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W 0000

Bldg. 00
This visit was for a pre-determined full
annual recertification and state licensure
survey. This visit included the
investigation of complaint #IN00195813
and the investigation of complaint
#IN00198671.

Complaint #IN00195813: Substantiated.
Federal and State deficiencies related to
the allegation(s) are cited at W102,
W104, W122, W149, W153, W318, and
W331.

Complaint #IN00198671: Substantiated.
Federal and State deficiencies related to
the allegation(s) are cited at W102,
W104, W122, W149, W153, W318,
W331, and W436.

Dates of Survey: 4/25, 4/26, 4/27, 4/28,
4/29, and 5/6/2016.

Facility Number: 000869
Provider Number: 15G353
AIMS Number: 100244230

These federal deficiencies also reflect
state findings in accordance with 460
IAC9.

Quality Review of this report completed
by #15068 on 5/16/16.

W 0000

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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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 W 0102 W 102 Governing Body 06/05/2016
interview, the facility failed to meet the The facility must ensure that specific
.. C .. . governing body and management
Condition of Participation: Governing .
. requirements are met.
Body for 4 of 4 sampled clients (A, B, C
and D) and for 4 additional clients 1. What corrective action will
(clients E, F, G, and H). be accomplished?
The Program Coordinator will
. . do home observations weekly to
The governing body failed to ensure the . -y
i ) ] i ensure staff are implementing the
facility staff implemented its policy and plans of clients and the client’s needs
procedures to ensure all allegations of are being met.
abuse, neglect, mistreatment, and/or The Program Director will do
exploitation were immediately reported home Observatlo_ns bl'weel_dy to
. diatel he admini d ensure staff are implementing the
immediately to the administrator and to plans of clients and the client’s needs
the BDDS (Bureau of Developmental are being met.
Disabilities Services) per IAC 9-3-1(b)(5) Training completed with the
and APS (Adult Protective Services) per staff regarding: .
IC 12-10-3 according to state law for ° HOW to doc.umem skin/wound
; d findings including competency based
clients A, B, C, D, E, F, G, and H, to training (documentation of the
provide oversight of the facility's nursing wound, when to notify the nurse,
staff to ensure clients A, B, C, D, E, F, G, descriptive terms)
and H received nursing services 0 Reporting skin/wound concerns
according to their identified needs; and to to the Program Coordinator. o
. 'S rioh d 0 Abuse, neglect and exploitation-
ensure client B's rights were protected. what constitutes abuse, report
expectations and investigation
Findings include: expectations (competency test
provided)
1. Please refer to W104. The governing ° W}_len to contact the Program
Coordinator
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body failed to exercise general policy and 0 Staff’s role in resident finances
operating direction over the facility to (purchasing requested items from
. guardian/team, obtaining receipts,
ensure clients were not neglected, abused, . .
; - returning change and receipts).
and/or exploited and staff implemented 0 Resident rights
the agency's policy and procedure for 0 Client D’s risk plan for reporting
abuse/neglect for immediately reporting pan.
allegations of missing client funds; lack O Administering PRN medications
£ staff .. d oht f and documenting follow up
o's a SuperVISlon. and oversight tor 0 Med administration expectations
medical care, appointments, and o Notifying the Program
transportation; to ensure client B's rights Coordinator when medications are
to unimpeded access to his personal getting low or are no longer available
cigarettes; and the facility's failure to in the home .
t d let o Expectations for securing
ensure a.n accurate and complete medication (med cabinet and keys)
accounting for personal funds entrusted 0 Vehicle use and
to the facility for 4 of 4 sampled clients safety/supervision precautions during
(clients A, B, C, and D) and 4 additional transport.
clients (clients E, F, G, and H). The,PrOgram. Coordmat,or and
Program Director will be retrained
) on the appointment process
2. Please refer to W122. The governing expectations, yearly appointment
body failed to exercise general policy and expectations, following physician
operating direction over the facility to recommendations and
ensure the facility met the Condition of communication expectations with the
.. . . . nurse.
Partlclpatlon: Client Protections for 4 of The Program Director will be
4 sampled clients (A, B, C, and D) and 4 retrained on how to configure the
additional clients (clients E, F, G, and H). MAR’s and the expectations for
The governing body failed to ensure configuring the MAR’s.
clients were not neglected, abused, and/or The Pr°$ram Director, )
loited and to impl ¢ thei Program Coordinator and Nurse will
exploited and to lmp ement their be trained on how to complete med
abuse/neglect policy and procedure for cabinet checks.
immediately reporting allegations of Med cabinet checks will be
missing client funds; lack of staff completed by the Program Director
. . - . weekly. Results of the checks will be
supervision and oversight for medical
. . forwarded to the nurse.
care, appointments, and transportation; to A med cabinet audit will be
cnsure Client B'S rlghts to unimpeded comp]eted to ensure that the med
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: LW2M11 Facility ID: 000869 If continuation sheet Page 3 of 135




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

PRINTED: 07/18/2016
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
15G353 B. WING 05/06/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1012 PARKWAY DR
REM OCCAZIO LLC ANDERSON, IN 46012
(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
access to his personal cigarettes; and the labels match the MAR and that all
facility's failure to ensure an accurate and medication per physician orders are
let tin f | fund available in the home.
compiete accoun ln.g. or personal tunds Staff who are responsible for
entrusted to the facility. a medication error will be suspended
from passing meds until a med
3. Please refer to W318. The governing practicum can be completed. In
body failed to ensure the facility met the addition they will received a written
.- T warning for their first error. Staff
Condition of Participation: Health Care . o
] ] ) responsible for a second medication
Services. The governing body failed to error will be suspended from passing
exercise general policy and operating meds, receive a final warning, attend
direction over the facility to ensure the Core A/B again and then must
facility provided nursing services met the Succsssmnétc?fnplete a Tgfdf
. racticum. Staff responsible for a
health care needs of clients A, B, C, D, E, P L ponst
) ) third medication error will be
F, G, and H. The governing body failed terminated from employment.
to ensure nursing services assessed and The Program Coordinator will
monitored clients A and H's attendance to be trained on when to contact the
medical appointments, client A's pressure Program Director. .
| lient D's d 1 t of The Program Coordinator and
ulcer area, client L's development ot a Program Director will be trained on
. . ,
pain protocol plan, clients A and D's reportable incidents and notifying the
laboratory testing, tuberculin skin testing, administrator.
medication administration errors, and The Program Coordinator and
g T . Program Director have been
medication and medication key security 8 )
for 4 of 4 led cli A B.C d retrained on IN Mentor’s resident
orso San'lP ede 1&.:nts (A, o an finance expectations including
D) and 4 additional clients (clients E, F, tracking of money and what to do in
G, and H). the event of missing money
The Program Coordinator and
. . Program Director will be trained on
This federal tag relates to complaints . .
) ) J 1 ) the accident reporting process
#INO0195813 and #IN00198671. including IN Mentor’s expectations
and reporting BDDS reports
9-3-1(a) The Program Coordinator and
Program Director will be trained on
the staffing expectations for the
home.
Clients A and H have been
discharged from IN Mentor services.
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The Program Coordinator and
Program Director will be trained on
reporting wound concerns to the
nurse.

The nurse will be trained on
how to stage skin sores, measure and
to document their appearance in their
nursing notes.

The nurse will review the skin
wound documentation submitted by
the staff on a weekly basis to ensure
accuracy.

A request for funds has been
made to replace Client E’s missing
money.

The van involved in the
vehicle accident has been scheduled
for repairs.

Client B’s cigarettes remain
locked per his guardian’s request.

Client B’s BSP has been
updated to include the locked
cigarettes and a schedule for him to
receive the cigarettes.

HRC approval has been
obtained for Client B’s cigarettes.

An inventory of Client B’s
belongings will be completed. The
information will be shared with his
guardian to determine if she wishes
for him to purchase any additional
items.

A risk plan/protocol for
reporting pain for Client D will be
implemented.

Client D will complete a PSA
screening.

Client B and C will have TB
tests administered.

The medication keys will be
kept on staff during their shift instead
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of hanging on the wall.

The Program Director will be
retrained on the role and expectations
of the QIDP.

The Program Director and
Program Coordinator will be
retrained on the IDT process.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts and communicating the
physician recommendations to the
team.

The medical charts for the site
will be reviewed by the nurse.

A med chart audit will be
completed to identify any missing
doctor appointments or physician
recommendations that need to be
followed up on.

