time. A shower curtain has
recurrence. been placed in the bathroom.
Monitoring of Corrective
9-3-2(a) Action: Administrative
observations have been
implemented in the home twice
daily seven days per week for 30
days. The Residential Manager
will be at the home at least five
times weekly to complete
observations and ensure that all
staff is providing privacy and
dignity during showering and
personal care to all clients in the
home. The QIDP will visit the
home at least three times weekly
to ensure that all staff is providing
privacy and dignity to all clients in
the home. The Program
Manager will visit the home at
least twice weekly to ensure that
all staff is providing privacy and
dignity to all clients in the home
Completion date: 02/02/2016
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W 0140 483.420(b)(1)(i)
CLIENT FINANCES
Bldg. 00 The facility must establish and maintain a
system that assures a full and complete
accounting of clients' personal funds
entrusted to the facility on behalf of clients.
Based on record review and interview for W 0140 W140: The facility must 02/02/2016
1 of 4 sampled clients (#4), plus 2 thtfb“Sh and nf1alllnta|(rj1 a Sysltetm
.. . i at assures a full and complete
ad.dltlonal clients (#5 and #6), the facility accounting of clients’ personal
failed to ensure clients #4, #5 and #6's funds entrusted to the facility on
personal finances were fully accounted behalf of the clients.
for. Corrective Action: (Specific):
Administrative observations have
o ] been implemented in the home
Findings include: twice daily seven days per week
for 30 days. All staff in the home
The facility's BDDS (Bureau of will be in-serviced on the
e g ere. . operation standard for client
Developmental Disabilities Services) .
] T i finance management and a full
on 1/11/16 at 2:55 PM. The review personal funds. All staff in the
indicated the following: home will be in-serviced on the
operation standard for reporting
o and investigating abuse neglect
-BDDS report dated 12/29/15 indicated exploitation mistreatment or
client #4 was missing $20.00 from his violation of an individual’s rights.
home cash account. How others will be identified:
(Systemic) Administrative
Lo observations have been
-BDDS report dated 12/29/15 indicated implemented in the home twice
client #5 was missing $10.00 from his daily seven days per week for 30
home cash account. days. The Residential Manager
will review all client finances at
Lo least five times weekly to ensure
—BPDS report d.ate.d 12/29/15 1ndlcaFed full and complete accounting of
client #6 was missing $20.00 from his client personal funds and that all
home cash account. transactions are documented as
they occur. The QIDP will visit
.. the home at least three times
-IS (Investigation Summary) dated weekly to review all client finance
12/30/15 indicated, "Allegations of records to ensure a full and
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clients missing funds are substantiated, complete accounting of personal
however, it is unable to be determine funds is be!ng completed and that
all transactions are documented
where the money has gone or who took accordingly. The Business Office
the money. [Client #5] will be Manager will visit the home at
reimbursed $10.06, [client #6] will be least twice weekly to review all
reimbursed $20.00 and [client #4] will be client finance records to ensure a
. " full and complete accounting of
reimbursed $20.00. personal funds is being
completed and that all
QAM (Quality Assurance Manager) #1 transactions are documented
was interviewed on 1/12/16 at 10:36 AM. accordingly.  Measures to be
QAM #1 indicated the facility should putin pl_ace. Administrative
observations have been
complete a full accounting of client implemented in the home twice
funds. daily seven days per week for 30
days. All staff in the home will be
This deficiency was cited on 11/13/15. in-serviced on .the gperatlon
N ’ ] standard for client finance
The facility failed to implement a management and a full and
systemic plan of correction to prevent complete accounting of client
recurrence. personal funds. All staff in the
home will be in-serviced on the
operation standard for reporting
9-3-2(a) and investigating abuse neglect
exploitation mistreatment or
violation of an individual’s rights.
Monitoring of Corrective
Action: Administrative
observations have been
implemented in the home twice
daily seven days per week for 30
days. The Residential Manager
will review all client finances at
least five times weekly to ensure
full and complete accounting of
client personal funds and that all
transactions are documented as
they occur. The QIDP will visit
the home at least three times
weekly to review all client finance
records to ensure a full and
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complete accounting of personal
funds is being completed and that
all transactions are documented
accordingly. The Business Office
Manager will visit the home at
least twice weekly to review all
client finance records to ensure a
full and complete accounting of
personal funds is being
completed and that all
transactions are documented
accordingly. Completion
date: 02/02/2016
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 on observation, record review and W 0149 W149: The facility must develop 02/02/2016
interview for 3 of 4 sampled clients (#2, and |r2plemfte:ttwrlttﬁlnb.t
" . procedures that prohibi
#3 and #4), plu§ 2 add?nonal 'chents (#5 mistreatment, neglect or abuse of
and #6), the faclllty falled to lmplement the client. Corrective Action:
its written policy and procedures to (Specific): Administrative
prevent program intervention neglect observations have been
. . implemented in the home twice
regarding client #2 and prevent alleged .
. o . daily seven days per week for 30
financial exploitation/theft regarding days. All staff in the home will be
clients #4, #5 and #6, to ensure two in-serviced on all client program
separate allegations of staff neglect plans, active treatment, privacy
regarding clients #2 and #3 were reported and d|gn|t¥ during personal care,
- o the operation standard for client
to the facility administrator and/or BDDS finance management, the
(Bureau of Developmental Disabilities operation standard for reporting
Services) within 24 hours of the alleged and investigating abuse neglect
s exploitation mistreatment or
incident, to ensure thorough o o
. o . violation of an individual’s rights,
mvestigations were completed regardlng the client bill of rights, a clean and
allegations of staff neglect regarding four safe environment for all clients,
separate allegations for clients #2, #3, #4, visitors in the home, physically
#5 and #6, to develop and implement walking into each client's room
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effective corrective measures regarding beside each clients bed during all
program intervention neglect of clients b?d checkg to verify that all
. clients are in the home and
#2 and #3, alleged financial documentation of bed checks on
exploitation/theft of clients #4, #5 and the daily tracking form. The
#6's personal finances and to report the Residential Manager will be
findings/results of four separate |n-t§erylcttar? or:\ ensunng stafn?g ¢
i i ratios in the home are consisten
allegations for clients #2, #3, #4, #5 and with the scheduled hours for the
#6 to the administrator within 5 business home. An audit will be completed
days of the alleged incidents. for clients #4, #5, #6 as well as all
other clients in the home for the
Findi include: last 3 months and any
Indings nciude: expenditure not accompanied
with receipt will be reimbursed.
1. The facility's BDDS (Bureau of Staff #3 is no longer an
Developmental Disabilities Services) employee. The Quality Assurance
di . . d Manager will be in-serviced on
reports and investigations were .reV1ewe the BDDS reporting policy,
on 1/11/16 at 2:55 PM. The review reporting investigation findings to
indicated the following: the administrator within 5
business days, thorough
.- investigations and the addition of
-BDDS report dated 12/10/15 1nd10§ted, recommendations for all
"[Staff #1] reported to [QIDP (Qualified investigations. The internal
Intellectual Disabilities Professional) #1] incident report has been revised
that when she arrived to her shift on to |%clu:ie _?r?t'f'gzt'hon of :heth
. . incident within ours to the
12/10/15, she noticed that [client #2] L
administrator by QA. How
smelled of feces and when she went to others will be identified:
assist him with a shower, found that (Systemic): Administrative
[client #2] had smeared feces in the observations have been
bathroom, on the floor and walls. When |mplemented in the home twice
. . . daily seven days per week for 30
she redirected [client #2] to his room so days. The Residential Manager
she (could) clean the bathroom before will be in the home at least five
assisting [client #2] (with) a shower, she times weekly to ensure the home
noted urine on [client #2's] bed and feces is clean and safe for all clients, a
. complete and accurate
on his floor that appeared to have been accounting of all client finances,
left from the third shift staff, [staff #2]. ensure the staffing ratios in the
[Staff #1] cleaned the area and assisted home are consistent with the
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[client #2] with his hygiene. The staff scheduled hours for the home,
member working prior to the shift, [staff Egisnug;ifg\'/\i’j:g a::sglr?an:?l,;irgnts
#2], Was .placec.i on. administrative leave are receiving continuous active
pending investigation." treatment, that all client program
plans are being followed, all daily
“Investigation Summary (IS) dated tracking for all clients is complete
.. " . and accurate and there are no
12/11/15 indicated, "By review of unauthorized visitors at the
witness statements and pictures, it home. The QIDP will be in the
appears that fecal matter and urine had home at least three times weekly
been left on the bed, wall, bathroom and to fenfsure”th? hotme IS clealntand
safe for all clients, a complete
floor on 1.2/10@5. No reports' of fecal and accurate accounting of all
matter/urine belng left on [cllent #2] client finances, ensure the
himself. On 12/10/15 [staff #2] had to get staffing ratios in the home are
all morning routines done for 8 clients, Eonsw;en:hwn: the scheduled
ours for the home, ensure
when 2 staff members should hav§ been privacy and dignity are being
present to assist, however, first shift staff provided, ensure all clients are
was late which left [staff #2] to complete receiving continuous active
all tasks by himself." The IS dated treatment, that all client program
S " . plans are being followed, all daily
12/11/15 indicated, "The alleg?tlons of tracking for all clients is complete
[staff #2] purposefully neglecting to clean and accurate and there are no
[client #2] and his environment are unauthorized visitors at the home.
unsubstantiated, [client #2] was clean, The business office manager or
h th . t ble t the office coordinator will visit the
owever, the environmen \yas unable to home at least twice weekly to
be cleaned as staff was tending to other complete an audit of all client
clients needs. Staff will return to work finances to ensure accurate and
with in-services." complete accounting. . The
administrator will meet with QA at
) o least twice weekly to discuss and
The 12/1 1/15 IS dld not lndlcate review the findings of
documentation of recommendations to investigations. ~ Measures to
address how the facility would ensure be put in place: Administrative
sufficient staffing in the home to prevent ?n:);gr\;a;ﬁgz ?na:lr?ebrffr:e rwice
future incidents. The 12/11/15 IS did not daily seven days per week for 30
indicate documentation of the days. All staff in the home will be
results/findings of the investigation being in-serviced on all client program
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reported to the facility administrator. plans, active treatment, privacy
and dignity during personal care,
. the operation standard for client
2. Observations were conducted at the finance management, the
group home on 1/12/16 from 6:30 AM operation standard for reporting
through 7:45 AM. At 6:30 AM, the group and investigating abuse neglect
home living room and dining area e.xplo.|tat|on m|§tre.a.tment or
. . violation of an individual’s rights,
presented with a discernable pungent the client bill of rights, a clean and
odor. Staff #2 indicated client #2 had a safe environment for all clients,
BM (Bowel Movement) in his bedroom visitors in the home, physically
and had smeared BM on his blankets and \éva”'(cljng mtc; e?chtcllsn(tjsdropm i
. . eside each clients bed during a
floor. Client #2 was non-verbal in that he bed checks to verify that all
did not use verbal language to express his clients are in the home and
wants and needs. At 6:35 AM, staff #2 documentation of bed checks on
directed client #2 to the shower. Client ::e cli:nyt.tr?%l(mg form. 'I;rt?e
. . esidential Manager will be
#2 was in tl.le shower Whlle staff #2 in-serviced on ensuring staffing
removed client #2's soiled bed linens and ratios in the home are consistent
clothing from his bedroom to the laundry with the scheduled hours for the
area and utilized a mop to clean client ?omlg. ?”;4”‘3;2"";?6 corrlmlpleteclz:
. . or clients #4, #5, #6 as well as a
#2 s bedroom floor. At 6:40 AM, staff #2 other clients in the home for the
retrieved a bottle of body wash and last 3 months and any
shampoo from a closet in the home's expenditure not accompanied
kitchen area. Staff #2 took the bottle of \/g:hfFe#%e!pt W"Il be reimbursed.
. a is no longer an
body Yvas:h and shampoo to client #2 who employee. The Quality Assurance
was still in the shower. Staff #2 then Manager will be in-serviced on
exited the bathroom and resumed the BDDS reporting policy,
assisting other clients in the home. The reporting investigation findings to
bathroom door wa 1 while client #2 the administrator within 5
.00 00T was open whiie ¢ ﬁ?’ business days, thorough
finished his shower, staff #2 retrieved an recommendations for all
adult brief (depends), entered the |nvedst|gat|oni.t hTheblnternaI g
. . inci t i
bathroom area and then directed client #2 incident report has been revise
i to include notification of the
to return to his bedroom to get dressed. incident within 24 hours to the
Client #2 exited the bathroom area administrator by QA.
wearing the adult brief which was wet Monitoring of Corrective
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around the waistline. Client #2's lower Action: Administrative
body (chest, waist, legs) were wet from pbslervatlcf[nz ha;’f br?en i
. . . implemented in the home twice
his sho.wer. Staff #2 did n.ot ensure ?llent daily seven days per week fo 30
#2's skin/body was dry prior to placing days. The Residential Manager
the adult brief on his body. Client #2 will be in the home at least five
wore the adult brief as he walked from times weekly to ensure the home
he bath to his bed is clean and safe for all clients, a
t .e a roor.n.area 0 1s. edroom ] complete and accurate
without additional clothing to cover his accounting of all client finances,
body. At 7:00 AM, client #2 was ensure the staffing ratios in the
prompted to come to the dining room horr]ntz alredcrc‘)n3|st;antt\;]V|tt;1the
.. . . . scheduled hours for the home,
tablé to participate 1n' the home's morning ensure privacy and dignity are
famlly Style meal. Client #2 sat at the being provided’ ensure all clients
kitchen table and was served a bowl of are receiving continuous active
cereal with milk. Staff #2 did not sit at trleatmentbth_at af” ﬁ"e“tdprﬁ?;aw
. . plans are being followed, all daily
the tabl.e with chent. #2 or offer ) tracking for all clients is complete
prompting or coaching to slow his pace and accurate and there are no
of eating. Client #2 used his spoon to unauthorized visitors at the
scoop servings of cereal and milk ate at home. The QIDP will be in the
fast home at least three times weekly
ast pace. to ensure the home is clean and
safe for all clients, a complete
Observations were conducted at the and accurate accounting of all
group home on 1/12/16 from 8:15 AM C"ef';t finances, e:surr]e the
through 10:15 AM. At 8:15 AM, staff #2 staffing ratios in the home are
) ] consistent with the scheduled
returned to the group home with clients hours for the home, ensure
#2 and #3 from transporting the other privacy and dignity are being
clients to the day services provider. Staff provided, ensure all clients are
#2 indicated a second staff member receiving continuous active
. treatment, that all client program
should have arrived at the home at 8:00 plans are being followed, all daily
AM. At 9:15 AM, staff #1 arrived at the tracking for all clients is complete
group home for her shift. Staff #1 entered and accurate and there are no
the group home and after entering client unautho'nzed VISI.tOI'S at the home.
The business office manager or
#2's bedroom, stated to staff #2 "There's the office coordinator will visit the
[BM] in client #2's bedroom, did you home at least twice weekly to
clean last night?" Staff #2 indicated he complete an audit of all client
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had mopped and then exited the group
home. Client #2's bedroom presented
with a strong discernable pungent odor.
Client #2's mattress and bed frame had
smeared/dried feces on it. Client #2's
floor had a soiled adult brief/depends on
it and there were two pieces of feces in
client #2's top dresser drawer. Client #2
presented with a discernable pungent
odor. Staff #1 indicated client #2 should
be re-showered. Client #2 removed his
clothing and depends to enter the shower.
Client #2's adult brief/depends had an
area 3 inches by 3 inches in the anal
region of the brief/depends which had
dried fecal matter. Client #2's inner anal
area had not been cleaned. The fecal
matter was not moist or fresh as client #2
did not have a BM. Staff #1 used physical
assistance to bathe client #2's body with
soap.

