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W 0000
Bldg. 00
This visit was for a fundamental annual W 0000
recertification and state licensure survey.
Dates of Survey: 1/2/18, 1/3/18 and 1/5/18.
Facility Number: 0010453
Provider Number: 15G814
AIMS Number: 100474600
These deficiencies also reflect state findings
in accordance with 460 IAC 9.
Quality Review of this report completed by
#15068 on 1/18/18.
W 0227 483.440(c)(4)
INDIVIDUAL PROGRAM PLAN
Bldg. 00 | The individual program plan states the
specific objectives necessary to meet the
client's needs, as identified by the
comprehensive assessment required by
paragraph (c)(3) of this section.
Based on record review and interview for 1 W 0227 CORRECTION: 02/04/2018
of 4 sampled clients (#4), the facility failed o
devel 1 ad i 44 The individual program plan states
to develop a plan to address client #4's the specific objectives necessary
refusals to attend medical appointments. to meet the client's needs, as
identified by the comprehensive
Findings include: assessment. Specifically, the
interdisciplinary team will develop
a comprehensive desensitization
Client #4's record was reviewed on 1/3/18 program to support client #4
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at 10:00 AM. Client #4 did not have an through attending medical
annual physical. Client #4's physical was appomtmen_ts. A review of )
Ked "refused”. Cli 44 did h documentation indicated that this
marked “retused:. lent 1d not have an deficient practice did not affect
annual hearing screening. Client #4's record additional clients.
did not have a recent TB (Tuberculosis)
screening. Client #4 did not have an annual
dental appointment. Client #4 did not have PERVENTION:
an annual vision screening. Client #4's
record did not have a plan to address client The agency will retrain QIDP
#4's refusals regarding the need to develop
necessary supports and
measureable objectives to support
LPN #1 was interviewed on 1/3/18 at 2:30 clients toward independence.
PM. LPN #1 indicated client #4 refused to Members of the Operations Team
go to any medical appointments. LPN #1 (|nclud|_ng the Program Managers,
di d they had tried . li 44 Operations Manager, Nurse
indicated they had tried to give client Manager, Registered Nurse,
several different medications before Executive Director, Quality
appointments to calm him. LPN #1 Assurance Manager, QIDP
indicated the medications did not affect Manaqer and Qlfal_'ty Assurance
lient #4's willi d Coordinators) will incorporate
chient #4's willingness to atten audits of support documents into
appointments. LPN #1 was asked to send visits to the facility twice weekly
any IDT (Interdisciplinary Team) notes for the next 30 days and no less
available to address client #4's refusals; no than weekly until all staff
IDT ved demonstrate competence. At the
notes were recetved. conclusion of this period of
enhanced administrative
Qualified Intellectual Disabilities Professional monitoring and support, the
(QIDP) #1 was interviewed on 1/3/18 at Executive Director and Regional
2:30 PM. OIDP #1 indi deli 44 did Director will determine the level of
: -Q Indicated client 1 ongoing support needed at the
not have a plan to address his refusals to facility. These audits will include
attend medical appointments. assuring that specific training
programs are in place to meet
each client’s assessed needs.
9-3-4(a)
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RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Direct Support Staff,
Operations Team, Regional
Director
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 CORRECTION: 02/04/2018
interview for 1 of 4 sampled clients (#4), the ] o
o . . . v g As soon as the interdisciplinary
facility failed to implement client #4's dining team has formulated a client's
plan. individual program plan, each
client must receive a continuous
Findin gs include: active treatment program
consisting of needed interventions
and services in sufficient number
Observations were conducted on 1/2/18 and frequency to support the
from 4:00 PM through 6:15 PM. At 4:40 achievement of the objectives
PM client #4 was in the kitchen area identified in the individual program
L. . . plan.Specifically, all direct support
spinning a shoe/shoestring. Client #4 was staff will be retrained and receive
non-verbal. At 5:45 PM HM (HOUSC ongoing face to face coaching
Manager) #1 served client #4 his plate at the from supervisors regarding the
table. Dinner consisted of barbeque pork need to_prowde conislstent, _
. . aggressive and continuous active
sandwiches, french fries, coleslaw and treatment for all clients including
orange jello squares with cool whip. HM #1 but not limited to proper
cut client #4's sandwich in 4 equal pieces. implementation of client #4's
Client #4's french fries were served whole. dining protocols. Through
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Client #4 ate his dinner at a rapid pace. observation the governing body
Client #4 would swallow before chewing all has (ti_ete(rjr?:jme(i t';?t tth'i:Eﬁc'ent
) ) practice did not affect other
of his food. Client #4 was prompted to slow individuals.
down by staff #1. Staff did not sit beside
client #4.