The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

Program
Coordinator/QIDP/nurse oversight of
the MAR’s, intake/elimination and
skin/wound documentation (daily
basis Program Coordinator) and
when in the home (QIDP and nurse)
to ensure it is completed and holes
are addressed appropriately.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.
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In the event that a client
develops a pressure sore, the nurse
will monitor and/or assess the client
on at least a weekly basis until the
sore has resolved.

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

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

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

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

Training completed with the
staff regarding:

0 How to document skin/wound
findings including competency based
training (documentation of the
wound, when to notify the nurse,
descriptive terms)

0 Reporting skin/wound concerns
to the Program Coordinator.

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

0 When to contact the Program
Coordinator

o Staff’s role in resident finances
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(purchasing requested items from
guardian/team, obtaining receipts,
returning change and receipts).

0 Resident rights

0 Client D’s risk plan for reporting
pain.

O Administering PRN medications
and documenting follow up

0 Med administration expectations
0 Notifying the Program
Coordinator when medications are
getting low or are no longer available
in the home

o Expectations for securing
medication (med cabinet and keys)

0 Vehicle use and
safety/supervision precautions during
transport.

The Program Coordinator and
Program Director will be retrained
on the appointment process
expectations, yearly appointment
expectations, following physician
recommendations and
communication expectations with the
nurse.

The Program Director will be
retrained on how to configure the
MAR’s and the expectations for
configuring the MAR’s.

The Program Director,
Program Coordinator and Nurse will
be trained on how to complete med
cabinet checks.

Med cabinet checks will be
completed by the Program Director
weekly. Results of the checks will be
forwarded to the nurse.

A med cabinet audit will be
completed to ensure that the med
labels match the MAR and that all
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medication per physician orders are
available in the home.

Staff who are responsible for
a medication error will be suspended
from passing meds until a med
practicum can be completed. In
addition they will received a written
warning for their first error. Staff
responsible for a second medication
error will be suspended from passing
meds, receive a final warning, attend
Core A/B again and then must
successfully complete a med
practicum. Staff responsible for a
third medication error will be
terminated from employment.

The Program Coordinator will
be trained on when to contact the
Program Director.

The Program Coordinator and
Program Director will be trained on
reportable incidents and notifying the
administrator.

The Program Coordinator and
Program Director have been
retrained on IN Mentor’s resident
finance expectations including
tracking of money and what to do in
the event of missing money

The Program Coordinator and
Program Director will be trained on
the accident reporting process
including IN Mentor’s expectations
and reporting BDDS reports.

The Program Coordinator and
Program Director will be trained on
the staffing expectations for the
home.

The Program Coordinator and
Program Director will be trained on
reporting wound concerns to the
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nurse.

The nurse will be trained on
how to stage skin sores, measure and
to document their appearance in their
nursing notes.

The nurse will review the skin
wound documentation submitted by
the staff on a weekly basis to ensure
accuracy.

The medication keys will be
kept on staff during their shift instead
of hanging on the wall.

The Program Director will be
retrained on the role and expectations
of the QIDP.

The Program Director and
Program Coordinator will be
retrained on the IDT process.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts and communicating the
physician recommendations to the
team.

The medical charts for the site
will be reviewed by the nurse.

A med chart audit will be
completed to identify any missing
doctor appointments or physician
recommendations that need to be
followed up on.

The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

Program
Coordinator/QIDP/nurse oversight of
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the MAR’s, intake/elimination and
skin/wound documentation (daily
basis Program Coordinator) and
when in the home (QIDP and nurse)
to ensure it is completed and holes
are addressed appropriately.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.

In the event that a client
develops a pressure sore, the nurse
will monitor and/or assess the client
on at least a weekly basis until the
sore has resolved.

The IDT will continue to
monitor the needs of all of the
clients. The IDT will convene to
address and monitor the health care
needs of the residents until they
improve and/or stabilize.

The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis or more frequently as the
needs arise.

The Behavior Clinician will
review all BSP’s to ensure that they
are updated and accurate regarding
restrictions that have been
implemented. They will be updated
on a yearly basis or more frequently
as the needs arise.

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

All resident risk plans will be
reviewed by the nurse. Revisions will
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be implemented as necessary.

The nurse will monitor staff
documentation at a minimum of
weekly and communicate with the
necessary team members as needed.

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

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

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

Training completed with the
staff regarding:

0 How to document skin/wound
findings including competency based
training (documentation of the
wound, when to notify the nurse,
descriptive terms)

0 Reporting skin/wound concerns
to the Program Coordinator.

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

0 When to contact the Program
Coordinator

o Staff’s role in resident finances
(purchasing requested items from
guardian/team, obtaining receipts,
returning change and receipts).
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0 Resident rights
0 Client D’s risk plan for reporting
pain.
0 Administering PRN medications
and documenting follow up
0 Med administration expectations
0 Notifying the Program
Coordinator when medications are
getting low or are no longer available
in the home
o Expectations for securing
medication (med cabinet and keys)
0 Vehicle use and
safety/supervision precautions during
transport.
The Program Coordinator and
Program Director will be retrained
on the appointment process
expectations, yearly appointment
expectations, following physician
recommendations and
communication expectations with the
nurse.
The Program Director will be
retrained on how to configure the
MAR’s and the expectations for
configuring the MAR’s.
W 0104 483.410(a)(1)
GOVERNING BODY
Bldg. 00 | The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on observation, record review, and W 0104 W 104 Governing Body 06/05/2016
interview, for 4 of 4 sampled clients The facility must exercise general
(clients A, B, C, and D) and 4 additional zéhcyf budget, and OI.)E.:ratmg
irection over the facility.
clients (clients E, F, G, and H), the
governing body failed to exercise general 1. What corrective action will
policy and operating direction over the be accomplished?
facility to ensure clients were not The Program Coordinator will
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neglected, abused, and/or exploited and do home observations weekly to
staff implemented the agency's policy and ensure staff are implementing the
plans of clients and the client’s needs
procedure for abuse/neglect for are being met
immediately reporting allegations of The Program Director will do
missing client funds; lack of staff home observations bi-weekly to
supervision and oversight for medical ensure staff are implementing the
care, appointments, and transportation; to plar;: of clients and the client’s needs
. . . are being met.
ensure client B's rights to unimpeded T% aining completed with the
access to his personal cigarettes; and the staff regarding:
facility's failure to ensure an accurate and 0 How to document skin/wound
complete accounting for personal funds findings including competency based
entrusted to the facility. training (documenta.tlon of the
wound, when to notify the nurse,
descriptive terms)
Findings include: 0 Reporting skin/wound concerns
to the Program Coordinator.
Please refer to W149. The governing 0 Abuse, neglect and exploitation-
body failed to exercise operating what COI.lStlmtes a,buse’ rep (,’rt
. . o expectations and investigation
direction over the facility to ensure the expectations (competency test
facility staff implemented the agency provided)
policy and procedure for abuse, neglect, 0 When to contact the Program
mistreatment, and exploitation. The Coordinator
. . o Staff’s role in resident finances
governing body neglected to provide (purchasi od items
. . urcnasing requested 1items rom
nursing oversight and to ensure the glzlar dian /tegam,qobtaining receipts,
facility staff assisted clients A and H to returning change and receipts).
their scheduled physician's appointments. 0 Resident rights
The facility staff neglected to report 0 Vehicle use and
. ' safety/supervision precautions during
client A's open pressure ulcer areas
. transport.
developed in the group home. The The Program Coordinator and
faclhty Staff neglected to lmmedlately Program Director will be retrained
report to the administrator and to BDDS on the appointment process
(Bureau of Developmental Disabilities expectations, yearly appointment
Services) for two of two allegations of xp ectatlor;s,tfollomgg physician
. . recommendations an
missing money (for clients B and E), and communication expectations with the
a motor vehicle accident (clients A, B, C, nurse.
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D, E, F, G, and H). The facility staff The Program Coordinator will
neglected to supervise clients B, C, D, E, be trained on when to contact the
F dG dine 1 ine the client Program Director.
> an regar mg eavmg. ec l.en S ) The Program Coordinator and
alone on the facility van with the ignition Program Director will be trained on
on and to ensure two staff were present to reportable incidents and notifying the
complete the safe transport from day administrator.
services to the group home The Program Coordinator and
Program Director have been
) retrained on IN Mentor’s resident
Please refer to W153. The governing finance expectations including
body failed to exercise operating tracking of money and what to do in
direction over the facility to ensure the the event of missing money
staff immediately reported to the b Tlg.Protgramﬁzor?lgaug and
.. rogram DI1rector wi ¢ tramed on
administrator and to BDDS (Bureau of gral .
. o ) ) the accident reporting process
Developmental Disabilities Services) in including IN Mentor’s expectations
accordance with State Law, the facility's and reporting BDDS reports
failure to provide nursing oversight and The Program Coordinator and
to ensure the facility staff assisted clients f:()g:a;? Dlrecwrtwtl,u beftralt?led on
. .. € Stalling expectations 1or the
A and H to their scheduled physician's h gexp
. . ome.
appointments, client A's open pressure Clients A and H have been
ulcer areas developed in the group home, discharged from IN Mentor services.
and 2 of 2 allegations of missing personal The Program Coordinator and
funds (for clients B and E), and 1 of 1 Progra?rn Director will be trained on
. . . reporting wound concerns to the
motor vehicle accident for clients A, B, urse
C,D,E, F, G, and H for 4 of 4 sampled The nurse will be trained on
clients (clients A, B, C, and D) and for 4 how to stage skin sores, measure and
additional clients (clients E, F, G, and H). to document their appearance in their
nursing notes.
1 P 1 h . The nurse will review the skin
Please r.e erto W 37' The gO.Vernlng wound documentation submitted by
body failed to exercise operating the staff on a weekly basis to ensure
direction over the facility to ensure client accuracy.
B had unimpeded access to his locked A request f9r funds ha? '?een
personal cigarettes which were kept made to replace Client E’s missing
. . . . money.
secured inside the locked safe inside the The van involved in the
medication cabinet for 1 of 4 sampled vehicle accident has been scheduled
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clients (client B). for repairs.
Client B’s cigarettes remain
. locked per his guardian’s request.
Please refer to W140. The governing Client B’s BSP has been
body failed to exercise operating updated to include the locked
direction over the facility to ensure cigarettes and a schedule for him to
clients B, E, and H had a complete and receive the cigarettes.
accurate accounting for their client ~ HRC approval has been
obtained for Client B’s cigarettes.
finances and approved purchases for 1 of Ani . ,
n inventory of Client B’s
4 sampled clients (client B) and 2 belongings will be completed. The
additional clients (clients E and H). information will be shared with his
guardian to determine if she wishes
This federal tag relates to complaints ior him to purchase any additional
items.
#IN00195813 and #IN0O0198671. The Program Director will be
retrained on the role and expectations
9-3-1(a) of the QIDP.
The Program Director and
Program Coordinator will be
retrained on the IDT process.
The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts and communicating the
physician recommendations to the
team.
The medical charts for the site
will be reviewed by the nurse.
A med chart audit will be
completed to identify any missing
doctor appointments or physician
recommendations that need to be
followed up on.
The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
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adaptive equipment.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.