Staff #2 was interviewed on 1/12/16 at
8:45 AM. Staff #2 indicated client #2
was not independent with bathing. Staff
#2 stated, "No, he's not. He will just do
like this (gestures with hands to show
inadequate washing). We have to stay
with him, otherwise he just stands there
and doesn't wash himself."

Staff #1 was interviewed on 1/12/16 at
9:40 AM. Staff #1 indicated staff #2 did
not clean client #2's bedroom area. Staff

review the findings of
investigations.

finances to ensure accurate and
complete accounting. . The
administrator will meet with QA at
least twice weekly to discuss and

Completion date: 02/02/2016
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#1 stated, "[Client #2] needs to be
re-showered. He smells and [staff #2]
didn't make sure he was clean." Staff #1
indicated client #2 was not independent
with bathing and required physical
assistance to bathe properly. Staff #1
indicated client #2's adult brief/depends
had dried feces in the anal area of brief.
Staff #1 indicated client #2's anal area
was not clean and had dried feces on it.
Staff #1 indicated client #2 had a skin
integrity risk plan due to a history of skin
rashes on his buttocks and lower back
area. Staff #1 indicated client #2's skin
should be kept dry and clean to prevent
skin rashes. Staff #1 indicated client #2
had a dining risk plan and should be
monitored while eating to prevent
choking. Staff #1 indicated client #2
would eat at a rapid pace and should be
prompted to slow his pace of eating.

Client #2's record was reviewed on
1/12/16 at 8:43 AM. Client #2's ISP
(Individual Support Plan) dated 8/25/15
indicated client #2's diagnoses included
but was not limited to Severe Mental
Retardation, Autism Spectrum Disorder,
Enuresis (urine incontinence) and
Encopresis (bowel incontinence). Client
#2's ISP dated 8/25/15 indicated, "[Client
#2] is incontinent of bowel and bladder.
He needs physical and verbal assistance
with all ADL (Activities of Daily Living)
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skills."

Client #2's Dining Plan dated 11/3/15
indicated, "[Client #2] has tendency to
eat too fast and overstuff his mouth at
times. [Client #2] has a history of food
foraging and needs to be monitored."
Client #2's Dining Plan dated 11/3/15
indicated, "[Client #2] eats at the dining
room table, family style. Staff are to be
seated next to [client #2] during all meals
and give verbal cueing to slow down and
to not overfill his mouth. Staff will
encourage small bites, chewing and
swallowing between bites."

Client #2's Skin Integrity form dated
11/3/15 indicated, "(1.) Staff will monitor
closely for signs of skin breakdown
(example: redness, irritation, open areas,
dryness, excoriation (scratch/abrasion),
increased edema, etc.) and report to the
nurse. (2.) Staff will provide incontinent
care as needed: apply preventative skin
barrier cream as ordered by physician."

3. Confidential Interview (CI) A stated,
"[Staff #2] has left [client #3] at the
group home alone. He, [staff #2], has his
friends and people come in during the
overnight shift. Once, he left [clients #2
and #3] at the group home with some guy
while [staff #2] drove the other clients to
the day program." CI A stated, "[Staff #2]
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leaves at the end of his shift without
cleaning up after [client #2]. [Client #2]
has behaviors. He will smear feces on
everything, he will [urinate] on the floors
and smear feces everywhere. [Staff #2]
sleeps on the couch and has people come
and visit the home like every night."

QAM (Quality Assurance Manager) #1
was interviewed on 1/12/16 at 10:36 AM.
When asked if she was aware of any
allegations of staff #2 having guests at
the group home during his shift or
allowing unknown persons supervise the
clients while on the morning transport to
day services, QAM #1 stated, "Yes.
[Staff #1] had mentioned an incident
where there was a guy at the home with
the clients. She asked him if he was
going to clock out and he told her he
wasn't clocked in." When asked if the
allegation was reported and investigated,
QAM #1 stated, "When I asked [AS
(Administrative Staff) #1] about it, she
said it was a staff that had been assigned
to another ResCare group home. The
staff had stopped going to his assigned
group home and had started showing up
at this home. He said he was transferred
to this house but there wasn't any
documentation of a transfer." QAM #1
indicated the allegation was not reported
to BDDS or investigated. When asked if
the employee had been trained to work at
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this group home with these specific
clients, QAM #1 stated, "No." QAM #1
indicated client #1's risk plans should be
implemented.

QIDP #1 was interviewed on 1/12/16 at
11:21 AM. When asked if he was aware
of any allegations or concerns regarding
staff working in the group home, QIDP
#1 stated, "Yes, there have been several
complaints from staff in the home about
[staff #2]. He's been suspended twice in
the last few months but has been brought
back after being in-serviced."

4. The facility's BDDS reports and
investigations were reviewed on 1/11/16
at 2:55 PM. The review indicated the
following:

-BDDS report dated 12/30/15 indicated,
"It was reported that while [staff #2] was
leaving to take clients to work on
12/28/15, they got a flat tire a couple
houses down from the group home. [Staff
#2] contacted another staff, [staff #1],
who was on their way in and informed
them of what was going on. When the
staff, [staff #1], arrived to where the
clients and staff were in the van, the staff
on duty, [staff #2], told the oncoming
staff, [staff #1], that he had accidentally
left [client #3] home alone because he
was not aware that [client #3] had came
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back from LOA (Leave of Absence). The
oncoming staff immediately went to the
home to check on [client #3] who was
still asleep in bed and was not aware that
he had been there by himself. There were
no injuries as a result of this incident and
the staff member in question has been
placed on administrative leave pending
investigation."

The 12/30/15 BDDS report indicated the
12/28/15 allegation of staff #2 leaving
client #3 alone and unsupervised in the
group home was not immediately
reported to the facility administrator or
BDDS within 24 hours.

-IS dated 12/30/15 indicated the
following summary of interviews:

-"[Staff #1] states that Monday, 12/28/15,
[staff #2] left [client #3] at the house
alone...."

-"[Staff #1] states that she had her fiance
take her to the house and when she
walked in [client #3] was still asleep in
his room and he didn't know he was
alone. [Staff #1] states that she did not
tell anyone else about this besides the
other staff."

-"[QIDP #1], 12/30/15. [QIDP #1] states
that no one told him anything about staff
leaving [client #3] alone."
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The 12/30/15 1S indicated, "By review of
witness statements, [staff #2] admits to
leaving [client #3] home alone on
12/28/15, however, he was unaware that
[client #3] had returned from LOA with
his family. It was found that staff were
unaware of when [client #3] would be
returning home and there was no specific
date or time that staff were aware of. By
review of statements, it is believed that
[client #3] was home alone for
approximately 10 minutes and was not
aware that he was home alone." The
12/30/15 IS indicated, "Allegations of
[staff #2] leaving [client #3] home alone
are substantiated."

The 12/30/15 IS did not indicate
documentation of recommendations to
prevent future incidents of staff not
reporting allegations of abuse, neglect or
mistreatment to the facility administrator
or BDDS. The 12/30/15 IS did not
indicate documentation of
recommendations to address staff's
communication of client census between
staff working in the home. The 12/30/15
IS did not indicate documentation of the
results/findings of the investigation being
reported to the facility administrator.

5. The facility's POC (Plan of Correction)
dated 12/13/15 indicated, "All staff will
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be in-serviced on the client finance policy
and procedure and a full and complete
accounting of client personal funds. All
staff will be in-serviced on the abuse,
neglect, exploitation policy and
procedures. The Residential Manager
(RM) will review all client finances at
least five times weekly to ensure full and
complete accounting of client personal
funds and that all transactions are
documented as they occur. The QIDP
will visit the home at least twice weekly
to review all client finance records to
ensure a full and complete accounting of
personal funds is being completed and
that all transactions are documented
accordingly. The RM and the QIDP will
initial the client finances record when
reviews are completed and any problems
will be addressed with staff
immediately."

The review did not indicate
documentation of facility staff being
in-serviced regarding the client finance
policy and procedure.

The facility's BDDS reports and
investigations were reviewed on 1/11/16
at 2:55 PM. The review indicated the
following:

-BDDS report dated 12/29/15 indicated
client #4 was missing $20.00 from his
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home cash account. The 12/29/15 BDDS
report indicated, "The money will be kept
in the green books locked in a cabinet
that only one staff will have access to, to
prevent future incidents."

-BDDS report dated 12/29/15 indicated
client #5 was missing $10.00 from his
home cash account. The 12/29/15 BDDS
report indicated, "The money will be kept
in the green books locked in a cabinet
that only one staff will have access to, to
prevent future incidents."

-BDDS report dated 12/29/15 indicated
client #6 was missing $20.00 from his
home cash account.

-IS dated 12/30/15 indicated,
"Allegations of clients missing funds are
substantiated, however, it is unable to be
determine where the money has gone or
who took the money. [Client #5] will be
reimbursed $10.06, [client #6] will be
reimbursed $20.00 and [client #4] will be
reimbursed $20.00."

The 12/30/15 IS did not indicate
documentation of recommendations to
prevent future incidents of alleged
theft/exploitation. The 12/30/15 IS did
not indicate documentation of the
results/findings of the investigation being
reported to the facility administrator.
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Observations were conducted at the
group home on 1/12/16 from 8:15 AM
through 10:15 AM. At 9:45 AM, staff #2
retrieved green financial binders from a
cabinet in the home's office area.

Staff #2 was interviewed on 1/12/16 at
9:45 AM. Staff #2 indicated the home
kept the green client financial binders in
a locked cabinet in the home's office.
When asked who had access to the green
client financial binders, staff #2 stated,
"All of the staff have access to the key to
open the cabinet."

The review indicated the facility failed to
develop and implement effective
corrective measures to prevent future
incidents of alleged financial exploitation
or alleged theft of client personal funds.

Staff #1 was interviewed on 1/12/16 at
9:40 AM. Staff #1 indicated the facility
did not have a RM or an interim RM to
review all client finances.

QIDP #1 was interviewed on 1/12/16 at
11:21 AM. QIDP #1 indicated he was
auditing the home's finances once a
week.

QAM #1 was interviewed on 1/12/16 at
10:36 AM. QAM #1 indicated the facility
should prevent abuse, neglect,
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mistreatment and exploitation. QAM #1
indicated the facility's abuse and neglect
policy should be implemented and all
allegations of abuse, neglect and
mistreatment should be immediately
reported to the administrator and to
BDDS within 24 hours of the alleged
incident. QAM #1 indicated all
allegations of abuse, neglect,
mistreatment and exploitation should be
thoroughly investigated and corrective
measures to prevent recurrence should be
developed and implemented.

The facility's policy and procedures were
reviewed on 1/13/16 at 9:19 AM. The
facility's Abuse, Neglect, Exploitation
Policy and Procedure revised date of
1/9/15 indicated the following:

-"Community Alternatives South East
staff actively advocate for the rights and
safety of all individuals. All allegations
or occurrences of abuse, neglect and/or
exploitation shall be reported and
thoroughly investigated. Community
Alternatives South East strictly prohibits
abuse, neglect and/or exploitation."

-"The Clinical Supervisor will assign an
investigative team and a thorough
investigation will be completed within 5
business days of the report of the
incident. Once the investigation has been
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completed, the investigation will be given
to the Executive Director or designee for
review."

-"F. Abuse- Exploitation. 1. An act that
deprives and individual of real or
personal property by fraudulent or illegal
means."