. PREVENTION:
Observations were conducted on 1/3/18
from 6:00 AM through 8:00 AM. At 7:50 The Residential Manager will be
AM HM #1 cut a banana into large sections present, supervising active
and broke a pop tart into 4 sections. At tregtment during no I_ess than five
. 41 K cli #4 th active treatment sessions per
7:55 AM HM took client the cut week, on varied shifts to assist
banana and pop tart. Client #4 ate his with and monitor skills training
breakfast at a fast pace without staff including but not limited to
supervision. At 7:55 AM HM #1 brought including but not limited to proper
li 44 hi K | Cli 44 implementation of dining
chient 1s milk n a valve cup. Client plans.Members of the Operations
was prompted to drink all his milk. Team (comprised of the Executive
Director, Operations Managers,
Client #4's record was reviewed on 1/3/18 irogram M;nagers' QQUITDIIIEY
] . , ssurance Manager,
at 10:00 AM. Client #4's 3/22/17 ISP Manager, Quality Assurance
(Individual Support Plan) indicated he had a Coordinators, Nurse Manger and
goal to eat slowly. Client #4's goal indicated, Registered Nurse) will perform
"Staff will sit next to [client #4] at meal and V'Sll’al a;s}ess;ne?nts of t:le :au:rt]y
; o ) no less than twice weekly for the
snack time. Staff will inform [client #4] once next 30 days, and after 30 days,
his food is in front of him to take small bites will conduct administrative
and chew slowly. Staff will allow [client #4] observations no less than weekly
to eat at a slower pace before verbally until all staff demonstrate
ino him. If [cli 44 competence. At the conclusion of
prompting him. If [client #4] starts to eat this period of enhanced
fast, staff will verbally prompt him to slow administrative monitoring and
down." Client #4's 4/24/17 Record of Visit support, the Executive Director and
to the Speech Pathologist indicated, Regional Dlrector_ will determine
"Dyvsphaeia. ch d diet with - ¢ the level of ongoing support
ysphagia, chopped diet with assistance to needed at the facility. Active
limit intake to single bites/sips. Recommend Treatment sessions to be
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volume control cup with thin liquids. monitored are defined as:
Consider taking pills with applesauce if
coughing." Client #4's 11/8/17 High Risk
Choking Plan indicated, "Poor eating habits Mornings: Beginning at 6:30 AM
(overfills mouth, eats too fast). Follow diet and through morning transport
as ordered (chop into 1/2 inch pieces). and including the following:
Guideli 1t h food ch d Medication administration, meal
uidelines at all times to have tood choppe preparation and breakfast,
(mechanical soft diet) into bite size pieces. morning hygiene and domestic
[Client #4] must have constant supervision skills training through transport to
during all food/drink intake including snack. work and day service. Morning
E /drink slowl active treatment monitoring will
ncourage fo eat/drink slowly, encourage include staff from both the day and
single sips and dry swallow after each intake overnight shifts.
of food/drink, use utensils and encourage
[client #4] to eat slowly. Limit intake to a
1 "
teaspoon or less at a time. Evenings: Beginning at
approximately 4:30 PM through
QIDP (Qualified Intellectual Disabilities the evening meal and including the
Professional) #1 was interviewed on 1/3/18 following: domestic and hygiene
230 #1 indi dcli 44 skills training, leisure skills
at 2:30 PM. QIDP #1 indicated client training, medication
was on a chopped diet. QIDP #1 indicated administration, meal preparation
client #4's dining protocol should be and dinner. Evening monitoring
followed will also include unannounced spot
checks later in the evening toward
bed time.
LPN #1 was interviewed on 1/3/18 at 2:30
PM. LPN #1 indicated she had been over
client #4's diet with staff several times. LPN In addition to active treatment
o . n addition to active treatmen
#1 indicated client #4 should have food no observations, Operations Team
larger than 1/2 inch. LPN #1 indicated staff Members and/or the Residential
should sit beside client #4 and supervise him Manager will perform spot checks
during meals. LPN #1 indicated client #4's a;_\;tarledl tlm:.: ontthe ovem;?,rt
. . .. SNITt no Iess than twice montnly
observed meals did not follow his dining —more frequently if training issues
protocol. or problems are discovered.