In the event that a client
develops a pressure sore, the nurse
will monitor and/or assess the client
on at least a weekly basis until the
sore has resolved.

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

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

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

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

Training completed with the
staff regarding:

0 How to document skin/wound
findings including competency based
training (documentation of the
wound, when to notify the nurse,
descriptive terms)

0 Reporting skin/wound concerns
to the Program Coordinator.

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

0 When to contact the Program
Coordinator

o0 Staff’s role in resident finances
(purchasing requested items from
guardian/team, obtaining receipts,
returning change and receipts).

0 Resident rights

0 Vehicle use and
safety/supervision precautions during
transport.

The Program Coordinator and
Program Director will be retrained
on the appointment process
expectations, yearly appointment
expectations, following physician
recommendations and
communication expectations with the
nurse.

The Program Coordinator will
be trained on when to contact the
Program Director.

The Program Coordinator and
Program Director will be trained on
reportable incidents and notifying the
administrator.

The Program Coordinator and
Program Director have been
retrained on IN Mentor’s resident
finance expectations including
tracking of money and what to do in
the event of missing money

The Program Coordinator and
Program Director will be trained on
the accident reporting process
including IN Mentor’s expectations
and reporting BDDS reports.

The Program Coordinator and
Program Director will be trained on
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home.

nurse.

nursing notes.

accuracy.

of the QIDP.

Program Coordinator will be
retrained on the IDT process.

charts and communicating the
team.

will be reviewed by the nurse.

followed up on.
The IDT will complete

family involvement, medical,

adaptive equipment.

the staffing expectations for the

The Program Coordinator and
Program Director will be trained on
reporting wound concerns to the

The nurse will be trained on
how to stage skin sores, measure and
to document their appearance in their

The nurse will review the skin
wound documentation submitted by
the staff on a weekly basis to ensure

The Program Director will be
retrained on the role and expectations

The Program Director and

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

physician recommendations to the
The medical charts for the site

A med chart audit will be
completed to identify any missing
doctor appointments or physician
recommendations that need to be

monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,

workshop/day services, financial and
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The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.

In the event that a client
develops a pressure sore, the nurse
will monitor and/or assess the client
on at least a weekly basis until the
sore has resolved.

The IDT will continue to
monitor the needs of all of the
clients. The IDT will convene to
address and monitor the health care
needs of the residents until they
improve and/or stabilize.

The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis or more frequently as the
needs arise.

The Behavior Clinician will
review all BSP’s to ensure that they
are updated and accurate regarding
restrictions that have been
implemented. They will be updated
on a yearly basis or more frequently
as the needs arise.

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

All resident risk plans will be
reviewed by the nurse. Revisions will
be implemented as necessary.

The nurse will monitor staff
documentation at a minimum of
weekly and communicate with the
necessary team members as needed.
3.  What measures will be put
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into place or what systemic
changes will be made to ensure
that the deficient practice does not
recur:

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

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

Training completed with the
staff regarding:

o0 How to document skin/wound
findings including competency based
training (documentation of the
wound, when to notify the nurse,
descriptive terms)

0 Reporting skin/wound concerns
to the Program Coordinator.

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

0 When to contact the Program
Coordinator

o Staff’s role in resident finances
(purchasing requested items from
guardian/team, obtaining receipts,
returning change and receipts).

0 Resident rights

0 Vehicle use and
safety/supervision precautions during
transport.

The Program Coordinator and
Program Director will be retrained
on the appointment process
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expectations, yearly appointment
expectations, following physician
recommendations and
communication expectations with the
nurse.

The Program Coordinator will
be trained on when to contact the
Program Director.

The Program Coordinator and
Program Director will be trained on
reportable incidents and notifying the
administrator.

The Program Coordinator and
Program Director have been
retrained on IN Mentor’s resident
finance expectations including
tracking of money and what to do in
the event of missing money

The Program Coordinator and
Program Director will be trained on
the accident reporting process
including IN Mentor’s expectations
and reporting BDDS reports.

The Program Coordinator and
Program Director will be trained on
the staffing expectations for the
home.

The Program Coordinator and
Program Director will be trained on
reporting wound concerns to the
nurse.

The nurse will be trained on
how to stage skin sores, measure and
to document their appearance in their
nursing notes.

The nurse will review the skin
wound documentation submitted by
the staff on a weekly basis to ensure
accuracy.

The Program Director will be
retrained on the role and expectations
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of the QIDP.

The Program Director and
Program Coordinator will be
retrained on the IDT process.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts and communicating the
physician recommendations to the
team.

The medical charts for the site
will be reviewed by the nurse.

A med chart audit will be
completed to identify any missing
doctor appointments or physician
recommendations that need to be
followed up on.

The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.

In the event that a client
develops a pressure sore, the nurse
will monitor and/or assess the client
on at least a weekly basis until the
sore has resolved.

The IDT will continue to
monitor the needs of all of the
clients. The IDT will convene to
address and monitor the health care
needs of the residents until they
improve and/or stabilize.
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The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis or more frequently as the
needs arise.

The Behavior Clinician will
review all BSP’s to ensure that they
are updated and accurate regarding
restrictions that have been
implemented. They will be updated
on a yearly basis or more frequently
as the needs arise.

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

All resident risk plans will be
reviewed by the nurse. Revisions will
be implemented as necessary.

The nurse will monitor staff
documentation at a minimum of
weekly and communicate with the
necessary team members as needed.

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

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

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

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

New staff hired to work at the
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W 0122

Bldg. 00

483.420

CLIENT PROTECTIONS

The facility must ensure that specific client
protections requirements are met.

Based on observation, record review, and
interview, the facility failed to meet the
Condition of Participation: Client
Protections for 4 of 4 sampled clients (A,

W 0122

site will receive client specific
training for each individual prior to
working a shift. This training
includes items such as: risk plans,
ISP’s, BSP’s, restrictions in place,
programming, and medication
review.

The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment. Copies of the
staffings will be forwarded to all
team members including the Area
Director and/or Quality Assurance
for review.

Monthly supervisory visit
check sheets to be completed by the
QIDP. These will be forwarded to
the Area Director for review.