-"E. Neglect- Emotional/Physical. 1.
Failure to provide goods and/or services
necessary for the individual to avoid
physical harm. 2. Failure to provide the
support necessary to an individual's
psychological and social well being. 3.
Failure to meet the basic need
requirements such as food, shelter,
clothing and to provide a safe
environment."

-"F. Neglect- Program Intervention. 1.
Failure to provide goods and/or services
necessary for the individual to avoid
physical harm."

The facility's Abuse, Neglect,
Exploitation Policy and Procedure
revised date of 1/9/15 indicated the final
IS report should contain "Concerns and
recommendations. Witness statements
and supporting documentation. Methods
to prevent future incidents."

This deficiency was cited on 11/13/15.
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The facility failed to implement a
systemic plan of correction to prevent
recurrence.
9-3-2(a)
W 0153 483.420(d)(2)
STAFF TREATMENT OF CLIENTS
Bldg. 00 | The facility must ensure that all allegations
of mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law
through established procedures.
Based on record review and interview for W 0153 02/02/2016
2 of 4 allegations of abuse, neglect and W153: The facility must have
. . . . evidence that all alleged violations
exploitation reviewed, the facility failed . .
) are thoroughly investigated.
to ensure an allegation of staff neglect
regarding client #3 and an allegation of Corrective Action: (Specific): The
staff neglect regarding clients #2 and #3 internal incident report has been
were immediately reported to the rZV‘S,e‘,i to md?de Illlonﬁ‘fatlon EO the
.. administrator for allegations o
administrator and/'or tg 'BTDDS (Bureau of abuse, neglect, mistreatment,
Developmental Disabilities Services) exploitation and injuries of unknown
within 24 hours of the alleged incidents. source within 24 hours. The Quality
Assurance Manager will be
Findings include: in—service.d on the' opera'tion' standard
for reporting and investigating abuse
o neglect exploitation mistreatment or
The facility's BDDS reports and violation of an individual’s rights.
investigations were reviewed on 1/11/16
at 2:55 PM. The review indicated the How others will be identified:
following;: (Systemic): The Program Manager
and the Quality Assurance Manager
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1. BDDS report dated 12/30/15 indicated, will meet at least three times weekly
"It was reported that while [staff #2] was to review all incidents and ensure
. . that all allegations of abuse, neglect,
leaving to take clients to work on mistreatment, exploitation and
12/28/15, they got a flat tire a couple injuries of unjknown source are
houses down from the group home. [Staff reported to the administrator. The
#2] contacted another staff, [staff #1], internal incident report will be sent to
who was on their way in and informed IEG aB‘gll;r:Strat‘z “fllrfgdlatelty artf
. c report wi ¢ Sent within
them of what was going on. When the 24 hours by (g A as part of the
staff, [staff #1], arrived to where the notification process.
clients and staff were in the van, the staff
on duty, [staff #2], told the oncoming Measures to be put in place: The
staff, [staff #1], that he had accidentally mte_mz‘tm?‘dT“;rePOt‘_‘fhaibeet“ N
. revised 1o include notification to the
left [client #3] home alone because he administrator for allegations of
was not aware that [client #3] had came abuse, neglect, mistreatment,
back from LOA (Leave of Absence). The exploitation and injuries of unknown
oncoming staff immediately went to the source within 24 hours. The Quality
home to check on [client #3] who was AssuraflcedMar;ﬁger Wlnt_be andard
. . m-serviced on the operation stanaar
still asleep in bed and was not aware that . operation
i for reporting and investigating abuse
he had been there by himself. There were neglect exploitation mistreatment or
no injuries as a result of this incident and violation of an individual’s rights.
the staff member in question has been
placed on administrative leave pending gfionll)tormg Olf/lcorrecm‘:i‘:‘}ftm":
A . . " e Program Manager and the
mvestigation. o Quality Assurance Manager will
The 12/30/15 BDDS report indicated the meet at least three times weekly to
12/28/15 allegation of staff #2 leaving review all incidents and ensure that
client #3 alone and unsupervised in the all allegations of abuse, neglect,
group home was not immediately fn?Str,eatmfen:kiXplonanon and
. L. injuries of unknown source are
reported ‘Fo t.he facility administrator or reported to the administrator. The
BDDS within 24 hours. internal incident report will be sent to
the administrator immediately and
2. Confidential Interview (CI) A stated, the BDDS report will be sent within
"[Staff #2] has left [client #3] at the 24 l,murs, by QA as part of the
. notification process.
group home alone. He, [staff #2], has his
friends and people come in during the
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overnight shift. Once, he left [clients #2
and #3] at the group home with some guy
while [staff #2] drove the other clients to
the day program." CI A stated, "[Staff #2]
leaves at the end of his shift without
cleaning up after [client #2]. [Client #2]
has behaviors. He will smear feces on
everything, he will [urinate] on the floors
and smear feces everywhere. [Staff #2]
sleeps on the couch and has people come
and visit the home like every night."

QAM (Quality Assurance Manager) #1
was interviewed on 1/12/16 at 10:36 AM.
When asked if she was aware of any
allegations of staff #2 having guests at
the group home during his shift or
allowing unknown persons supervise the
clients while on the morning transport to
day services, QAM #1 stated, "Yes.
[Staff #1] had mentioned an incident
where there was a guy at the home with
the clients. She asked him if he was
going to clock out and he told her he
wasn't clocked in." When asked if the
allegation was reported and investigated,
QAM #1 stated, "When I asked [AS
(Administrative Staff) #1] about it, she
said it was a staff that had been assigned
to another ResCare group home. The
staff had stopped going to his assigned
group home and had started showing up
at this home. He said he was transferred
to this house but there's wasn't any

Completion date: 02/02/2016

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

F1DI12 Facility ID:

000769 If continuation sheet

Page 43 of 98




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

PRINTED: 02/12/2016
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
15G247 B. WING 01/14/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2401 CORNWALL DR
RES CARE COMMUNITY ALTERNATIVES SE IN JEFFERSONVILLE, IN 47130
(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
documentation of a transfer." QAM #1
indicated the allegation was not reported
to BDDS. QAM #1 indicated all
allegations of abuse, neglect and
mistreatment should be immediately
reported to the administrator and to
BDDS within 24 hours of the alleged
incident.
9-3-2(a)
W 0154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
Bldg. 00 The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on record review and interview for W 0154 W154: The facility must have 02/02/2016
4 of 4 allegations of abuse, neglect and eylde_nce that all alleged
loitati . d. the facilitv failed violations are thoroughly
exploitation rev1ew§ ’ Ef ac.l 1ty fatle investigated.  Corrective
to ensure thorough investigations were Action: (Specific): The Quality
completed regarding allegations of staff Assurance Manager will be
neglect regarding four separate in-serviced on the BDDS
allegations for clients #2, #3, #4, #5 and reporting policy, reporting
investigation findings to the
#6. administrator within 5 business
days, thorough investigations to
Findings include: include and the addition of
recommendations for all
_ investigations. The internal
1. The facility's BDDS (Bureau of incident report will be sent to the
Developmental Disabilities Services) administrator immediately and the
reports and investigations were reviewed BDDS report will be sent within 24
on 1/11/16 at 2:55 PM. The review hOLfr.S by QA as part of the
o . notification process. How
indicated the following: others will be identified:
(Systemic): The peer review
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BDDS report dated 12/10/15 indicated, committee will meet at least twice
"[Staff #1] reported to [QIDP (Qualified Weekly to review and discuss the
. . . findings of investigations and
Intellectual Disabilities Professional) #1] recommendations and ensure
that when she arrived to her shift on that the investigations are
12/10/15, she noticed that [client #2] thorough. Measures to be
smelled of feces and when she went to Z”t in plac?v:l The Qua!llfyb
C . ssurance Manager will be
ass.15t him with a shower, foun.d that in-serviced on the BDDS
[client #2] had smeared feces in the reporting policy, reporting
bathroom, on the floor and walls. When investigation findings to the
she redirected [client #2] to his room so :dmln;;trator \r,:”'thm E)t.bU?lneSf
ays, thorough investigations to
she' (c.an) cle.an the batbroom before include and the addition of
assisting [client #2] (with) a shower, she recommendations for all
noted urine on [client #2's] bed and feces investigations. The internal
on his floor that appeared to have been inC;:ident report will t;e selnt to ;h‘:]
. . administrator immediately and the
left from the third shift staff, [staff. #2]. BDDS report will be sent within 24
[Staft #1] cleaned the area and assisted hours by QA as part of the
[client #2] with his hygiene. The staff notification process.
member working prior to the shift, [staff Monitoring of Corrective
#2], was placed on administrative leave ACt'O'," The, peer review .
.. e committee will meet at least twice
pending investigation. weekly to review and discuss the
findings of investigations and
-Investigative Summary (IS) dated recommendations and ensure
12/11/15 indicated, "By review of :::at ther:nvestlgatlons are
. . . orough.
witness statements and plcturesT 1t Completion date: 02/02/2016
appears that fecal matter and urine had
been left on the bed, wall, bathroom and
floor on 12/10/15. No reports of fecal
matter/urine being left on [client #2]
himself. On 12/10/15 [staff #2] had to get
all morning routines done for 8 clients,
when 2 staff members should have been
present to assist, however, first shift staff
was late which left [staff #2] to complete
all tasks by himself." The IS dated
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12/11/15 indicated, "The allegations of
[staff #2] purposefully neglecting to clean
[client #2] and his environment are
unsubstantiated, [client #2] was clean,
however, the environment was unable to
be cleaned as staff was tending to other
clients needs. Staff will return to work
with in-services."

The 12/11/15 1S did not indicate
documentation of recommendations to
address how the facility would ensure
sufficient staffing in the home to prevent
future incidents.

2. Confidential Interview (CI) A stated,
"[Staff #2] has left [client #3] at the
group home alone. He, [staff #2], has his
friends and people come in during the
overnight shift. Once, he left [clients #2
and #3] at the group home with some guy
while [staff #2] drove the other clients to
the day program." CI A stated, "[Staff #2]
leaves at the end of his shift without
cleaning up after [client A]. [Client A]
has behaviors. He will smear feces on
everything, he will [urinate] on the floors
and smear feces everywhere. [Staff #2]
sleeps on the couch and has people come
and visit the home like every night."

QAM (Quality Assurance Manager) #1
was interviewed on 1/12/16 at 10:36 AM.
When asked if she was aware of any
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allegations of staff #2 having guests at
the group home during his shift or
allowing unknown persons supervise the
clients while on the morning transport to
day services, QAM #1 stated, "Yes.
[Staff #1] had mentioned an incident
where there was a guy at the home with
the clients. She asked him if he was
going to clock out and he told her he
wasn't clocked in." When asked if the
allegation was reported and investigated,
QAM #1 stated, "When I asked [AS
(Administrative Staff) #1] about it, she
said it was a staff that had been assigned
to another ResCare group home. The
staff had stopped going to his assigned
group home and had started showing up
at this home. He said he was transferred
to this house but there's wasn't any
documentation of a transfer." QAM #1
indicated the allegation was not
investigated. When asked if the employee
had been trained to work at this group
home with these specific clients, QAM
#1 stated, "No."

The facility's BDDS reports and
investigations were reviewed on 1/11/16
at 2:55 PM. The review did not indicate
documentation of an investigation
regarding the allegation regarding staff
#2 having unauthorized guests in the
home or leaving the clients in the
supervision of an unauthorized male.
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3. The facility's BDDS reports and
investigations were reviewed on 1/11/16
at 2:55 PM. The review indicated the
following:

-BDDS report dated 12/30/15 indicated,
"It was reported that while [staff #2] was
leaving to take clients to work on
12/28/15, they got a flat tire a couple
houses down from the group home. [Staff
#2] contacted another staff, [staff #1],
who was on their way in and informed
them of what was going on. When the
staff, [staff #1], arrived to where the
clients and staff were in the van, the staff
on duty, [staff #2], told the oncoming
staff, [staff #1], that he had accidentally
left [client #3] home alone because he
was not aware that [client #3] had came
back from LOA (Leave of Absence). The
oncoming staff immediately went to the
home to check on [client #3] who was
still asleep in bed and was not aware that
he had been there by himself. There were
no injuries as a result of this incident and
the staff member in question has been
placed on administrative leave pending
investigation."

-IS dated 12/30/15 indicated the
following summary of interviews:

-"[Staff #1] states that Monday, 12/28/15,
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[staff #2] left [client #3] at the house
alone...."

-"[Staff #1] states that she had her fiance
take her to the house and when she
walked in [client #3] was still asleep in
his room and he didn't know he was
alone. [Staff #1] states that she did not
tell anyone else about this besides the
other staff."

-"[QIDP #1], 12/30/15. [QIDP #1] states
that no one told him anything about staff
leaving [client #3] alone."

The 12/30/15 IS indicated, "By review of
witness statements, [staff #2] admits to
leaving [client #3] home alone on
12/28/15, however, he was unaware that
[client #3] had returned from LOA with
his family. It was found that staff were
unaware of when [client #3] would be
returning home and there was no specific
date or time that staff were aware of. By
review of statements, it is believed that
[client #3] was home alone for
approximately 10 minutes and was not
aware that he was home alone." The
12/30/15 1S indicated, "Allegations of
[staff #2] leaving [client #3] home alone
are substantiated."

The 12/30/15 IS did not indicate
documentation of recommendations
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to prevent future incidents of staff not
reporting allegations of abuse, neglect or
mistreatment to the facility administrator
or BDDS. The 12/30/15 IS did not
indicate documentation of
recommendations to address staff's
communication of client census between
staff working in the home.