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9-3-4(a)
The Executive Director and
Director of Operations/Regional
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility. Administrative support at
the home will include assuring
staff provide continuous active
treatment during formal and
informal opportunities, including
but not limited to proper
implementation of dining plans.
RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Direct Support Staff,
Operations Team, Regional
Director
W 0322 483.460(a)(3)
PHYSICIAN SERVICES
Bldg. 00 | The facility must provide or obtain preventive
and general medical care.
Based on record review and interview for 2 W 0322 CORRECTION: 02/04/2018
of 4 sampled clients (#1 and #4), the facility B ) )
. . . The facility must provide or obtain
failed to ensure clients #1 and #4 received a preventive and general medical
physical on an annual basis. care. Specifically, the facility will
obtained annual physical
Findings include: examination for clients #1 and #4.
A review of facility medical
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documentation indicated this
Client #1's record was reviewed on 1/3/18 djgf:t'_e”t Ipr?_Ct':e did not affect
. . additional clients.
at 11:00 AM. Client #1's Annual Physical
was dated 10/26/16. Client #1 did not have
a more recent annual physical.
PREVENTION:
. , .
Client #4's record was reviewed on 1/3/18 The QIDP and Area Supervisor will
at 10:00 AM. Client #4 did not have an work with the facility nurse and
annual physical. Client #4's physical was coordinate with the facility direct
marked "refused" support medical coach and
Residential Manager to assure that
all medical assessments and
QIDP (Quahﬁed Intellectual Disabilities evaluations occur as required. The
Professional) #1 was interviewed on 1/3/18 facility nurse will conduct weekly
at 2:30 PM. QIDP #1 indicated clients audits to assure appointments
hould h | physical have been scheduled and occur as
should have an annual physical once per required. Members of the
year. Operations Team (comprised of
the Executive Director, Operations
LPN #1 was interviewed on 1/3/18 at 2:30 g‘a”ﬁtge;sf Pr°9fa”;4Ma”ager31Dp
.. . uality Assurance Manager,
1
PM. LPN #1 indicated client #1's annual Manager, Quality Assurance
physu:al was past due. LPN #1 indicated Coordinators, and Nurse Manager)
client #4 refused to have an annual physical. will incorporate medical chart
reviews into their formal audit
process, which will occur no less
9-3-6(a) !
than twice monthly to assure that
examinations including but not
limited to physical examinations
and mammograms take place as
required.
RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Heath Services Team,
Direct Support Staff, Operations
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Team, Regional Director
W 0323 483.460(a)(3)(i)
PHYSICIAN SERVICES
Bldg. 00 | The facility must provide or obtain annual
physical examinations of each client that at a
minimum includes an evaluation of vision and
hearing.
Based on record review and interview for 2 W 0323 CORRECTION: 02/04/2018
of 4 sampled clients (#3 and #4), the facility B ) )
failed i 43 and #4 ved The facility must provide or obtain
ailed to ensure clients #3 an received a annual physical examinations of
hearing screening on an annual basis. each client that at a minimum
includes an evaluation of vision
Findings include: and hearing.Specifically, clients #3
and #4 will receive a hearing
evaluation and additional
Client #3's record was reviewed on 1/3/18 audiological evaluations thereafter
at 12:00 PM. Client #3 did not have an per audiologist recommendations.
annual hearing screening. Client #3's medical A review of _medlca_l records_ )
i . heet listed heari . indicated this deficient practice did
information sheet listed hearing screening as not affect additional clients.
past due.
Client #4's record was reviewed on 1/3/18
. . PREVENTION:
at 10:00 AM. Client #4 did not have an
annual hearing screening. The QIDP will work with the facility
nurse will coordinate with the
LPN #1 was interviewed on 1/3/18 at 2:30 facility direct support medical
PM. LPN #1 indi dcli 43's heari coach and Residential Manager to
: indicated client #3's hearing assure that all medical
screening was paSt due. LPN #1 indicated assessments and evaluations
client #4 refused to have a hearing occur as required. When required
screening. _assessments are not c_overed by _
insurance, the governing body will
assume responsibility for payment
9-3-6(a) for services. Members of the
Operations Team (comprised of
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the Executive Director, Operations
Managers, Program Managers,
Quality Assurance Manager, QIDP
Manager, Quality Assurance
Coordinators, and Nurse
Manager) will incorporate medical
chart reviews into their formal
audit process, which will occur no
less than twice monthly to assure
that examinations including but not
limited to hearing evaluations take
place as required.
RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Heath Services Team,
Direct Support Staff, Operations
Team, Regional Director
W 0327 483.460(a)(3)(iv)
PHYSICIAN SERVICES
Bldg. 00 | The facility must provide or obtain annual
physical examinations of each client that at a
minimum includes tuberculosis control,
appropriate to the facility's population, and in
accordance with the recommendations of the
American College of Chest Physicians or the
section on diseases of the chest of the
American Academy of Pediatrics, or both.
Based on record review and interview for 2 W 0327 CORRECTION: 02/04/2018
of 4 sampled clients (#1 and #4), the facility B ) )
. . . The facility must provide or obtain
failed to ensure clients #1 and #4 received annual physical examinations of
an annual TB (Tuberculosis) screening. each client that at a minimum
Includes tuberculosis control,
Findings include: appropriate to the facility's
population and in accordance with
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the recommendations of the
Client #1's record was reviewed on 1/3/18 American College of Chest
. , . Physicians or the section on
at 11:00 AM. Client #1's last TB screening diseases of the chest of the
was on 10/26/16. Client #1 did not have a American Academy of Pediatrics,
more recent TB screening. or both. Specifically, the team will
assist Clients #1 and #4 with
Client #4's record was reviewed on 1/3/18 Zbrt:\ll?;r‘;vg ; E:?;gurl::; csaclrf::;:i
at 10:00 AM. Client #4's record did not indicated this deficient practice did
have a recent TB screening. not affect additional clients.
LPN #1 was interviewed on 1/3/18 at 2:30
PM. LPN #1 indicated clients should have PREVENTION:
annual TB screenings. LPN #1 indicated
client #1's TB screening was past due. LPN ;I'hﬁ_Nurse Manadgzr will assist the
#1 indicated client #4 refused to have his TB ::Sdlit glarlcjgsai: r\l’ithl?:;:zlz:zport
screening. routine appointments and lab tests
to assure they occur as
9-3-6(a) recommended. Additionally,
members of the Operations Team
(comprised of the Executive
Director, Operations Managers,
Program Managers, Quality
Assurance Manager, QIDP
Manager, Quality Assurance
Coordinators, and Nurse Manager)
will incorporate medical chart
reviews into their formal audit
process, which will occur no less
than twice monthly to assure that
testing including but not limited to
annual tuberculosis screenings
take place as required. Additionally
the facility nurse will complete a
screen for tuberculosis symptoms
as part of routine quarterly nursing
physical examinations.
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RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Heath Services Team,
Direct Support Staff, Operations
Team, Regional Director
W 0352 483.460(f)(2)
COMPREHENSIVE DENTAL DIAGNOSTIC
Bldg. 00 | SERVICE
Comprehensive dental diagnostic services
include periodic examination and diagnosis
performed at least annually.
Based on record review and interview for 1 W 0352 CORRECTION: 02/04/2018
of 4 sampled clients (#4), the facility failed ) ) ]
i 44 had 1d | Comprehensive dental diagnostic
to ensure client ad an annual denta services include periodic
examination. examination and diagnosis
performed at least annually.
Findings include: Specifically, the facility \-NI|| _
schedule a dental examination for
Client #4. An audit of facility
Client #4's record was reviewed on 1/3/18 medical charts indicated this
at 10:00 AM. Client #4 did not have record deficient practice did not affect
of a dental examination. additional clients.
LPN #1 was interviewed on 1/3/18 at 2:30
PM. LPN #1 indicated client #4 had refused PERVENTION:
to have a dental examination.
The facility nurse will maintain a
tracking grid for all clients to
9-3-6(a) assure that routine medical
assessments, including but not
limited to dental examinations,
occur within required time frames.
Supervisory staff will review
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medical charts on an ongoing
basis but no less than monthly to
assure medical follow-along
occurs as required. When a
pattern of medical appointment
refusals presents a barrier to
receiving required medical care,
the interdisciplinary team will
come together to develop
functional desensitization
techniques for inclusion in support
plans. Members of the Operations
Team (comprised of the Executive
Director, Operations Managers,
Program Managers, Quality
Assurance Manager, QIDP
Manager, Quality Assurance
Coordinators, and Nurse Manager)
and nursing staff will incorporate
medical chart reviews into their
formal audit process, which will
occur no less than twice monthly
to assure that medical
follow-along including but not
limited to dental examinations take
place as required.

RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Heath Services Team,
Direct Support Staff, Operations
Team, Regional Director

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

GZB711 Facility ID: 010453 If continuation sheet

Page 12 of 12