Oversight of the skin/wound
documentation will be completed by
the Program Coordinator, QIDP, and
nurse.

The QIDP will monitor and
review the resident’s needs. As the
needs arise, formal programming will
be implemented.

W 122 Client Protections

The facility must ensure that specific
client protections requirements are
met.

06/05/2016
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B, C, and D) and 4 additional clients 1. What corrective action will
(clients E, F, G, and H). The facility be accomplished? . ,
. . The Program Coordinator will
failed to ensure clients were not .
. do home observations weekly to
neglected, abused, and/or exploited and ensure staff are implementing the
to implement their abuse/neglect policy plans of clients and the client’s needs
and procedure for immediately reporting are being met.
allegations of missing client funds; lack The Program Director will do
.. . home observations bi-weekly to
of staff supervision and oversight for . .
) . ensure staff are implementing the
medical care, appointments, and plans of clients and the client’s needs
transportation; to ensure client B's rights are being met.
to unimpeded access to his personal Training completed with the
cigarettes; and the facility's failure to staff regarding: )
o0 How to document skin/wound
ensure an accurate and complete o .
A findings including competency based
accounting for personal funds entrusted training (documentation of the
to the facility. wound, when to notify the nurse,
descriptive terms)
Findings include: 0 Reporting skm/wo'und concerns
to the Program Coordinator.
. 0 Abuse, neglect and exploitation-
Please refer to W149. The facility what constitutes abuse, report
neglected to ensure the facility staff expectations and investigation
implemented the agency policy and expectations (competency test
procedure for abuse, neglect, provided)
. d loitati Th 0 When to contact the Program
mls'tr.eatment, and exp 01t.at10n. . € Coordinator
facility neglected to provide nursing 0 Staff’s role in resident finances
oversight and to ensure the facility staff (purchasing requested items from
assisted clients A and H to their guardian/team, obtaining receipts,
scheduled physician's appointments. The returning Chal?ge and receipts).
facili o lected t ot client A" 0 Resident rights
acility staff neglected to report client A's 0 Vehicle use and
open pressure ulcer areas developed in safety/supervision precautions during
the group home. The facility staff transport.
neglected to immediately report to the The_PrOgram.Coordinat_or and
administrator and to BDDS (Bureau of Program Dl,recmr will be retrained
. o . on the appointment process
Developmental Disabilities Services) for expectations, yearly appointment
two of two allegations of missing money expectations, following physician
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(for clients B and E), and a motor vehicle recommendations and
accident (clients A, B, C, D, E, F, G, and communication expectations with the
J nurse.
H). The fac'lhty staff neglected to The Program Coordinator will
supervise clients B, C, D, E, F, and G be trained on when to contact the
regarding leaving the clients alone on the Program Director.
facility van with the ignition on and to The Program Coordinator and
ensure two staff were present to complete ngrar&D}re?;(’r will Ze tra.lfn?d OIL
. reportable incidents and notifying the
the safe transport from day services to the Pom ying
administrator.
group home. The Program Coordinator and
Program Director have been
Please refer to W153. The facility failed retrained on IN Mentor’s resident
to immediately report to the administrator fnalil,ce exgecmnons ?Cl;dirig ‘o
racking or money and what to do 1
and to BDDS (Bureau of Developmental & ney
T ) i ) the event of missing money
Disabilities Services) in accordance with The Program Coordinator and
State Law the facility's failure to provide Program Director will be trained on
nursing oversight and to ensure the the accident reporting process
facility staff assisted clients A and H to miUdmgﬁ IN l\gglg)sr S eXI: ctations
. C . and reporting reports
their scheduled physician's appointments, The Program Coordinator and
. , .
client A's open pressure skin ulcer Program Director will be trained on
developed in the group home, and 2 of 2 the staffing expectations for the
allegations of missing personal funds (for home.
clients B and E), and 1 of 1 motor vehicle ) Clients A and H have bee,n
dent for 4 of 4 led client discharged from IN Mentor services.
aC(?l ent for 4 o1 4 sampled clients The Program Coordinator and
(clients A, B, C, and D) and for 4 Program Director will be trained on
additional clients (clients E, F, G, and H). reporting wound concerns to the
nurse.
Please refer to W137. The facility failed The furse will be trained on
T had uni ded how to stage skin sores, measure and
to ensure client B had unimpeded access to document their appearance in their
to his locked personal cigarettes which nursing notes.
were kept secured inside the locked safe The nurse will review the skin
inside the medication cabinet for 1 of 4 wound documentation submitted by
sampled clients (client B) the staff on a weekly basis to ensure
' accuracy.
A request for funds has been
Please I‘efel‘ to W140. The faclhty falled made to rep]ace Client E’s missing
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to ensure clients B, E, and H had a
complete and accurate accounting for
their client finances and approved
purchases for 1 of 4 sampled clients
(client B) and 2 additional clients (clients
E and H).

This federal tag relates to complaints
#IN00195813 and #IN00198671.

9-3-2(a)

money.

The van involved in the
vehicle accident has been scheduled
for repairs.

Client B’s cigarettes remain
locked per his guardian’s request.

Client B’s BSP has been
updated to include the locked
cigarettes and a schedule for him to
receive the cigarettes.

HRC approval has been
obtained for Client B’s cigarettes.

An inventory of Client B’s
belongings will be completed. The
information will be shared with his
guardian to determine if she wishes
for him to purchase any additional
items.

The Program Director will be
retrained on the role and expectations
of the QIDP.

The Program Director and
Program Coordinator will be
retrained on the IDT process.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts and communicating the
physician recommendations to the
team.

The medical charts for the site
will be reviewed by the nurse.

A med chart audit will be
completed to identify any missing
doctor appointments or physician
recommendations that need to be
followed up on.

The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
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home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.

In the event that a client
develops a pressure sore, the nurse
will monitor and/or assess the client
on at least a weekly basis until the
sore has resolved.

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

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

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

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

Training completed with the
staff regarding:

0 How to document skin/wound
findings including competency based
training (documentation of the
wound, when to notify the nurse,
descriptive terms)

0 Reporting skin/wound concerns
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to the Program Coordinator.

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

0 When to contact the Program
Coordinator

0 Staff’s role in resident finances
(purchasing requested items from
guardian/team, obtaining receipts,
returning change and receipts).

0 Resident rights

0 Vehicle use and
safety/supervision precautions during
transport.

The Program Coordinator and
Program Director will be retrained
on the appointment process
expectations, yearly appointment
expectations, following physician
recommendations and
communication expectations with the
nurse.

The Program Coordinator will
be trained on when to contact the
Program Director.

The Program Coordinator and
Program Director will be trained on
reportable incidents and notifying the
administrator.

The Program Coordinator and
Program Director have been
retrained on IN Mentor’s resident
finance expectations including
tracking of money and what to do in
the event of missing money

The Program Coordinator and
Program Director will be trained on
the accident reporting process
including IN Mentor’s expectations
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and reporting BDDS reports.

The Program Coordinator and
Program Director will be trained on
the staffing expectations for the
home.

The Program Coordinator and
Program Director will be trained on
reporting wound concerns to the
nurse.

The nurse will be trained on
how to stage skin sores, measure and
to document their appearance in their
nursing notes.

The nurse will review the skin
wound documentation submitted by
the staff on a weekly basis to ensure
accuracy.

The Program Director will be
retrained on the role and expectations
of the QIDP.

The Program Director and
Program Coordinator will be
retrained on the IDT process.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts and communicating the
physician recommendations to the
team.

The medical charts for the site
will be reviewed by the nurse.

A med chart audit will be
completed to identify any missing
doctor appointments or physician
recommendations that need to be
followed up on.

The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,

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

LW2M11 Facility ID: 000869 If continuation sheet

Page 31 of 135




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

PRINTED: 07/18/2016
FORM APPROVED
OMB NO. 0938-0391

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

15G353

B. WING

X2) MULTIPLE CONSTRUCTION
A. BUILDING

X3) DATE SURVEY

00 COMPLETED

05/06/2016

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

1012 PARKWAY DR
ANDERSON, IN 46012

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

family involvement, medical,
workshop/day services, financial and
adaptive equipment.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.

In the event that a client
develops a pressure sore, the nurse
will monitor and/or assess the client
on at least a weekly basis until the
sore has resolved.

The IDT will continue to
monitor the needs of all of the
clients. The IDT will convene to
address and monitor the health care
needs of the residents until they
improve and/or stabilize.

The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis or more frequently as the
needs arise.