4. The facility's BDDS reports and
investigations were reviewed on 1/11/16
at 2:55 PM. The review indicated the
following:

-BDDS report dated 12/29/15 indicated
client #4 was missing $20.00 from his
home cash account. The 12/29/15 BDDS
report indicated, "The money will be kept
in the green books locked in a cabinet
that only one staff will have access to, to
prevent future incidents."

-BDDS report dated 12/29/15 indicated
client #5 was missing $10.00 from his
home cash account. The 12/29/15 BDDS
report indicated, "The money will be kept
in the green books locked in a cabinet
that only one staff will have access to, to
prevent future incidents."

-BDDS report dated 12/29/15 indicated
client #6 was missing $20.00 from his
home cash account.
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W 0156

Bldg. 00

-IS dated 12/30/15 indicated,
"Allegations of clients missing funds are
substantiated, however, it is unable to be
determine where the money has gone or
who took the money. [Client #5] will be
reimbursed $10.06, [client #6] will be
reimbursed $20.00 and [client #4] will be
reimbursed $20.00."

The 12/30/15 IS did not indicate
documentation of recommendations to
prevent future incidents of alleged
theft/exploitation.

QAM #1 was interviewed on 1/12/16 at
10:36 AM. QAM #1 indicated all
allegations of abuse, neglect,
mistreatment and exploitation should be
thoroughly investigated. QAM #1
indicated a final IS report should include
recommendations to prevent future
incidents.

This deficiency was cited on 11/13/15.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.

9-3-2(a)

483.420(d)(4)

STAFF TREATMENT OF CLIENTS

The results of all investigations must be
reported to the administrator or designated
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representative or to other officials in
accordance with State law within five
working days of the incident.
Based on record review and interview for W 0156 02/02/2016
4 of 4 allegations of abuse, neglect and
exploitation rev1e'wed, the facility failed WI156: The results of all
to ensure the findings/results of four investigations must be reported to the
separate allegations for clients #2, #3, #4, administrator or designated
#5 and #6 were reported to the representative or other officials in
administrator within 5 business days of accor,dance with Stat,e lz,‘w within five
L. working days of the incident.
the alleged incidents.
Findings include:
Corrective Action: (Specific):
sy Administrative observations have
1. The facility's BDDS (Bureau of . . .
L . been implemented in the home twice
Developmental Disabilities Services) daily seven days per week for 30
reports and investigations were reviewed days. QA will be in-serviced on
on 1/11/16 at 2:55 PM. The review thorough investigations and reporting
indicated the following: investigation findings to the
administrator within 5 business
.. days.
BDDS report dated 12/10/15 indicated,
"[Staff #1] reported to [QIDP (Qualified
Intellectual Disabilities Professional) #1]
that when she arrived to her shift on g"wt Oth.e;s /:V:ill be I?elt"tlﬁed:
. . ystemic): ministrative
12/10/15, she noticed that [client #2] observations have been implemented
smelled of feces and when she went to in the home twice daily seven days
assist him with a shower, found that per week for 30 days. The
[client #2] had smeared feces in the administrator will meet with QA at
bathroom, on the floor and walls. When 1ea§t twice Weemy to d‘lscussl a“?‘
. . . review the findings of investigations.
she redirected [client #2] to his room so
she (can) clean the bathroom before
assisting [client #2] (with) a shower, she
noted urine on [client 2's] bed and feces Measures to be put in place:
. Administrative observations have
on his floor that appeared to have been . . :
been implemented in the home twice
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left from the third shift staff, [staff #2]. daily seven days per week for 30
[Staff #1] cleaned the area and assisted ?;‘ys' Q}‘f‘, Wﬂl:?e itr'l-serv icgd on y
[client #2] with his hygiene. The staff ins:;Ziatlizze;rﬁ?n;n:oﬁe reporting
member working prior to the shift, [staff administrator within 5 business
#2], was placed on administrative leave days.
pending investigation."
-Investigative Summary (IS) dated Monitoring of Corrective Action:
12/11/15 indicated, "By review of Administrative observations have
witness statements and pictures, it been implemented in the home twice
appears that fecal matter and urine had daily seven days per week for 30
been left on the bed, wall, bathroom and d?ys' The adminiSt,rator will meet
with QA at least twice weekly to
floor on 12/10/15. No reports of fecal discuss and review the findings of
matter/urine being left on [client #2] investigations.
himself. On 12/10/15 [staff #2] had to get
all morning routines done for § clients,
when 2 staff members should have been
present to assist, however, first shift staff
was late which left [staff #2] to complete Completion date: 02/02/2016
all tasks by himself."
The 12/11/15 IS did not indicate
documentation of the results/findings of
the investigation being reported to the
facility administrator.
2. The facility's BDDS reports and
investigations were reviewed on 1/11/16
at 2:55 PM. The review indicated the
following:
-BDDS report dated 12/30/15 indicated,
"It was reported that while [staff #2] was
leaving to take clients to work on
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12/28/15, they got a flat tire a couple
houses down from the group home. [Staff
#2] contacted another staff, [staff #1],
who was on their way in and informed
them of what was going on. When the
staff, [staff #1], arrived to where the
clients and staff were in the van, the staff
on duty, [staff #2], told the oncoming
staff, [staff #1], that he had accidentally
left [client #3] home alone because he
was not aware that [client #3] had came
back from LOA (Leave of Absence). The
oncoming staff immediately went to the
home to check on [client #3] who was
still asleep in bed and was not aware that
he had been there by himself. There were
no injuries as a result of this incident and
the staff member in question has been
placed on administrative leave pending
investigation."

-IS dated 12/30/15 indicated the
following summary of interviews:

-"[Staff #1] states that Monday, 12/28/15,
[staff #2] left [client #3] at the house
alone...."

-"[Staff #1] states that she had her fiance
take her to the house and when she
walked in [client #3] was still asleep in
his room and he didn't know he was
alone. [Staff #1] states that she did not
tell anyone else about this besides the
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other staff."

-"[QIDP #1], 12/30/15. [QIDP #1] states
that no one told him anything about staff
leaving [client #3] alone."

The 12/30/15 IS indicated, "By review of
witness statements, [staff #2] admits to
leaving [client #3] home alone on
12/28/15, however, he was unaware that
[client #3] had returned from LOA with
his family. It was found that staff were
unaware of when [client #3] would be
returning home and there was no specific
date or time that staff were aware of. By
review of statements, it is believed that
[client #3] was home alone for
approximately 10 minutes and was not
aware that he was home alone." The
12/30/15 IS indicated, "Allegations of
[staff #2] leaving [client #3] home alone
are substantiated."

The 12/30/15 IS did not indicate
documentation of the results/findings of
the investigation being reported to the
facility administrator.

3. The facility's BDDS reports and
investigations were reviewed on 1/11/16
at 2:55 PM. The review indicated the
following:

-BDDS report dated 12/29/15 indicated
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client #4 was missing $20.00 from his
home cash account. The 12/29/15 BDDS
report indicated, "The money will be kept
in the green books locked in a cabinet
that only one staff will have access to, to
prevent future incidents."

-BDDS report dated 12/29/15 indicated
client #5 was missing $10.00 from his
home cash account. The 12/29/15 BDDS
report indicated, "The money will be kept
in the green books locked in a cabinet
that only one staff will have access to, to
prevent future incidents."

-BDDS report dated 12/29/15 indicated
client #6 was missing $20.00 from his
home cash account.

-IS dated 12/30/15 indicated,
"Allegations of clients missing funds are
substantiated, however, it is unable to be
determine where the money has gone or
who took the money. [Client #5] will be
reimbursed $10.06, [client #6] will be
reimbursed $20.00 and [client #4] will be
reimbursed $20.00."

The 12/30/15 IS did not indicate
documentation of the results/findings of
the investigation being reported to the
facility administrator.

QAM #1 was interviewed on 1/12/16 at
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10:36 AM. QAM #1 indicated the results
or findings of the investigations of all
allegations of abuse, neglect,
mistreatment and exploitation should be
reported to the facility administrator
within 5 business days of the alleged
event.
9-3-2(a)
W 0157 | 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
Bldg. 00 If the alleged violation is verified, appropriate
corrective action must be taken.
Based on record review and interview for W 0157 02/02/2016
4 of 4 allegations of abuse, neglect and W157: If the alleged violation is
S . .- . verified, appropriate corrective
exploitation reviewed, the facility failed .
) X action must be taken.
to develop and implement effective
corrective measures regarding program
intervention neglect of clients #2 and #3 ) ) )
and alleged financial exploitation/theft of Cf)rrecuve Action: (,Spec'ﬁ,c)' Al
. , client finances are being reviewed
clients #4, #5 and #6's personal finances. twice daily by administrative staff at
least five days per week for the next
Findings include: 30 days. A safe has been purchased
for the home to store client finances
1. The facility's BDDS (Bureau of and a hmlte.:d n}lmber of staff will
. R . have combination to the safe. All
Developmental Disabilities Services) staff at the home will be in-serviced
reports and investigations were reviewed on the operation standard for client
on 1/11/16 at 2:55 PM. The review finance management.
indicated the following:
BDDS report dated 12/10/15 indicated, How others will be identified:
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: F1DI12 Facility ID: 000769 If continuation sheet Page 57 of 98




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

PRINTED: 02/12/2016
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
15G247 B. WING 01/14/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2401 CORNWALL DR
RES CARE COMMUNITY ALTERNATIVES SE IN JEFFERSONVILLE, IN 47130
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D N . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
"[Staff #1] reported to [QIDP (Qualified (Systemic): After 30 days all client
Intellectual Disabilities Professional) #1] finances will be reviewed at least
. . three times weekly by the Residential
that when she arrived to her shift on
) ) Manager and at least once weekly by
12/10/15, she noticed that [client #2] the business office manager or the
smelled of feces and when she went to office coordinator. The QIDP will
assist him with a shower, found that review all client finances at least
[client #2] had smeared feces in the ;Veegy' ﬁll}\/r{ewewséﬁie B
esidentia anger, . SIess
bathroom, on the floor and walls. When office manager ai d Office B
she redirected [client #2] to his room so coordinator will be documented on
she (can) clean the bathroom before the client finance record.
assisting [client #2] (with) a shower, she
noted urine on [client #2's] bed and feces
on his floor that appeared to have been Measures to be put in place: All
left from the third shift staff, [staff #2]. client finances are being reviewed
[Staff #1] cleaned the area and assisted twice daily by administrative staff at
[client #2] with his hygiene. The staff least five days per week for the next
member working prior to the shift, [staff i(())r(:Ezsl;oﬁlsiies}tlsrseb;?zn?gﬁ:iz:
#2], \.)vas Placeq on. administrative leave and a limited number of staff will
pending investigation." have combination to the safe. All
staff at the home will be in-serviced
-Investigative Summary (IS) dated on the operation standard for client
12/11/15 indicated, "By review of finance management.
witness statements and pictures, it
appears that fecal matter and urine had
been left on the bed, wall, bathroom and Monitoring of Corrective Action:
floor on 12/10/15. No reports of fecal After 30 days all client finances will
. . . be reviewed at least three times
matter/urine being left on [client #2] weekly by the Residential Manager
himself. On 12/10/15 [staff #2] had to get and at least once weekly by the
all morning routines done for § clients, business office manager or the office
when 2 staff members should have been coordinator.  The QIDP will review
present to assist, however, first shift staff aAliIChGI.lt ﬁn?)nctehs alt{lea.‘(s; W:elkly'
. reviews by the kesiaentia
was late whlc.h left [staff #2] to complete Manger, QIDP, Business office
all tasks by himself." The IS dated manager and Office coordinator will
12/11/15 indicated, "The allegations of be documented on the client finance
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[staff #2] purposefully neglecting to clean
[client #2] and his environment are
unsubstantiated, [client #2] was clean,
however, the environment was unable to
be cleaned as staff was tending to other
clients needs. Staff will return to work
with in-services."

The 12/11/15 IS did not indicate
documentation of recommendations to
address how the facility would ensure
sufficient staffing in the home to prevent
future incidents.

Observations were conducted at the
group home on 1/12/16 from 6:30 AM
through 7:45 AM. At 6:30 AM, the group
home living room and dining area
presented with a discernable pungent
odor. Staff #2 indicated client #2 had a
BM (Bowel Movement) in his bedroom
and had smeared BM on his blankets and
floor. Client #2 was non-verbal in that he
did not use verbal language to express his
wants and needs. At 6:35 AM, staff #2
directed client #2 to the shower. Client
#2 was in the shower while staff #2
removed client #2's soiled bed linens and
clothing from his bedroom to the laundry
area and utilized a mop to clean client
#2's bedroom floor. At 6:40 AM, staff #2
retrieved a bottle of body wash and
shampoo from a closet in the home's
kitchen area. Staff #2 took the bottle of
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body wash and shampoo to client #2 who
was still in the shower. Staff #2 then
exited the bathroom and resumed
assisting other clients in the home. The
bathroom door was open while client #2
was in the shower. At 6:45 AM, client #2
finished his shower, staff #2 retrieved an
adult brief (depends), entered the
bathroom area and then directed client #2
to return to his bedroom to get dressed.
Client #2 exited the bathroom area
wearing the adult brief which was wet
around the waistline. Client #2's lower
body (chest, waist, legs) were wet from
his shower. Staff #2 did not ensure client
#2's skin/body was dry prior to placing
the adult brief on his body. Client #2
wore the adult brief as he walked from
the bathroom area to his bedroom
without additional clothing to cover his
body.