The Behavior Clinician will
review all BSP’s to ensure that they
are updated and accurate regarding
restrictions that have been
implemented. They will be updated
on a yearly basis or more frequently
as the needs arise.

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

All resident risk plans will be
reviewed by the nurse. Revisions will
be implemented as necessary.

The nurse will monitor staff
documentation at a minimum of
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weekly and communicate with the
necessary team members as needed.

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

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

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

Training completed with the
staff regarding:

0 How to document skin/wound
findings including competency based
training (documentation of the
wound, when to notify the nurse,
descriptive terms)

0 Reporting skin/wound concerns
to the Program Coordinator.

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

0 When to contact the Program
Coordinator

o Staff’s role in resident finances
(purchasing requested items from
guardian/team, obtaining receipts,
returning change and receipts).

0 Resident rights

0 Vehicle use and
safety/supervision precautions during
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transport.

The Program Coordinator and
Program Director will be retrained
on the appointment process
expectations, yearly appointment
expectations, following physician
recommendations and
communication expectations with the
nurse.

The Program Coordinator will
be trained on when to contact the
Program Director.

The Program Coordinator and
Program Director will be trained on
reportable incidents and notifying the
administrator.

The Program Coordinator and
Program Director have been
retrained on IN Mentor’s resident
finance expectations including
tracking of money and what to do in
the event of missing money

The Program Coordinator and
Program Director will be trained on
the accident reporting process
including IN Mentor’s expectations
and reporting BDDS reports.

The Program Coordinator and
Program Director will be trained on
the staffing expectations for the
home.

The Program Coordinator and
Program Director will be trained on
reporting wound concerns to the
nurse.

The nurse will be trained on
how to stage skin sores, measure and
to document their appearance in their
nursing notes.

The nurse will review the skin
wound documentation submitted by
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the staff on a weekly basis to ensure
accuracy.

The Program Director will be
retrained on the role and expectations
of the QIDP.

The Program Director and
Program Coordinator will be
retrained on the IDT process.

The Program Coordinator and
Program Director will be retrained
on the expectations for the medical
charts and communicating the
physician recommendations to the
team.

The medical charts for the site
will be reviewed by the nurse.

A med chart audit will be
completed to identify any missing
doctor appointments or physician
recommendations that need to be
followed up on.

The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT.

In the event that a client
develops a pressure sore, the nurse
will monitor and/or assess the client
on at least a weekly basis until the
sore has resolved.

The IDT will continue to
monitor the needs of all of the
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clients. The IDT will convene to
address and monitor the health care
needs of the residents until they
improve and/or stabilize.

The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis or more frequently as the
needs arise.

The Behavior Clinician will
review all BSP’s to ensure that they
are updated and accurate regarding
restrictions that have been
implemented. They will be updated
on a yearly basis or more frequently
as the needs arise.

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

All resident risk plans will be
reviewed by the nurse. Revisions will
be implemented as necessary.

The nurse will monitor staff
documentation at a minimum of
weekly and communicate with the
necessary team members as needed.

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

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

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

Mentor’s nurse will be in the
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W 0137 | 483.420(a)(12)
PROTECTION OF

Bldg. 00

CLIENTS RIGHTS

The facility must ensure the rights of all
clients. Therefore,
that clients have the right to retain and use

the facility must ensure

home on a weekly basis or more
frequently as needed to monitor for
concerns and assess residents.

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

The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment. Copies of the
staffings will be forwarded to all
team members including the Area
Director and/or Quality Assurance
for review.

Monthly supervisory visit
check sheets to be completed by the
QIDP. These will be forwarded to
the Area Director for review.

Oversight of the skin/wound
documentation will be completed by
the Program Coordinator, QIDP, and
nurse.

The QIDP will monitor and
review the resident’s needs. As the
needs arise, formal programming will
be implemented.

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

Event ID:

LW2M11

Facility ID:

If continuation sheet

000869

Page 37 of 135




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

PRINTED: 07/18/2016
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
15G353 B. WING 05/06/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1012 PARKWAY DR
REM OCCAZIO LLC ANDERSON, IN 46012
(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
appropriate personal possessions and
clothing.
Based on observation, interview, and W 0137 W137 Protection of Clients Rights 06/05/2016
record review, for 1 of 4 sampled clients The facility must ensure the rights of
lient B). the facility failed t all clients. Therefore, the facility
(C‘ ient B), the ?Cl 1ty tatled to ensu.re must ensure that the clients have the
client B had unimpeded access to his right to retain and use appropriate
locked personal cigarettes which were personal possessions and clothing.
kept secured inside the locked safe inside
the medication cabinet 1.  What corrective action will
be accomplished?
o ) Client B’s cigarettes remain
Findings include: locked per his guardian’s request.
Client B’s BSP has been
Observations and interviews were updated to include the locked
conducted at the group home on 4/25/16 cigarettes and a schedule for him to
f 555 61515 d receive the cigarettes.
rom ~:oopm until o prp and on HRC approval has been
4/26/16 from 6:00am until 8:00am. obtained for Client B’s cigarettes.
During the observation periods client B Client B will have formal
was observed at the group home. During programming on understanding his
both the observation periods client B smoking Sc.hedulef' . .
d his ci f GHS Resident rights including
requested his cigarettes from restricting access to desired items
(Group Home Staff) #1, #2, #3, #4, #5, such as cigarettes will be reviewed
and the Residential Manager (RM) with the staff.
throughout the observation periods. _ Resident rights, including
During both observation periods client B restricting access to desired ttems
d his ci f ffand th such as cigarettes and appropriate
reque'ste 18 c1garette. rom sta an the behavior interventions (least to more
RM, independently exited the facility restrictive) will be reviewed with the
outside the back door alone, sat down in Program Director and Program
a chair outside the back door, lit his Coordinator.
cigarette, and smoked each cigarette . L
N . L 2.  How will we identify other
without a staff being present or within residents having the potential to be
view of client B smoking independently. affected by the same deficient
After each cigarette client B extinguished practice and what corrective
his cigarette butt and entered the group action will be taken?
home All residents have the
’ potential to be affected by the same
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deficient practice.

On 4/25/16 at 4:50pm, GHS #2 indicated _ Resident rights including

. . restricting access to desired items
client B's cigarettes were kept locked. such as cigarettes will be reviewed

GHS #2 stated client B's cigarettes were with the staff.

"kept secured per his guardian's request Resident rights, including

and [client B] smoked at 4pm, 6pm, 8pm, restricting access to desired items

6am, and 7am" daily. GHS #2 stated such a's ci.garettes e.md appropriate

. , . _ " behavior interventions (least to more
client B's smoking restriction was "not restrictive) will be reviewed with the
documented" in a plan and staff gave Program Director and Program
client B a cigarette on schedule from Coordinator.

Client B'S locked Supply The Behavior Clinician will
monitor during her monthly
observations.

On 4/26/16 at 7:30am, qHS (Group In the event that a restrictive

Home Staff) #1 stated client B's measure needs to be implemented,

cigarettes were "always kept locked" the IDT will convene to determine

inside the safe in the medication cabinet. what measures need to be addressed.
The IDT will outline the guidelines
. . for the restriction. Team member,

Client B's record was reviewed on individual and guardian signatures

4/27/16 at 12:45pm and on 4/28/16 at will be obtained. HRC approval

9:10am. Client B's 4/26/16 ISP would be obtained for the restriction

(Individual Support Plan and 3/10/16 before it would be implemented.

BSP (Behavior Support Plan) did not , The Program Director/QIDP

.. . . will review all ISP’s to ensure that

indicate the identified need for locked they are updated and completed on a

cigarettes, a documented plan for the yearly basis or more frequently as the

restriction, and did not include consent needs arise.

for his personal cigarettes to be kept The Behavior Clinician will

1 review all BSP’s to ensure that they

ocked/secured. _
are updated and accurate regarding
restrictions that have been

On 4/27/16 at 12:45pm, an interview implemented. They will be updated

with the Area Director (AD) was on a yearly basis or more frequently

conducted. The AD indicated client B's as the needs arise. '

cigarettes were kept locked inside the " The Efotgtr}? m PlrFCtor/?IDP

Lo . ' will ensure that there is forma
group home. The AD indicated client B's programming in place for all
record did not include a plan or consent residents that address identified
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for his personal cigarettes to be kept
secured and/or restricted from his
unimpeded access.

On 5/6/16 at 3:15pm, the AD indicated
no further information was available for
review.

9-3-2(a)

needs.

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

Resident rights including
restricting access to desired items
such as cigarettes will be reviewed
with the staff.

Resident rights, including
restricting access to desired items
such as cigarettes and appropriate
behavior interventions (least to more
restrictive) will be reviewed with the
Program Director and Program
Coordinator.

The Behavior Clinician will
monitor during her monthly
observations.

In the event that a restrictive
measure needs to be implemented,
the IDT will convene to determine
what measures need to be addressed.
The IDT will outline the guidelines
for the restriction. Team member,
individual and guardian signatures
will be obtained. HRC approval
would be obtained for the restriction
before it would be implemented.

The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis or more frequently as the
needs arise.

The Behavior Clinician will
review all BSP’s to ensure that they
are updated and accurate regarding
restrictions that have been
implemented. They will be updated
on a yearly basis or more frequently
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as the needs arise.

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

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

The Behavior Clinician will
monitor as she is in the home for her
monthly observations.

The Program Director will
monitor when he is in the home to
complete his supervisory visits.

The Program Coordinator will
monitor on a daily basis when she is
in the home.

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

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

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

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

completed?
June 5th, 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 observation, record review, and W 0140 'W140 Client Finances 06/05/2016
interview, for 1 of 4 sampled clients The facility must esltlathh and all
. . . . maintain a system that assures a
(client B) and 2 additional clients (clients " . S
- ) and complete accounting of clients
E and H), the facility failed to ensure personal fund entrusted to the facility
clients B, E, and H had a complete and on behalf of clients.
accurate accounting for their client
finances and approved purchases. 1.  What corrective action will
be accomplished?
o ) Client H has been discharged
Findings include: from IN Mentor services.
The Program Coordinator and
1. The facility's reportable and Program Director have been
investigative records from 11/1/15 ;_etramed on Hj tMem.or T rg_SIdem
. mance expectations mcludin;
through 4/25/16 were reviewed on ce exp &
tracking of money and what to do in
4/25/16 at 1:40pm, and 4/27/16 at the event of missing money
12:20pm. The review did not include a A request for funds has been
report regarding missing money for client made to replace Client E’s missing
E money.
’ The Program Director and
) Program Coordinator will be
-On 4/26/16 from 6:00am until 8:00am, retrained on the IDT process.
observation and interview were An inventory of Client B’s
conducted at the group home. At belongings will be completed. The
7:30am, client E stated he was missing 1nf0@at1on will be. Shéred Wlﬂ_l his
. . guardian to determine if she wishes
"$30.00 since before Christmas (2015)" for him to purchase any additional
and "they never replaced it." Client E items.
stated "three (3) days before I was to Staff training will be
leave on vacation my money was locked completed regarding:
up in the safe and (I) was to get it. It (my ° Staff,s role in reSId,em finances
L. . (purchasing requested items from
money) was missing." Client E stated the guardian/team, obtaining receipts,
Residential Manager at the time had the
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only access to his money and then returning change and receipts).
"moved" his (client E's) money to her
. " . 2.  How will we identify other
office in the group home and "locked it . . .
" residents having the potential to be
up there." At 7:30am, GHS #2 and GHS affected by the same deficient
#4 were present and both indicated client practice and what corrective
E had reported the allegation of missing action will be taken?
money when it was missing in 12/2015. _AH residents have the
. potential to be affected by the same
At 7:30am, GHS #4 counted client A, B, defici .
) eficient practice.
C, D, F, and G's finances and client E's Training completed with the
finances were kept locked inside the staff regarding:
Residential Manager's office. o Staff’s role in resident finances
(purchasing requested items from
On 4/27/ . . h guardian/team, obtaining receipts,
n 4/27 16. at 8:30am, an interview wit returning change and receipts).
the Area Director (AD) was conducted. The Program Coordinator and
The AD indicated she was unaware of an Program Director have been
allegation of missing finances for client E retrained on IN Mentor’s resident
and no BDDS report and investigation ﬁnan,ce expectations including )
. . tracking of money and what to do in
were available for review. The AD the event of missing money
indicated client E's allegation should The Program Director will be
have been immediately reported and retrained on the role and expectations
investigated. of the QIDP.
The Program Director and
. Program Coordinator will be
On 5/6/16 at 9:15am, the AD provided an retrained on the IDT process.
additional BDDS report for review. The Program Coordinator will
-A 4/27/16 BDDS report for an incident ensure that finances are updated and
on 4/26/16 at 8:30am, indicated client E cash counted every 3 days.
. . The P Direct ill
"spoke with State Surveyor, [client E] © Trogram LIECor Wi
Lo o count the cash on hand and compare
indicated that the money was missing it to the finances when they are in the
before he went home with his family at home to complete their observations.
Christmas. An exact date or amount of
money missing was not provided. When 1.What measures will be put into
. . . place or what systemic changes
the Program DlI’CCifOI‘ (ak.a Residential will be made to ensure that the
Manager) spoke with [client E] on deficient practice does not recur:
4/26/16, [client E] indicated that he Training completed with the
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couldn't remember how much money was staff regarding:
missing...." o Staff’s role in resident finances
(purchasing requested items from
" guardian/team, obtaining receipts,
-A 5/2/16 "Summary of Internal returning change and receipts).
Investigation" indicated the 4/26/16 The Program Coordinator and
BDDS report information. The Program Director have been
investigation indicated "While retrained on IN Mentor’s resident
letine the i tigation i Ivi finance expectations including
cor.np cting the mvestigation nvolving tracking of money and what to do in
[client E], [GHS (Group Home Staff) #2] the event of missing money
also reported an additional concern of The Program Director will be
money missing for [client B]. Amount retrained on the role and expectations
that was alleged to be missing was of the QIDP. ,
The Program Director and
unknown. Date the money became ; .
Program Coordinator will be
1 1 n
missing was also unknown." The retrained on the IDT process.
investigation indicated the following: The Program Coordinator will
-Interview with GHS #5 was conducted. ensure that finances are updated and
GHS #5 stated clients E and H "were the cash counted every 3 d.ays' )
h d th The Program Director will
twc? guys who reported concerns wit count the cash on hand and compare
their money to her. Stated she thought it to the finances when they are in the
[client E] said it was $30.00 and she home to complete their observations.
thought [client H] was missing a couple
of dollars. Stated she did not report the 1.How will the corrective action
L. h Ked be monitored to ensure the
missing m.oney to anyone. W e.n aske deficient practice will not recur?
Why She dld not l‘eport the m]ss]ng The Program Director will
money, [GHS #5] stated [client E] had monitor to ensure the clients are
said he reported the missing money to accounted for during their bi-weekly
. . bservations.
the PD aka Residential Manager]." ©
[the . . s d.e ger] The IDT will complete
-Interview with client E was conducted. monthly staffings to ensure that the
Client E "stated his missing $30.00 hasn't team discusses the needs of the
been replaced yet...Stated the money was residents in the following areas:
missing in December....Stated he was lflorrfi” t.’eha;’“’r’ IDT’s n?edfd’
. t
looking for the money before he left for amy mvoIvemet’, medical, .
. ' . workshop/day services, financial and
his parents and he couldn't find it...Stated adaptive equipment. Copies of the
[GHS #1, GHS #2, GHS #3, GHS #4, staffings will be forwarded to all
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GHS #5, and the QIDP (Qualified team members including the Area
Intellectual Disabilities Professional)] Director and/or Quality Assurance
. for review.
and some of the residents were all aware Monthly supervisory visit
that his money was missing...Stated [the check sheets to be completed by the
QIDP] told [client E] he (the QIDP) must QIDP. These will be forwarded to
have forgotten about it...Stated he was the Area Director for review.
upset over the missing money but ) Neyv staff.hired Fo_work at
. . the site will receive training on
believed it would eventually be staff’s role in resident finances
replaced." (purchasing requested items from
-Interview with GHS #6 was conducted. guardian/team, obtaining receipts,
GHS #6 stated she "was aware [client E] returning change and receipts).
had concerns with missing money around 1.What is the date by which the
Christmas time. Stated she thought it systemic changes will be
was around $30.00...Stated [client E] had completed?
not made a big deal about his missing June 5th, 2016
money since Christmas."
-Interview with GHS #3 was conducted.
GHS #3 stated "the only time she was
aware of money concerns is when [client
E] lost his $30.00...Stated she can't
remember if [client E] told her
specifically he had #30.00 missing or if
he told another staff and she heard about
it...Stated she reported the missing money
to the PC [aka Residential Manager] at
the time, believed [former Residential
Manager] was the PC at the time. Stated
she (GHS #3) reported it to the [name of
QIDP]...."
-"Conclusion" of the investigation
indicated "Evidence supports [client E's]
finances do not reflect pawning items for
$30.00. Evidence supports a receipt from
[name of pawn shop] that [client E]
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pawned his TV and DVD player for a
combined $40.00...Evidence does support
that [client E, GHS #4, and GHS #7]
reported the missing money of [client E]
to [name of QIDP]. Evidence does
support that [GHS #3] reported the
missing money of [client E] to [name of
the Residential Manager]. Evidence
supports [name of RM and QIDP] deny
knowing about missing money...Evidence
does not indicate what happened to the
missing money..." and evidence does
support that the missing money from the
pawned items was "last seen on
12/11/15." The investigation indicated it
was unsubstantiated that clients B and H
had missing money because the
information was not specific to the
amounts, dates, and tracking system.