Observations were conducted at the
group home on 1/12/16 from 8:15 AM
through 10:15 AM. At 8:15 AM, staff #2
returned to the group home with clients
#2 and #3 from transporting the other
clients to the day services provider. Staff
#2 indicated a second staff member
should have arrived at the home at 8:00
AM. At 9:15 AM, staff #1 arrived at the
group home for her shift. Staff #1 entered
the group home and after entering client
#2's bedroom, stated to staff #2 "There's
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[BM] in client #2's bedroom, did you
clean last night?" Staff #2 indicated he
had mopped and then exited the group
home. Client #2's bedroom presented
with a strong discernable pungent odor.
Client #2's mattress and bed frame had
smeared/dried feces on it. Client #2's
floor had a soiled adult brief/depends on
it and there were two pieces of feces in
client #2's top dresser drawer. Client #2
presented with a discernable pungent
odor. Staff #1 indicated client #2 should
be re-showered. Client #2 removed his
clothing and depends to enter the shower.
Client #2's adult brief/depends had an
area 3 inches by 3 inches in the anal
region of the brief/depends which had
dried fecal matter. Client #2's inner anal
area had not been cleaned. The fecal
matter was not moist or fresh as client #2
did not have a BM. Staff #1 used physical
assistance to bath client #2's body with
soap.

Staff #2 was interviewed on 1/12/16 at
8:45 AM. Staff #2 indicated client #2
was not independent with bathing. Staff
#2 stated, "No, he's not. He will just do
like this (gestures with hands to show
inadequate washing). We have to stay
with him, otherwise he just stands there
and doesn't wash himself."

Staff #1 was interviewed on 1/12/16 at
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9:40 AM. Staff #1 indicated staff #2 did
not clean client #1's bedroom area. Staff
#1 stated, "[Client #2] needs to be
re-showered. He smells and [staff #2]
didn't make sure he was clean.”" Staff #1
indicated client #2 was not independent
with bathing and required physical
assistance to bath properly. Staff #1
indicated client #2's adult brief/depends
had dried feces in the anal area of brief.
Staff #1 indicated client #2's anal area
was not clean and had dried feces on it.
Staff #1 indicated client #2 had a skin
integrity risk plan due to a history of skin
rashes on his buttocks and lower back
area. Staff #1 indicated client #2's skin
should be kept dry and clean to prevent
skin rashes.

QIDP #1 was interviewed on 1/12/16 at
11:21 AM. When asked if he was aware
of any allegations or concerns regarding
staff working in the group home, QIDP
#1 stated, "Yes, there have been several
complaints from staff in the home about
[staff #2]. He's been suspended twice in
the last few months but has been brought
back after being in-serviced."

2. The facility's BDDS reports and
investigations were reviewed on 1/11/16
at 2:55 PM. The review indicated the
following:
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-BDDS report dated 12/30/15 indicated,
"It was reported that while [staff #2] was
leaving to take clients to work on
12/28/15, they got a flat tire a couple
houses down from the group home. [Staff
#2] contacted another staff, [staff #1],
who was on their way in and informed
them of what was going on. When the
staff, [staff #1], arrived to where the
clients and staff were in the van, the staff
on duty, [staff #2], told the oncoming
staff, [staff #1], that he had accidentally
left [client #3] home alone because he
was not aware that [client #3] had came
back from LOA (Leave of Absence). The
oncoming staff immediately went to the
home to check on [client #3] who was
still asleep in bed and was not aware that
he had been there by himself. There were
no injuries as a result of this incident and
the staff member in question has been
placed on administrative leave pending
investigation."

The 12/30/15 BDDS report indicated the
12/28/15 allegation of staff #2 leaving
client #3 alone and unsupervised in the
group home was not immediately
reported to the facility administrator or
BDDS within 24 hours.

-IS dated 12/30/15 indicated the
following summary of interviews:

-"[Staff #1] states that Monday, 12/28/15,
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[staff #2] left [client #3] at the house
alone...."

-"[Staff #1] states that she had her fiance
take her to the house and when she
walked in [client #3] was still asleep in
his room and he didn't know he was
alone. [Staff #1] states that she did not
tell anyone else about this besides the
other staff."

-"[QIDP #1], 12/30/15. [QIDP #1] states
that no one told him anything about staff
leaving [client #3] alone."

The 12/30/15 IS indicated, "By review of
witness statements, [staff #2] admits to
leaving [client #3] home alone on
12/28/15, however, he was unaware that
[client #3] had returned from LOA with
his family. It was found that staff were
unaware of when [client #3] would be
returning home and there was no specific
date or time that staff were aware of. By
review of statements, it is believed that
[client #3] was home alone for
approximately 10 minutes and was not
aware that he was home alone." The
12/30/15 1S indicated, "Allegations of
[staff #2] leaving [client #3] home alone
are substantiated."

The 12/30/15 IS did not indicate
documentation of recommendations
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to prevent future incidents of staff not
reporting allegations of abuse, neglect or
mistreatment to the facility administrator
or BDDS. The 12/30/15 IS did not
indicate documentation of
recommendations to address staff's
communication of client census between
staff working in the home.

3. The facility's POC (Plan of Correction)
dated 12/13/15 indicated, "All staff will
be in-serviced on the client finance policy
and procedure and a full and complete
accounting of client personal funds. All
staff will be in-serviced on the abuse,
neglect, exploitation policy and
procedures. The Residential Manager
(RM) will review all client finances at
least five times weekly to ensure full and
complete accounting of client personal
funds and that all transactions are
documented as they occur. The QIDP
will visit the home at least twice weekly
to review all client finance records to
ensure a full and complete accounting of
personal funds is being completed and
that all transactions are documented
accordingly. The RM and the QIDP will
initial the client finances record when
reviews are completed and any problems
will be addressed with staff
immediately."

The review did not indicate
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documentation of facility staff being
in-serviced regarding the client finance
policy and procedure.

The facility's BDDS reports and
investigations were reviewed on 1/11/16
at 2:55 PM. The review indicated the
following:

-BDDS report dated 12/29/15 indicated
client #4 was missing $20.00 from his
home cash account. The 12/29/15 BDDS
report indicated, "The money will be kept
in the green books locked in a cabinet
that only one staff will have access to, to
prevent future incidents."

-BDDS report dated 12/29/15 indicated
client #5 was missing $10.00 from his
home cash account. The 12/29/15 BDDS
report indicated, "The money will be kept
in the green books locked in a cabinet
that only one staff will have access to, to
prevent future incidents."

-BDDS report dated 12/29/15 indicated
client #6 was missing $20.00 from his
home cash account.

-IS dated 12/30/15 indicated,

"Allegations of clients missing funds are
substantiated, however, it is unable to be
determine where the money has gone or
who took the money. [Client #5] will be
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reimbursed $10.06, [client #6] will be
reimbursed $20.00 and [client #4] will be
reimbursed $20.00."

The 12/30/15 IS did not indicate
documentation of recommendations to
prevent future incidents of alleged
theft/exploitation.

Observations were conducted at the
group home on 1/12/16 from 8:15 AM
through 10:15 AM. At 9:45 AM, staff #2
retrieved green financial binders from a
cabinet in the home's office area.

Staff #2 was interviewed on 1/12/16 at
9:45 AM. Staff #2 indicated the home
kept the green client financial binders in
a locked cabinet in the home's office.
When asked who had access to the green
client financial binders, staff #2 stated,
"All of the staff have access to the key to
open the cabinet."

The review indicated the facility failed to
develop and implement effective
corrective measures to prevent future
incidents of alleged financial exploitation
or alleged theft of client personal funds.

QAM (Quality Assurance Manager) #1
was interviewed on 1/12/16 at 10:36 AM.
QAM #1 indicated corrective measures to
prevent recurrence should be developed
and implemented.
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9-3-2(a)
W 0159 | 483.430(a)
QUALIFIED MENTAL RETARDATION
Bldg. 00 PROFESSIONAL
Each client's active treatment program must
be integrated, coordinated and monitored by
a qualified mental retardation professional.
Based on observation, record review and W 0159 02/02/2016
interview for 4 of 4 sampled clients (#1, ?V1t59: }faCh client’s actt;’e
.. . reatment program must be
#2, #3 and #4), plus 4 additional clients . prograf
] integrated, coordinated and
(#5, #6, #7 and #8), the QIDP (Qualified monitored by a qualified intellectual
Intellectual Disabilities Professional) disability professional.
failed to integrate, coordinate and
monitor client #2's active treatment Corrective Acno,n: (Spec'.ﬁc): A
. QIDP has been hired for this home
progrz.ims by failing FO epsure there were and will start orientation 2/1/2016, in
SufﬁClCl’lt Staff WOI‘klng m the hOI’IlC to the meantime the Program Manager
implement risk plans, active treatment will serve as the QIDP for the home.
and ensure the physical environment was In the event of future vacancy or
safe and clean, to ensure clients #2 and eXt‘?nded absence of the QIDP
. . . . assigned to the home the Program
#3 received continuous, aggressive active Manager will serve as the QIDP for
treatment to increase the behaviors the location.
necessary for them to function with as
much self determination and
independence as possible, to ensure How others will be identified:
clients #2 and #3 received continuous (Systemic): Administrative
active treatment when opportunities observations have been implemented
existed, to ensure client #2's dignity in the home twice daily seven days
during personal care, to ensure clients #1, per week for 30 fiaybs to ensuriith;t
.. active treatment 1s being provided at
#2, #3, #4, #5, #6, #7 and #8 participated ) & Provh
. ) . every opportunity and to provide
in meal preparation and family style feedback and training opportunities
dining according to their capabilities and to staff if applicable. The
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failed to ensure clients #2 and #3's active Residential Manager will be in the
treatment needs pertaining to day services home at least five times weekly to
. " ensure all clients are receiving
programming were met. continuous active treatment. The
Program Manager will meet with the
Findings include: QIDP at least twice weekly to
discuss each individual’s active
1. The QIDP failed to integrate, treatment p;(’gram znd I;al;fe ?lny
. . . . necessary changes based oftt the
coordinate and monitor client #2's active Ssary ehang .
. administrative observations.
treatment programs by failing to ensure
there were sufficient staff working in the
home to implement risk plans, active
treatment and ensure the physical glg;“;es :)0 behputd"; pl;lc.e:hA
. as been nired 1or tnis home
environment was safe and clean. Please and will start orientation 2/1/2016, in
see W186. the meantime the Program Manager
will serve as the QIDP for the home.
2. The QIDP failed to integrate, In the event of future vacancy or
coordinate and monitor clients #2 and eXténdeéitabtslf n;e of tif %IDP
. . assigned to the home the Program
1
#3's active treatment programs by failing Manager will serve as the QIDP for
to ensure clients #2 and #3 received the location.
continuous, aggressive active treatment
to increase the behaviors necessary for
them to function with as much self Monitoring of Corrective Action:
determination and independence as Administrative observations have
possible. Please see W196. been implemented in the home twice
daily seven days per week for 30
3. The QIDP failed to integrate days to ensure that active treatment is
. b
. . . being provided at every opportunit
coordinate and monitor clients #2 and £ provi 1 Opportunity
. . . and to provide feedback and training
#3's active treatment programs by failing opportunities to staff if applicable.
to ensure clients #2 and #3 received The Residential Manager will be in
continuous active treatment when the home at least five times weekly to
opportunities existed. Please see W249. ensure all clients are receiving
continuous active treatment. The
) ) Program Manager will meet with the
4. The QIDP failed to integrate, QIDP at least twice weekly to
coordinate and monitor client #2's active discuss each individual’s active
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W 0186

Bldg. 00

treatment programs by failing to ensure
client #2's dignity during personal care.
Please see W268.

5. The QIDP failed to integrate,
coordinate and monitor clients #1, #2, #3,
#4, #5, #6, #7 and #8's active treatment
programs by failing to ensure clients #1,
#2, #3, #4, #5, #6, #7 and #8 participated
in meal preparation and family style
dining according to their capabilities.
Please see W488.

6. The QIDP failed to integrate,
coordinate and monitor clients #2 and
#3's active treatment programs by failing
to ensure clients #2 and #3's active
treatment needs pertaining to day services
programming were met. Please see
W9999.

This deficiency was cited on 11/13/15.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.

9-3-3(a)

483.430(d)(1-2)

DIRECT CARE STAFF

The facility must provide sufficient direct
care staff to manage and supervise clients in

treatment program and make any
necessary changes based off the
administrative observations.