2. The facility's reportable and
investigative records from 11/1/15
through 4/25/16 were reviewed on
4/25/16 at 1:40pm, 4/27/16 at 12:20pm,
and on 5/6/16 at 9:15am. The review
included the following:

-A 5/2/16 BDDS (Bureau of
Developmental Disabilities Services)
report for an incident on 5/2/16 at
6:00pm indicated "While completing an
investigation interview with a staff
regarding another client at the [name of
group home] and a missing money
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allegation, staff informed this Area
Director that he believed that [client B]
also had missing money. The amount of
the money was not reported by staff as he
was uncertain how much was reported
missing. The date of the missing money
was also unknown, however the other
allegation" was reported for 12/14/15
through 12/21/15 and based on staff
interview "it is possible that [client B's]
missing money allegation occurred
around the same time period."

-A 11/10/15 BDDS report for an incident
on 11/10/15 at 12:00pm indicated client
B's "guardian contacted the BDDS
office" and reported "that consumer
received a tax return of $67.00 earlier this
year which was to be used to purchase
shoes and jeans. She stated that she
received notice the withdraw was made
but consumer did not get shoes or jeans.
She is unsure where the money went.
She was unable to provide an exact date
during the call but said it was around
Memorial Day (2015)."

-A 11/16/15 "Summary of Internal
Investigation" indicated the following:
-An Interview was conducted with client
B's guardian. Client B's guardian "stated
she knows [client B] got $69.00 in April
(2015). Stated the last of May she gave
permission to the [Residential Manager
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(RM)] at the time to get shoes and
clothes for [client B]...Stated she wants
the money replaced if [the agency] cannot
show that it was spent on [client B].
Stated she thinks someone pocketed the
money because to her knowledge the
purchases were not made. Stated she was
upset due to the staff turnover at the
home...."

-An Interview with client B was
conducted. Client B indicated he did not
know how to obtain his money. Client B
indicated he had not purchased any new
clothing and "showed new boots that he
had recently purchased.”

-Client B's "finances 5/2015 - 6/2015"
indicated deposit entry on 5/4/15 of
$69.00 and withdrawals for $21.03,
$29.85, $8.41, $5.00, $28.70, $11.07,
$49.42 for cigarettes and lighter.
-"Conclusion: Evidence does not support
the misuse of [client B's] funds.
Evidence supports [client B] used his tax
money to purchase 4 clothing items
(shirts), cigarettes, pop, dining out, and
snack foods."

On 4/27/16 at 12:45pm, an interview
with the Area Director (AD) was
conducted. The AD indicated the
allegations of missing money for clients
B, E, and H were not immediately
reported and should have been. The AD
indicated client B's guardian allegation
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was immediately reported but the items
approved for the purchase (shoes and
jeans) were not completed by the RM
who was in charge of the group home
during that period of time. The AD
indicated the group home had had at least
four (4) different Residential Managers
and two (2) different QIDPs within the
past year. The AD indicated the changes
in leadership staff at the group home and
staff turnover had made it difficult to
determine what had occurred. The AD
indicated each client living in the group
home should have a complete accounting
of their personal finances maintained by
the facility. The facility's client finance
policy and procedure was requested.

On 4/26/16 at 2:10pm, the facility's
4/2011 "Management of Individual
Funds" indicated "Procedures are in place
in all programs to ensure accountability
and to protect individuals from financial
exploitation." The policy indicated a
"complete and accurate" account
including receipts, documentation of
disbursements, and deposits were to be
documented.

On 5/6/16 at 3:15pm, the AD indicated
no further information was available for
review.