Completion date: 02/02/2016
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accordance with their individual program
plans.
Direct care staff are defined as the present
on-duty staff calculated over all shifts in a
24-hour period for each defined residential
living unit.
Based on observation, record review and W 0186 02/02/2016
interview for 1 of 4 sampled clients (#2), 186: The facility must provide
.- . sufficient direct care staff to manger
the facility failed to ensure there were s
) o and supervise clients in accordance
sufficient staff working in the home to with their individual program plans.
implement client #2's risk plans and
ensure client #2's environment was safe
and clean.
Corrective Action: (Specific): A
o ) Residential Manager has been hired
Findings include: for the home. The schedule for the
home has been revised to include the
The facility's BDDS (Bureau of Residential Manager scheduled at the
Developmental Disabilities Services) hon.le a,t least five times Weekl}.’ .
di L K d beginning at 6:00 AM and additional
reports and mvestigations were reviewe staff on day shift with the Residential
on 1/11/16 at 2:55 PM. The review Manager.
indicated the following:
'—'BDDS report dated 12/10/15 1nd10§ted, How others will be identified:
[Staff #1] reported to [QIDP (Qualified (Systemic): The Residential
Intellectual Disabilities Professional) #1] Manager will be at the home at least
that when she arrived to her shift on five times weekly and will be on call
12/10/15, she noticed that [client #2] for the home at all other times to
ensure that staffing ratios in the home
smelled of feces and when she went to . .
o ] are consistent with the scheduled
assist him with a shower, found that hours. The QIDP will visit the home
[client #2] had smeared feces in the at least three times weekly to ensure
bathroom, on the floor and walls. When that staffing ratios in the home are
she redirected [client #2] to his room so ;(}’lnsstem w1ti14the SChed}lllleq houﬁs'
€ Program Manager will visit the
she (can) clean the bathroom before g £
T i i home at least weekly to ensure that
assisting [client #2] (with) a shower, she staffing ratios in the home are
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noted urine on [client #2's] bed and feces consistent with the scheduled hours.
on his floor that appeared to have been
left from the third shift staff, [staff #2].
[Staff #1] cleaned the area and assisted Measures to be put in place: A
[client #2] with his hygiene. The staff Residential Manager has been hired
member working prior to the shift, [staff for the home. The schedule for the
#2], was placed on administrative leave hon?e ha§ been revised to include the
.. . Residential Manager scheduled at the
pending investigation." home at least five times weekly
beginning at 6:00 AM and additional
-Investigative Summary (IS) dated staff on day shift with the Residential
12/11/15 indicated, "By review of Manager.
witness statements and pictures, it
appears that fecal matter and urine had
been left on the bed, wall, bathroom and Monitoring of Corrective Action:
floor on 12/10/15. No reports of fecal The Residential Manager will be at
matter/urine being left on [client #2] the holme at least five times weekly
himself. On 12/10/15 [staff #2] had to get and wtl be on call for he izg‘ﬁi;‘t all
all morning routines done for 8 clients, ratios in the home are consistent with
when 2 staff members should have been the scheduled hours. The QIDP will
present to assist, however, first shift staff visit the home at least three times
was late which left [staff #2] to complete weekly to ensure that staffing ratios
all tasks by himsel" The IS dated i the home e consitent i the
12/11/15 indicated, "The allegations of Manager will visit the home at least
[staff #2] purposefully neglecting to clean weekly to ensure that staffing ratios
[client #2] and his environment are in the home are consistent with the
unsubstantiated, [client #2] was clean, scheduled hours
however, the environment was unable to
be cleaned as staff was tending to other
clients needs. Staff will return to work Completion date: 02/02/2016
with in-services."
Observations were conducted at the
group home on 1/12/16 from 6:30 AM
through 7:45 AM. Staff #2 was on duty
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with clients #1, #2, #3, #4, #5, #6, #7 and
#8. No additional staff were present in
the home during the observation period.
At 6:30 AM, the group home living room
and dining area presented with a
discernable pungent odor. Staff #2
indicated client #2 had a BM (Bowel
Movement) in his bedroom and had
smeared BM on his blankets and floor.
Client #2 was non-verbal in that he did
not use verbal language to express his
wants and needs. At 6:35 AM, staff #2
directed client #2 to the shower. Client
#2 was in the shower while staff #2
removed client #2's soiled bed linens and
clothing from his bedroom to the laundry
area and utilized a mop to clean client
#2's bedroom floor. At 6:40 AM, staff #2
retrieved a bottle of body wash and
shampoo from a closet in the home's
kitchen area. Staff #2 took the bottle of
body wash and shampoo to client #2 who
was still in the shower. Staff #2 then
exited the bathroom and resumed
assisting other clients in the home. The
bathroom door was open while client #2
was in the shower. At 6:45 AM, client #2
finished his shower, staff #2 retrieved an
adult brief (depends), entered the
bathroom area and then directed client #2
to return to his bedroom to get dressed.
Client #2 exited the bathroom area
wearing the adult brief which was wet
around the waistline. Client #2's lower
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body (chest, waist, legs) were wet from
his shower. Staff #2 did not ensure client
#2's skin/body was dry prior to placing
the adult brief on his body. Client #2
wore the adult brief as he walked from
the bathroom area to his bedroom
without additional clothing to cover his
body. At 7:00 AM, client #2 was
prompted to come to the dining room
table to participate in the home's morning
family style meal. Client #2 sat at the
kitchen table and was served a bowl of
cereal with milk. Staff #2 did not sit at
the table with client #2 or offer
prompting or coaching to slow his pace
of eating. Client #2 used his spoon to
scoop servings of cereal and milk and ate
a fast pace.

Observations were conducted at the
group home on 1/12/16 from 8:15 AM
through 10:15 AM. At 8:15 AM, staff #2
returned to the group home with clients
#2 and #3 from transporting the other
clients to the day services provider. Staff
#2 indicated a second staff member
should have arrived at the home at 8:00
AM. At 9:15 AM, staff #1 arrived at the
group home for her shift. Staff #1 entered
the group home and after entering client
#2's bedroom, stated to staff #2 "There's
[BM] in [client #2's] bedroom, did you
clean last night?" Staff #2 indicated he
had mopped and then exited the group
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home. Client #2's bedroom presented
with a strong discernable pungent odor.
Client #2's mattress and bed frame had
smeared/dried feces on it. Client #2's
floor had a soiled adult brief/depends on
it and there were two pieces of feces in
client #2's top dresser drawer. Client #2
presented with a discernable pungent
odor. Staff #1 indicated client #2 should
be re-showered. Client #2 removed his
clothing and depends to enter the shower.
Client #2's adult brief/depends had an
area 3 inches by 3 inches in the anal
region of the brief/depends which had
dried fecal matter. Client #2's inner anal
area had not been cleaned. The fecal
matter was not moist or fresh as client #2
did not have a BM. Staff #1 used physical
assistance to bath client #2's body with
soap.

Staff #2 was interviewed on 1/12/16 at
8:45 AM. Staff #2 indicated client #2
was not independent with bathing. Staff
#2 stated, "No, he's not. He will just do
like this (gestures with hands to show
inadequate washing). We have to stay
with him, otherwise he just stands there
and doesn't wash himself." Staff #2
stated, "The other staff should be in at
8:00 AM. She's running late. It gets kind
of hectic, trying to get everything done by
yourself. We lost the 7:00 AM person
when the RM (Resident Managers)
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changed, they stopped scheduling the
7:00 AM person and started scheduling a
person to be in at 8:00 AM."

Staff #1 was interviewed on 1/12/16 at
9:40 AM. Staff #1 indicated staff #2 did
not clean client #1's bedroom area. Staff
#1 stated, "[Client #2] needs to be
re-showered. He smells and [staff #2]
didn't make sure he was clean." Staff #1
indicated client #2 was not independent
with bathing and required physical
assistance to bath properly. Staff #1
indicated client #2's adult brief/depends
had dried feces in the anal area of brief.
Staff #1 indicated client #2's anal area
was not clean and had dried feces on it.
Staff #1 indicated client #2 had a skin
integrity risk plan due to a history of skin
rashes on his buttocks and lower back
area. Staff #1 indicated client #2's skin
should be kept dry and clean to prevent
skin rashes. Staff #1 indicated client #2
had a dining risk plan and should be
monitored while eating to prevent
choking. Staff #1 indicated client #2
would eat at a rapid pace and should be
prompted to slow his pace of eating. Staff
#1 indicated there should be 2 staff on
duty in the home during times when the
clients are awake.

Client #2's record was reviewed on
1/12/16 at 8:43 AM. Client #2's ISP
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(Individual Support Plan) dated 8/25/15
indicated client #2's diagnoses included
but was not limited to Severe Mental
Retardation, Autism Spectrum Disorder,
Enuresis (urine incontinence) and
Encopresis (bowel incontinence). Client
#2's ISP dated 8/25/15 indicated, "[Client
#2] is incontinent of bowel and bladder.
He needs physical and verbal assistance
with all ADL (Activities of Daily Living)
skills."

Client #2's Dining Plan dated 11/3/15
indicated, "[Client #2] has tendency to
eat too fast and overstuff his mouth at
times. [Client #2] has a history of food
foraging and needs to be monitored."
Client #2's Dining Plan dated 11/3/15
indicated, "[Client #2] eats at the dining
room table, family style. Staff are to be
seated next to [client #2] during all meals
and give verbal cueing to slow down and
to not overfill his mouth. Staff will
encourage small bites, chewing and
swallowing between bites."

Client #2's Skin Integrity form dated
11/3/15 indicated, "(1.) Staff will monitor
closely for signs of skin breakdown
(example: redness, irritation, open areas,
dryness, excoriation (scratch/abrasion),
increased edema, etc.) and report to the
nurse. (2.) Staff will provide incontinent
care as needed: apply preventative skin
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barrier cream as ordered by physician."
This deficiency was cited on 11/13/15.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.
9-3-3(a)
W 0195 483.440
ACTIVE TREATMENT SERVICES
Bldg. 00 | The facility must ensure that specific active
treatment services requirements are met.
Based on observation, record review and W 0195 02/02/2016
interview, the facility failed to meet the ngi‘ The facility must ensure that
.\ C . tive treatment
Condition of Participation: Active Spectiic active Heatment services
. requirements are met
Treatment Services for 4 of 4 sampled
clients (#1, #2, #3 and #4), plus 4 Corrective Action: (Specific): A
additional clients (#5, #6, #7 and #8), the Residential Manager has been hired
facility failed to ensure there were for the home. The schedule for the
fhicient staff Kine in the h " home has been revised to include the
.Su icient s a_ wor mg_ 1 the home 1o Residential Manager scheduled at the
implement client #2's risk plans and home at least five times weekly
ensure client #2's environment was safe beginning at 6:00 AM and additional
and clean. The facility failed to ensure staff on day shift with the Residential
clients #2 and #3 received continuous, Manager. All staff at the home will
. tive treat 10 i be in-serviced on active treatment, all
aggressive active ftreatment o ncrease client plans. Client #2 will begin
the behaviors necessary for them to attending New Hope Services for day
function with as much self determination programming, the visit and all
and independence as possible. The necessary paperwork has been
facility failed to ensure clients #2 and #3 completed, signed by all necessary
ved i tive treat " parties and submitted. Client #3 will
received con 1n'u.0us ac' tve trea men. ) begin attending the ResCare day
when opportunities existed. The facility service.
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failed to ensure the QIDP (Qualified
Intellectual Disabilities Professional)
integrated, coordinated and monitored
clients #1, #2, #3, #4, #5, #6, #7 and #8's
active treatment programs.

Findings include:

1. The facility failed to ensure there were
sufficient staff working in the home to
implement client #2's risk plans and
ensure client #2's environment was safe
and clean. Please see W186.

2. The facility failed to ensure clients #2
and #3 received continuous, aggressive
active treatment to increase the behaviors
necessary for them to function with as
much self determination and
independence as possible. Please see
W196.

3. The facility failed to ensure clients #2
and #3 received continuous active
treatment when opportunities existed.
Please see W249.

4. The facility failed to ensure the QIDP
(Qualified Intellectual Disabilities
Professional) integrated, coordinated and
monitored clients #1, #2, #3, #4, #5, #6,
#7 and #8's active treatment programs.
Please see W159.

How others will be identified:
(Systemic): The Residential
Manager will be at the home at least
five times weekly and will be on call
for the home at all other times to
ensure that staffing ratios in the home
are consistent with the scheduled
hours and that active all clients are
receiving active treatment when
opportunities exist. The QIDP will
visit the home at least three times
weekly to ensure that staffing ratios
in the home are consistent with the
scheduled hours and that active all
clients are receiving active treatment
when opportunities exist. The
Program Manager will visit the home
at least weekly to ensure that staffing
ratios in the home are consistent with
the scheduled hours and that active
all clients are receiving active
treatment when opportunities exist.

Measures to be put in place: A
Residential Manager has been hired
for the home. The schedule for the
home has been revised to include the
Residential Manager scheduled at the
home at least five times weekly
beginning at 6:00 AM and additional
staff on day shift with the Residential
Manager. All staff at the home will
be in-serviced on active treatment, all
client plans. Client #2 will begin
attending New Hope Services for day
programming, the visit and all
necessary paperwork has been
completed, signed by all necessary
parties and submitted. Client #3 will
begin attending the ResCare day
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This deficiency was cited on 11/13/15. service.
The facility failed to implement a
ic ol £ correction to prevent Monitor.ing qf Corrective éction:
systemic plan o p The Residential Manager will be at
recurrence. the home at least five times weekly
and will be on call for the home at all
9-3-4(a) other times to ensure that staffing
ratios in the home are consistent with
the scheduled hours and that active
all clients are receiving active
treatment when opportunities exist.
The QIDP will visit the home at least
three times weekly to ensure that
staffing ratios in the home are
consistent with the scheduled hours
and that active all clients are
receiving active treatment when
opportunities exist. The Program
Manager will visit the home at least
weekly to ensure that staffing ratios
in the home are consistent with the
scheduled hours and that active all
clients are receiving active treatment
when opportunities exist.
Completion date: 02/02/2016
W 0196 483.440(a)(1)
ACTIVE TREATMENT
Bldg. 00 Each client must receive a continuous active
treatment program, which includes
aggressive, consistent implementation of a
program of specialized and generic training,
treatment, health services and related
services described in this subpart, that is
directed toward:
(i) The acquisition of the behaviors
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necessary for the client to function with as
much self determination and independence
as possible; and
(i) The prevention or deceleration of
regression or loss of current optimal
functional status.
Based on observation, record review and W 0196 02/02/2016
interview for 2 of 4 sampled clients (#2 Wl?& Each 511611: m;m retcewe a
oy . continuous acuive treatment program,
and #3), the facility failed to ensure o et PTog
) ] ) which includes aggressive, consistent
clients #2 and #3 received continuous, implementation of a program of
aggressive active treatment to increase specialized and generic training,
the behaviors necessary for them to treatment, health services and related
function with as much self determination Sew{ces,desmbed m th1§ subpart,
dind d bl that is directed toward: (i) The
and mndependence as possible. acquisition of the behaviors
necessary for the client to function
Findings include: with as much self-determination and
independence as possible; and (ii)
Observations were conducted at the The prevention or deceleration (,)f
regression or loss of current optimal
group home on 1/11/16 from 4:15 PM .
) ) functional status.
through 6:30 PM. Client #2 was seated in
a rocking chair in the home's living room
area from 4:15 PM through 4:35 PM and ) ) )
client #3 was in his bedroom. At 4:35 PM Corr.e c.tlve Acmn' (Sp.e cific):
. Administrative observations have
staff #3 prompted clients #2 and #3 to been implemented in the home twice
come to the dining room table for snack. daily seven days per week for 30
At 4:45 PM, clients #2 and #3 finished days. All staff will be in-serviced on
eating their snacks. Client #2 returned to active t_rea(;memilAF staff will be
. C - t
the rocking chair in living room area fn-serviced on a client program
. . . plans and the implementation of
while client #3 returned to his bedroom those plans. All staff will be
to watch television where they remained in-serviced on providing privacy and
until prompted to join their peers for the dignity to all clients. Staff will be
evening meal. in-serviced on all clients dining plans
and providing assistance at meals
. according to each clients need.
Observations were conducted at the
group home on 1/12/16 from 6:30 AM
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through 7:45 AM. At 6:30 AM, the group
home living room and dining area How others will be identified:
ted with a di bl ¢ (Systemic): The Residential
presented wi .a ‘lscema i ¢ pungen Manager will be in the home at least
odor. Staff #2 indicated client #2 had a five times weekly to ensure that all
BM (Bowel Movement) in his bedroom clients are receiving a continuous
and had smeared BM on his blankets and active treatment program consistent
floor. Client #2 was non-verbal in that he with their program p l,ans’ that all
did bal 1 hi staff are providing privacy and
1d not use verbal language to express his dignity to all clients in the home and
wants and needs. At 6:35 AM, staff #2 that all staff are providing assistance
directed client #2 to the shower. Client during meals according to each
#2 was in the shower while staff #2 clients need as stated in the dining
removed client #2's soiled bed linens and plan.
clothing from his bedroom to the laundry
area and utilized a mop to clean client
#2's bedroom floor. At 6:40 AM, staff #2 Measures to be put in place:
retrieved a bottle of body wash and Administrative observations have
. , been implemented in the home twice
shampoo from a closet in the home's .
. daily seven days per week for 30
kitchen area. Staff #2 took the bottle of days. All staff will be in-serviced on
body wash and shampoo to client #2 who active treatment. All staff will be
was still in the shower. Staff #2 then in-serviced on all client program
exited the bathroom and resumed plans and the implementation of
. L. . . . th lans. All staff will b
assisting other clients in the home. Client hose prans st Wil be
. ] in-serviced on providing privacy and
#2 exited the bathroom area wearing the dignity to all clients. Staff will be
adult brief which was wet around the in-serviced on all clients dining plans
waistline. Client #2's lower body (chest, and providing assistance at meals
waist, legs) were wet from his shower. according to each clients need.
Staff #2 did not ensure client #2's
skin/body was dry prior to placing the
adult brief on his body. At 7:00 AM, Monitoring of Corrective Action:
client #2 was prompted to come to the The Residential Manager will be in
dining room table to participate in the the home at leaSt. five times we e.kly 0
h , o famil I L Cl; ensure that all clients are receiving a
ome's momn.lg amily style meal. Chent continuous active treatment program
#2 sat at the kltchen table and was SeI‘Ved consistent with their program plans,
a bowl of cereal with milk. Staff #2 did that all staff are providing privacy
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not sit at the table with client #2 or offer
prompting or coaching to slow his pace
of eating. Client #2 used his spoon to
scoop servings of cereal and milk and ate
at a fast pace. At 7:10 AM, client #2
finished eating his breakfast and returned
to the home's living room area to sit in a
rocking chair. Client #2 remained seated
in the rocking chair from 7:10 AM
through 7:40 AM with no activity. Client
#3 remained in his bedroom throughout
the observation period except from 6:45
through 7:00 AM to eat his morning meal
in the home's dining room area.

Observations were conducted at the
group home on 1/12/16 from 8:15 AM
through 10:15 AM. At 8:15 AM, staff #2
returned to the group home with clients
#2 and #3 from transporting the other
clients to the day services provider.
Client #2 sat in a rocking chair in the
home's living room area from 8:15 AM
through 9:15 AM with no activity. At
9:15 AM, client #2 walked to his
bedroom area and laid down on his bed.
Staff #2 redirected client #2 to return to
the rocking chair. Client #2 returned to
the rocking chair and was seated with no
activity from 9:15 AM through 9:30 AM.
At 9:30 AM, staff #2 turned on the
television in the living room while client
#2 sat in the rocking chair with no
activity through 9:45 AM. Client #3

and that all staff are providing

dining plan.

and dignity to all clients in the home

assistance during meals according to
each clients need as stated in the

Completion date: 02/02/2016
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remained in his bedroom watching
movies on his personal television from
8:15 AM through 10:15 AM.

Staff #2 was interviewed on 1/12/16 at
8:45 AM. Staff #2 indicated client #2
was not independent with bathing. Staff
#2 stated, "No, he's not. He will just do
like this (gestures with hands to show
inadequate washing). We have to stay
with him, otherwise he just stands there
and doesn't wash himself." Staff #2
indicated clients #2 and #3 did not attend
day services. Staff #2 indicated clients #2
and #3 stayed at the group home
throughout the day. Staff #2 indicated
client #2's preferred activity during the
day was to sit in a rocking chair in the
living room. Staff #2 indicated client #3's
preferred activity during the day was to
remain in his bedroom and watch movies
on his personal television.

Staff #1 was interviewed on 1/12/16 at
9:40 AM. Staff #1 indicated staff #2 did
not clean client #2's bedroom area. Staff
#1 stated, "[Client #2] needs to be
re-showered. He smells and [staff #2]
didn't make sure he was clean.”" Staff #1
indicated client #2 was not independent
with bathing and required physical
assistance to bath properly. Staff #1
indicated client #2's adult brief/depends
had dried feces in the anal area of brief.
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Staff #1 indicated client #2's anal area
was not clean and had dried feces on it.
Staff #1 indicated client #2 had a skin
integrity risk plan due to a history of skin
rashes on his buttocks and lower back
area. Staff #1 indicated client #2's skin
should be kept dry and clean to prevent
skin rashes. Staff #1 indicated client #2
had a dining risk plan and should be
monitored while eating to prevent
choking. Staff #1 indicated client #2
would eat at a rapid pace and should be
prompted to slow his pace of eating.

Client #2's record was reviewed on
1/12/16 at 8:43 AM. Client #2's ISP
(Individual Support Plan) dated 8/25/15
indicated client #2's diagnoses included
but was not limited to Severe Mental
Retardation, Autism Spectrum Disorder,
Enuresis (urine incontinence) and
Encopresis (bowel incontinence). Client
#2's ISP dated 8/25/15 indicated, "[Client
#2] is incontinent of bowel and bladder.
He needs physical and verbal assistance
with all ADL (Activities of Daily Living)
skills."

Client #2's Dining Plan dated 11/3/15
indicated, "[Client #2] has tendency to
eat too fast and overstuff his mouth at
times. [Client #2] has a history of food
foraging and needs to be monitored."
Client #2's Dining Plan dated 11/3/15
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indicated, "[Client #2] eats at the dining
room table, family style. Staff are to be
seated next to [client #2] during all meals
and give verbal cueing to slow down and
to not overfill his mouth. Staff will
encourage small bites, chewing and
swallowing between bites."

Client #2's Skin Integrity form dated
11/3/15 indicated, "(1.) Staff will monitor
closely for signs of skin breakdown
(example: redness, irritation, open areas,
dryness, excoriation (scratch/abrasion),
increased edema, etc.) and report to the
nurse. (2.) Staff will provide incontinent
care as needed: apply preventative skin
barrier cream as ordered by physician."

Client #3's record was reviewed on
1/12/16 at 9:10 AM. Client #3's ISP
dated 10/17/15 indicated client #3 had
formal training objectives to participate
in meal preparation, verbally repeat his
address, learn the value of coins and
come to the office for medication
administration.

QIDP (Qualified Intellectual Disabilities
Professional) #1 was interviewed on
1/12/16 at 11:21 AM. QIDP #1 indicated
clients #2 and #3 did not attend day
services. QIDP #1 indicated clients #2
and #3 should be encouraged to
participate in programming.
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This deficiency was cited on 11/13/15.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.
9-3-4(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 02/02/2016
interview for 2 of 4 sampled clients (#2 ~WtZ43~: As‘l.soon ?S theh formulated
J . mterdisciplinary t€éam nhas rormulate
and #3), the facility failed to ensure Jaseipmaty
) ] ) a clients’ individual program plan,
clients #2 and #3 received continuous each client must receive a continuous
active treatment when opportunities active treatment program consisting
existed. of needed interventions and services
in sufficient number and frequency to
Findi include: support the achievement of the
Indings melude. objectives identified in the individual
program plan.
Observations were conducted at the
group home on 1/11/16 from 4:15 PM Corrective Action: (Specific):
through 6:30 PM. Client #2 was seated in Adm,lmStratwe Obs,ervatlons have,
i hair in the h 'S Tivi been implemented in the home twice
a rocking chair in the home's living room daily seven days per week for 30
area from 4:15 PM through 4:35 PM and days. All staff will be in-serviced on
client #3 was in his bedroom. At 4:35 PM the implementation of all program
staff #3 prompted clients #2 and #3 to objectives and goals for all clients
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come to the dining room table for snack. and active treatment. A schedule
At 4:45 PM, clients #2 and #3 finished will b;‘ d‘fvek’pzd(;hat 1‘:"11 mchlucli.e a
. . . specific time and day that each client
eating their snacks. Client #2 returned to tcl)) assist with meal p}r/ep cooking
the rocking chair in living room area clean up, laundry and h;use holdﬁ
while client #3 returned to his bedroom chores. All staff will be in-serviced
to watch television where they remained on all clients dining plans and the
until prompted for their evening interventions within those plans.
medlcatlons? and again to join their peers How others will be identified:
for the evening meal at 6:25 PM. (Systemic) Administrative
observations have been implemented
Observations were conducted at the in the home twice daily seven days
group home on 1/12/16 from 6:30 AM 1; et _V;eel; fi’;\jo days. Tlllli i
csiaentia anager wi C al (54
through 7:45 AM. At 6:30 AM, staff #2 &
I ) home at least five times weekly to
indicated client #2 had a BM (Bowel ensure that all clients’ program goals
Movement) in his bedroom and had are implemented as written in their
p
smeared BM on his blankets and floor. At program plans and that all clients are
6:35 AM, staff #2 directed client #2 to p mllflp amllg with nlneal dI; rep, d
. . CcooKing, cican up, laun an
the shower. Client #2 was in the shower me dicagtion a dmiiistratior}l,an dto
bed linens and clothing from his bedroom client dining plans. The QIDP will
to the laundry area and utilized a mop to visit the home at least twice weekly
clean client #2's bedroom floor. At 6:40 to eilsure .thatlall Chtergs P rog,r:t‘m }
. goals are impleémented as written 1n
AM, staff #2 retrieved a bottle of .body their program plans and that all
wash and shampoo from a closet in the clients are participating with meal
home's kitchen area. Staff #2 took the prep, cooking, clean up, laundry and
bottle of body wash and shampoo to medication administration.
client #2 who was still in the shower. Measures to be put in place:
Staff #2 then exited the bathroom and Corrective Action: (Specific):
resumed assisting other clients in the Administrative observations have
home. At 7:00 AM, client #2 was been implemented in the home twice
prompted to come to the dining room daily seven days per week for 30
. . . \ . days. All staff will be in-serviced on
table to participate in the home's morning the implementation of all program
family style meal. Client #2 sat at the objectives and goals for all clients
kitchen table and was served a bowl of and active treatment. A schedule
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cereal with milk. Staff #2 did not sit at will be developed that will include a
the table with client #2 or offer specific time and day that each client
t hine to slow hi to assist with meal prep, cooking,
proml? ng OI: coaching to S OwW his pace clean up, laundry and house hold
of eating. Client #2 used his spoon to chores. All staff will be in-serviced
scoop servings of cereal and milk at a fast on all clients dining plans and the
pace. At 7:10 AM, client #2 finished interventions within those plans
eating his breakfast and returned to the
T L. Monitoring of Corrective Action:
home's living room area to sit in a o .
) ' ] i Administrative observations have
rocking chair. Client #2 remained seated been implemented in the home twice
in the rocking chair from 7:10 AM daily seven days per week for 30
through 7:40 AM with no activity. Client days. The Residential Manager will
#3 remained in his bedroom throughout be at the home at least ﬁve,tlmes
he ob . od f ] weekly to ensure that all clients’
the observation perio ex?ept rom 6:45 program goals are implemented as
through 7:00 AM to eat his morning written in their program plans and
meal. that all clients are participating with
meal prep, cooking, clean up,
Observations were conducted at the laun,dr,y and, medication
administration and to ensure that all
group home on 1/12/16 from 8:15 AM staff are following all client dining
through 10:15 AM. At 8:15 AM, staff #2 plans. The QIDP will visit the home
returned to the group home with clients at least twice weekly to ensure that
#2 and #3 from transporting the other all clients program goals are
. . . implemented as written in their
clients to the day services provider. .
. . . L. program plans and that all clients are
Client #2 sat in a rocking chair in the participating with meal prep,
home's living room area from 8:15 AM cooking, clean up, laundry and
through 9:15 AM with no activity. At medication administration.
9:15 AM, client #2 walked to his
bedroom area and laid down on his bed.
Staff #2 redirected client #2 to return to
the rocking chair. Client #2 returned to
the rocking chair and was seated with no
activity from 9:15 AM through 9:30 AM. .
Completion date: 02/02/2016
At 9:30 AM, staff #2 turned on the
television in the living room while client
#2 sat in the rocking chair with no
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activity through 9:45 AM. Client #3
remained in his bedroom watching
movies on his personal television from
8:15 AM through 10:15 AM.

1. Client #2's record was reviewed on
1/12/16 at 8:43 AM. Client #2's ISP
dated 8/25/15 indicated client #2's
diagnoses included but was not limited to
Severe Mental Retardation, Autism
Spectrum Disorder, Enuresis (urine
incontinence) and Encopresis (bowel
incontinence). Client #2's ISP dated
8/25/15 indicated, "[Client #2] is
incontinent of bowel and bladder. He
needs physical and verbal assistance with
all ADL (Activities of Daily Living)
skills." Client #2's ISP dated 8/25/15
indicated client #2 had formal training
objectives to identify a quarter, retrieve a
spoon for his medication administration,
communicate his wants/needs, use his
utensils during meal time, brush his teeth
and be offered the opportunity to use the
restroom every 2 hours.

Client #2's Dining Plan dated 11/3/15
indicated, "[Client #2] has tendency to
eat too fast and overstuff his mouth at
times. [Client #2] has a history of food
foraging and needs to be monitored."
Client #2's Dining Plan dated 11/3/15
indicated, "[Client #2] eats at the dining
room table, family style. Staff are to be
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seated next to [client #2] during all meals
and give verbal cueing to slow down and
to not overfill his mouth. Staff will
encourage small bites, chewing and
swallowing between bites."

Staff #2 was interviewed on 1/12/16 at
8:45 AM. Staff #2 indicated client #2
was not independent with bathing. Staff
#2 stated, "No, he's not. He will just do
like this (gestures with hands to show
inadequate washing). We have to stay
with him, otherwise he just stands there
and doesn't wash himself." Staff #2
indicated clients #2 and #3 did not attend
day services. Staff #2 indicated clients #2
and #3 stayed at the group home
throughout the day. Staff #2 indicated
client #2's preferred activity during the
day was to sit in a rocking chair in the
living room. Staff #2 indicated client #3's
preferred activity during the day was to
remain in his bedroom and watch movies
on his personal television.

2. Client #3's record was reviewed on
1/12/16 at 9:10 AM. Client #3's ISP
dated 10/17/15 indicated client #3 had
formal training objectives to participate
in meal preparation, verbally repeat his
address, learn the value of coins and
come to the office for medication
administration.
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QIDP (Qualified Intellectual Disabilities
Professional) #1 was interviewed on
1/12/16 at 11:21 AM. QIDP #1 indicated
active treatment should occur at each
opportunity. QIDP #1 indicated clients #2
and #3 did not attend day services.
This deficiency was cited on 11/13/15.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.
9-3-4(a)
W 0268 | 483.450(a)(1)(i)
CONDUCT TOWARD CLIENT
Bldg. 00 | These policies and procedures must
promote the growth, development and
independence of the client.
Based on observation and interview for 1 W 0268 02/02/2016
of 4 sampled clients (#2), the facility W268: These policies and
failed to ensure client #2's dienity durin procedures must promote the growth,
tied to ensure clie s dignity dunng development and independence of
personal care. the client
Findings include: Corrective Action: (Specific):
Administrative observations have
. been implemented in the home twice
Observations were conducted at the .
daily seven days per week for 30
group home on 1/12/16 from 6:30 AM days. All staff will be in-serviced on
through 7:45 AM. At 6:30 AM, staff #2 providing clients privacy and dignity
indicated client #2 had a BM (Bowel as well as client rights. A new
Movement) in his bedroom and had Zhi)}zver curtain has been placed in the
smeared BM on his blankets and floor. AHreom.
Client #2 was non-verbal in that he did How others will be identified:
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not use verbal language to express his (Systemic) Administrative
wants and needs. At 6:35 AM. staff #2 observations have been implemented
. . ’ in the home twice daily seven days
directed client #2 to the shower. At 6:40 v v seven qay
] per week for 30 days. The
AM, staff #2 retrieved a bottle of body Residential Manager will be at the
wash and shampoo from a closet in the home at least five times weekly to
home's kitchen area. Staff #2 took the ensure that all clients are being
bottle of body wash and shampoo to provided privacy and dignity and that
. o all clients are being assisted with
client #2 who was still in the shower. .
. personal care daily.
Staff #2 then exited the bathroom and
resumed assisting other clients in the Measures to be put in place:
home. The bathroom door was Open Administrative observations have
while client #2 was in the shower with no ze?ln lmplen;emed in the E‘;me;g‘”ce
. . ally seven days per week 10or
shower curtain. At 6:45 AM, client #2 Y YS Perw .
] i i days. All staff will be in-serviced on
finished his shower, staff #2 retrieved an providing clients privacy and dignity
adult brief (depends), entered the as well as client rights. A new
Y g
bathroom area and then directed client #2 shower curtain has been placed in the
to return to his bedroom to get dressed. bathroom.
Chen.t #2 exited the Pathro.om area Monitoring of Corrective Action:
wearing the adult brief. Client #2 wore Administrative observations have
the adult brief as he walked from the been implemented in the home twice
bathroom area to his bedroom without daily seven da}fs per week for 30 .
additional clothing to cover his body. days. The Residential Mana.ger will
be at the home at least five times
) weekly to ensure that all clients are
QAM (Quality Assurance Manager) #1 being provided privacy and dignity
was interviewed on 1/12/16 at 10:36 AM. and that all clients are being assisted
QAM #1 indicated staff #2 should ensure with personal care daily.
client #2's dignity in regard to privacy
during showering and personal care time. Completion date: 02/02/2016
This deficiency was cited on 11/13/15.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.
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9-3-5(a)
W 0488 483.480(d)(4)
DINING AREAS AND SERVICE
Bldg. 00 | The facility must assure that each client eats
in a manner consistent with his or her
developmental level.
Based on observation and interview for 4 W 0488 02/02/2016
of 4 sampled clients (#1, #2, #3 and #4),
plus 4 addlt’l(.)nal 9llents (#5, #6, #7 and W488: The facility must assure that
#8), the facility failed to ensure clients each client eats in a manner
#1, #2, #3, #4, #5, #6, #7 and #8 consistent with his or her
participated in meal preparation and developmental level.
family style dining according to their . . .
biliti Corrective Action: (Specific):
capabilities. Administrative observations have
been implemented in the home twice
Findings include: daily seven days per week for 30
days. All staff will be in-serviced on
Observations were conducted at the mVOlvm,g all dlénts in meal
) preparation, setting the table and
group home on 1/11/16 from 4'1‘? PM participating in family style dining.
through 6:30 PM. At 4:15 PM, clients #1, A schedule will be developed that
#2, #5, #6 and #8 were seated in the will include a specific time and day
home's living room area with the each client will assist with meal
television on. Clients #3, #4 and #7 were preparation and setting the table.
in their bedrooms. At 4:30 PM, staff #3 How others will be identified:
began the evening meal preparation in the (Systemic) Administrative
home's kitchen area. No clients assisted observations have been implemented
in the preparation of the meal. Clients #1, in the h‘]in;e twice daily seven days
. . . Th
#2, #5, #6 and #8 remained seated in the per week tor 30 days e
'S Tivi hile cli 43 Residential Manager will be at the
home's living room area while clients #3, home at least five times weekly to
#4 and #7 remained in their bedrooms. ensure that all clients are involved in
Client #5 paced from the living room meal preparation and setting the table
area to the kitchen area periodically according to the schedule and are
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throughout the observation period. At participating in family style dining.
4:35 PM, staff #3 prompted clients #1, The QIDP will visit the home at least
twice weekly to ensure that all clients
#2, #?”.#4’ #5, #6, #7 and #8 to come to are involved in meal preparation and
the dining room table for snack. At 4:45 setting the table according to the
PM, clients #1, #2, #3, #4, #5, #6, #7 and schedule.
#8 finished eating their snacks. Clients
#1, #2, #5, #6 and #8 returned to the Z[eas“r:s t‘;b:_ put 1('; pla.c;:)
. . . orrective Action: €ClIIC):
living room area with clients #5 and #7 o P!
e ] o Administrative observations have
periodically pacing from the living room been implemented in the home twice
area to the kitchen area. Clients #3 and daily seven days per week for 30
#4 returned to their bedroom areas. Staff days. All staff will be in-serviced on
#3 prepared the evening meal with no involving all clients in meal
. . C. preparation, setting the table and
client assistance/participation. At 5:20 L . -
] ) participating in family style dining.
PM, client #6 set plates, cups and utensils A schedule will be developed that
on the dining room table. Staff #3 placed will include a specific time and day
portions of potato and ham dish and each client will assist with meal
cornbread on each client's plate. No preparation and setting the table.
clients served the.mselves portions of the Monitoring of Corrective Action:
ham and potato dish or cornbread. At Administrative observations have
6:25 PM, clients #1, #2, #3, #4, #5, #6, been implemented in the home twice
#7 and #8 were prompted to come to the daily seven days per week for 30
.. . . . days. The Residential Manager will
dining room table to participate in the .
'S famil | . ) be at the home at least five times
home's family style evening meal. weekly to ensure that all clients are
involved in meal preparation and
Observations were conducted at the setting the table according to the
group home on 1/12/16 from 6:30 AM schedule and are participating in
through 7:45 AM. At 7:00 AM, client #2 family style dining. The QIDP will
) ) ) > visit the home at least twice weekly
was prompted to come to the dining room to ensure that all clients are involved
table to participate in the home's morning in meal preparation and setting the
family style meal. Staff #2 placed a bowl table according to the schedule.
on the table, filled the bowl with cereal Comol 4 02/02/2016
. . ti te:
and milk and served the bowl to client ompretion Gate
#2.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: F1DI12 Facility ID: 000769 If continuation sheet Page 95 of 98




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

PRINTED: 02/12/2016
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
15G247 B. WING 01/14/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2401 CORNWALL DR
RES CARE COMMUNITY ALTERNATIVES SE IN JEFFERSONVILLE, IN 47130
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
QIDP (Qualified Intellectual Disabilities
Professional) #1 was interviewed on
1/12/16 at 11:21 AM. QIDP #1 clients
#1,#2, #3, #4, #5, #6, #7 and #8 should
participate in the preparation of their
meals and serve themselves to the extent
of their capabilities.
This deficiency was cited on 11/13/15.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.
9-3-8(a)
W 9999
Bldg. 00
State Findings: W 9999 02/02/2016
W9999: The provider shall obtain
The following Community Residential ?la )y ;sztltcss (f?irt:r?:};;zsiergtﬁvggs;
Facilities for Persons with requirements established by the
Developmental Disabilities rule was not division of aging and rehabilitative
met: services for all day service providers.
(2) Meet the residents active
e b ne
Services. determined by the interdisciplinary
team conference with preconference
(b) The provider shall obtain day services for services in the least restrictive
for each resident which: (1) meet the environment.
criteria and certification requirements
established by the division of aging and
Corrective Action: (Specific):
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rehabilitative services for all day service Administrative observations have
providers; (2) meet the resident's active been implemented in the home twice
. . , daily seven days per week for 30
treatment needs set forth in the resident's .
S ) days. The QIDP will make contact
individual plan as determined by the with the local day service providers
interdisciplinary team conference with for client #2 and # 3 to begin
preference for services in the least attending a structured day program.
restrictive environment.
This state rule was not met as evidenced How others will be identified:
by: (Systemic): Administrative
observations have been implemented
Based on observation and interview, the in the home twice daily seven days
. . per week for 30 days. The Program
facﬂlj[y.to meet the acFlve treatment geeds Manager will follow up with the
pertaining to day services programming QIDP and the team at least twice
for 2 of 4 sampled clients (#2 and #3). weekly to discuss the progress of
getting a structured day program for
Findings include: clients #2 and #3.
Observations were conducted at the
group home on 1/12/16 from 6:30 AM Measures to be put in place: The
through 7:45 AM. At 7:45 AM, staff #2 QIDP will make contact with the
. ’ local day service providers for client
transported clients #1, #2, #3, #4, #5, #6, Y P )
’ #2 and # 3 to begin attending a
#7 and #8 to the day services workshop. structured day program.
At 8:15 AM, staff #2 returned to the
group home with clients #2 and #3.
Clients #2 and #3 remained at the group L . .
. Monitoring of Corrective Action:
home throughout the remainder of the The Program Manager will follow
observation period at 10:15 AM. Clients up with the QIDP and the team at
#2 and #3 did not attend the workshop or least twice weekly to discuss the
any other outside day program. No progress of getting a structured day
alternative day services was observed to program for clients #2 and #3.
be provided. Completion Date: 02/02/2016
Staff #2 was interviewed on 1/12/16 at
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8:45 AM. Staff #2 indicated clients #2
and #3 did not attend day services. Staff
#2 indicated clients #2 and #3 stayed at
the group home throughout the day.
QIDP (Qualified Intellectual Disabilities
Professional) #1 was interviewed on
1/12/16 at 11:21 AM. QIDP #1 indicated
clients #2 and #3 did not attend day
services.
This state rule was cited on 11/13/15.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.
9-3-4(b)(1)(2)
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