9-3-2(a)
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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 W 149 Staff Treatment of Clients 06/05/2016
interview, for 4 of 4 sampled clients The facility must develop and
(clients A, B, C, and D) and for 4 implement written policies and
- > ) procedures that prohibit
additional clients (clients E, F, G, and H), mistreatment, neglect or abuse of the
the facility neglected to ensure the facility client.
staff implemented the agency policy and
procedure for abuse. ne gl ect 1. What corrective action will
. d ’ loitati ’ be accomplished?
mistreatment, and exploitation. The Program Coordinator will
do home observations weekly to
The facility neglected to provide nursing ensure staff are implementing the
oversight and to ensure the facility staff plans of clients and the client’s needs
assisted clients A and H to their are be“;fghm;t' Director will d
.. ' . € rrogram Director wi (o]
scheduled physician's appointments. home observations bi-weekly to
ensure staff are implementing the
The facility staff neglected to report plans of clients and the client’s needs
client A's open pressure ulcer areas are being met. .
developed in the group home. Training completed with the
staff regarding:
. 0 How to document skin/wound
The facility staff neglected to findings including competency based
immediately report to the administrator training (documentation of the
and to BDDS (Bureau of Developmental Wounfi’ _When to notify the nurse,
Disabilities Services) two of two descrlptwe, termé)
. Lo . 0 Reporting skin/wound concerns
allegations of missing money (for clients to the Program Coordinator.
B and E), and a motor vehicle accident 0 Abuse, neglect and exploitation-
(clients A, B, C, D, E, F, G, and H). what constitutes abuse, report
expectations and investigation
The facility staff neglected to supervise le;g eic(;zz;) ns (competency test
. . V
clients B, C, D, E, F, and G regarding 0 When to contact the Program
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leaving the clients alone on the facility Coordinator
van with the ignition on and to ensure 0 Staff’s role in resident finances
(purchasing requested items from
two staff were present to complete the . . .
. guardian/team, obtaining receipts,
safe transport from day services to the returning change and receipts).
group home. 0 Resident rights
0 Vehicle use and
Findings include: safety/supervision precautions during
transport.
e The Program Coordinator and
1. The facility's reportable and Program Director will be retrained
investigative records from 11/1/15 on the appointment process
through 4/25/16 were reviewed on expectations, yearly appointment
4/25/16 at 1:40pm, 4/27/16 at 12:20pm, expectaﬁ"f:’tf(’llowjg physician
. . recommenaations an
and .on .5/6/ 16 at 9:15am. The reV1.ew did communication expectations with the
not indicate a BDDS report regarding the nurse.
facility staff and nursing staff's failure to The Program Coordinator will
ensure clients A and H attended their be trained on when to contact the
scheduled medical appointments. Program Director. .
The Program Coordinator and
) ) Program Director will be trained on
Client A's record was reviewed on reportable incidents and notifying the
4/27/16 at 12:55pm. Client A's 1/29/16 administrator.
ISP (Individual Support Plan) and 2016 The Program Coordinator and
Risk Plan indicated client A was at risk ng,ram Director have ,been,
f Kin i . bl b fhi retrained on IN Mentor’s resident
Or SXIn 1ntegr1t.y. pro e_ms ccause ot his finance expectations including
decreased mobility. Client A's ISP, tracking of money and what to do in
11/4/15 Physician's Order, and 4/2016 the event of missing money
MAR (Medication Administration The Program Coordinator and
Record) indicated client A's diagnoses ngrar,n Director WIH be trained on
. L the accident reporting process
included, but were not limited to: including IN Mentor’s expectations
Cerebral Palsy, Seborrhea Dermatitis, and reporting BDDS reports
Scoliosis, History of GI Bleed, Iron The Program Coordinator and
Deficiency Anemia, Edema, Depression, Program Director will be trained on
and Constipation. Client A's records Lhe staffing expectations for the
ome.
. " . . ] .
indicated "Adaptive Equipment: Electric Clients A and H have been
and manual Wheel Chairs, soft torso back discharged from IN Mentor services.
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brace, Vascular knee small/regular ted The Program Coordinator and
hose, wrist splint, depends Progra?rn Director will be trained on
. reporting wound concerns to the
undergarments, Baclofen Pump...rolling nurse
toilet seat, and gel cushion for wheel The nurse will be trained on
chair." Client A's record did not include how to stage skin sores, measure and
dates and times of his scheduled to document their appearance in their
physician's appointments. nursing notes. .
The nurse will review the skin
) . ) wound documentation submitted by
On 4/26/16 at 8:30am, an interview with the staff on a weekly basis to ensure
the Area Director (AD) was conducted. accuracy.
The AD indicated client A had been A request for funds has been
hospitalized on 4/18/16 for his made to replace Client E’s missing
. money.
fleh.ydratlon and Baclofen ?ump. The AD The van involved in the
indicated the agency nurse indicated she vehicle accident has been scheduled
checked client A on 4/18/16 and heard for repairs.
bowel sounds before client A left for the The Program Director will be
hospital. The AD indicated after client A reftiimg}]gg the role and expectations
. . . 0 c .
was admitted to the.hosplt.al it Was a few The Program Director and
days later that the diagnosis of impacted Program Coordinator will be
bowels was added. The AD indicated the retrained on the IDT process.
group home had experienced a change of The Program Coordinator and
Residential Managers four or five times Program Dlrem,or will be retrau.led
thin th 6108 h iod of on the expectations for the medical
Wlt 1n the past ) t(? mont_ period o charts and communicating the
time. The AD indicated clients A and H physician recommendations to the
did miss their scheduled appointments team.
and the current Residential Manager ~ The medical charts for the site
(RM) was attempting to recreate who had will be reviewed by the furse.
. d when th . A med chart audit will be
appointments an .w en the appointments completed to identify any missing
WeEre SCheduled Wlth the current doctor appointments or physician
physician's and specialist's doctor's recommendations that need to be
offices. The AD indicated appointments followed up on.
. The IDT will complete
have been missed and assessments for
. monthly staffings to ensure that the
follow up appointments have been late team discusses the needs of the
because the facility staff and previous residents in the following areas:
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RM's did not document client specific home, behavior, IDT’s needed,
schedules for appointments. The AD family involvement, medical,
" . workshop/day services, financial and
stated the nurse "usually provided . ;
) i ) adaptive equipment.
oversight however during the same time" Program
two different nurses were hired to Coordinator/QIDP/nurse oversight of
Super\/ise the group home and one the skin/wound documentation (dally
additional nurse with the agency from basis Program Coordinator) and
. when in the home (QIDP and nurse)
another area of the state was attempting .
to ensure it is completed and
to oversee the group home when the addressed appropriately.
assigned nurse had left in order to The nurse will be trained on
coordinate the nursing care and services how to follow up with physician
for the clients recommendations to ensure they are
’ implemented and/or addressed by the
. . IDT.
Confidential Interview (CI) #2 was In the event that a client
conducted. CI #2 stated client A develops a pressure sore, the nurse
"missed" his physician's appointments will monitor and/or assess the client
and the advocates/guardians were not on athleaSt a ‘;Veeédy basis until the
. SOore nas resolved.
contacted. CI #2 stated client A "had a
Baclofen Pump" to help with his spinal 2. How will we identify other
cord fluid, treatment of his spasticity, and residents having the potential to be
Cerebral Palsy. CI #2 stated "how does affected by the same deficient
that run out and nobody notices?" CI #2 pra,cme ,and what corrective
. . .. action will be taken?
stated client A was out of his medication All residents have the
"over 8 weeks." Then since the pump potential to be affected by the same
was out when the group home noticed in deficient practice.
2/2016 the physician decided to evaluate The Program Coordinator will
. do h b ti kly t
areplacement. CI #2 stated client A was © TIOME OBSCIVATIONS Weekly 1o
. ) ensure staff are implementing the
given oral Baclofen, after appointments plans of clients and the client’s needs
were missed and/or rescheduled, and "we are being met.
think" it contributed to his vomiting and The Program Director will do
stomach problems he was hospitalized home observations bi-weekly to
. .. . taff are impl ting th
with now. CI #2 indicated client A had CHISUre Sta 't are Impremen mg, y
. . . . plans of clients and the client’s needs
been in the hospital since 4/18/16 for his are being met.
vomiting and dehydration. Training completed with the
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staff regarding:
Client H's record was reviewed on ? dHOW to ?o(clyment Skm/wo“r;d .
. indings including competency base
4/27/16 at 12:30pm. Client H's 9/4/15 cme & competency
. training (documentation of the
ISP and 11/23/15 Physician's Order wound, when to notify the nurse,
included, but were not limited to the descriptive terms)
following diagnoses: Chronic Joint Pain, 0 Reporting skin/wound concerns
Congestive Heart Failure, Hearing to t}:bPrOgramlcoordénatO;' o
. . . .. (o] use, neglect and exploitation-
Disability, Severe Rheumatoid Arthritis, f1e8 P
what constitutes abuse, report
. . . .
and Hypertension. Client H's record did expectations and investigation
not include his scheduled medical expectations (competency test
appointments. provided)
0 When to contact the Program
. . Coordinator
Confidential Interview (CD #1 was o Staff’s role in resident finances
conducted. CI #1 stated "it was very (purchasing requested items from
difficult to get and give medical guardian/team, obtaining receipts,
information to a staff for [client H]. Call returning change and receipts).
backs after a message was left did not 0 seil_d‘?nt nghtsd
. . . . . [0} €ni1cle use an
exist." CI #1 indicated client H missed . . .
) o i safety/supervision precautions during
the following physician appointments: transport.
-A follow up medical appointment on The Program Coordinator and
3/14/16 was rescheduled. Program Director will be retrained
-A 2/24/16 medical appointment, CI #1 on the appointment process
dh " how" for th expectations, yearly appointment
State_ ¢ was a "no show" for the expectations, following physician
appointment. recommendations and
-A follow up medical appointment on communication expectations with the
1/28/16 was rescheduled. nurse.
The Program Coordinator will
-A 12/7/15 Ears, Nose, and Throat
ical K i " be trained on when to contact the
medical appointment client H was a "no Program Director.
show." The Program Coordinator and
-A medical appointment on 11/20/15 was Program Director will be trained on
rescheduled "because of staffing issues." reportable incidents and notifying the
. . admuinistrator.
-A 11/4/15 medical appointment was dmini
The Program Coordinator and
rescheduled. Program Director have been
-A 10/16/15 new patient appointment retrained on IN Mentor’s resident
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was kept "however 25 minutes late" with finance expectations including
staff to the appointment tracking of money and what to do in
. . i the event of missing money
-A medical appointment (:n 9/15/15 was The Program Coordinator and
rescheduled CI #1 stated "was told Program Director will be trained on
transportation issues." the accident reporting process
including IN Mentor’s expectations
2. The facility's reportable and and reporting BDDS reports.
. . The Program Coordinator and
investigative records from 11/1/15 . . .
) Program Director will be trained on
through 4/25/16 were reviewed on the staffing expectations for the
4/25/16 at 1:40pm, 4/27/16 at 12:20pm, home.
and on 5/6/16 at 9:15am. The review did The Program Coordinator and
not indicate a report that client A had ngrém Director will be trained on
reporting wound concerns to the
open pressure ulcer areas.
nurse.
The nurse will be trained on
Client A's record was reviewed on how to stage skin sores, measure and
4/27/16 at 12:55pm. Client A's 1/29/16 to document their appearance in their
ISP (Individual Support Plan) and 2016 nursing notes. . ) )
. .- . . The nurse will review the skin
Risk Plan indicated client A was at risk . .
o ) ) wound documentation submitted by
for skin integrity problems because of his the staff on a weekly basis to ensure
decreased mobility. Client A's 5/26/15 accuracy.
"Skin Integrity Risk Plan" indicated "the ~ The Program Director will be
key to keeping the skin intact is keeping reftiimgi];; the role and expectations
. .. . 0 c .
it dry and pressure free'...re.p081t1on1ng The Program Director and
every hour...documenting in therap (a Program Coordinator will be
facility computerized clinical record in retrained on the IDT process.
which staff document each client's The Program Coordinator and
information)...." Client A's diagnoses Program Dlrem,or will be retrau_led
. L. ) on the expectations for the medical
included, but were nf)t 1.1m1ted to: charts and communicating the
Cerebral Palsy, Scoliosis, and Edema. physician recommendations to the
Client A's 2/12/16 and 4/2016 MAR both team.
indicated client A had problems related to ~ The medical charts for the site
his limited mobility. Client A's record will be reviewed by the fIUrse.
.- A med chart audit will be
indicated he was seen by the wound completed to identify any missing
clinic in 6/2015, on 6/19/15, and 6/10/15 doctor appointments or physician
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for a pressure area on his buttock. Client recommendations that need to be
A's record indicated he was checked fouowe;ihuplgfr‘ . |
. € will complete
monthly by t.he ?’gency nurse reg?rdmg monthly staffings to ensure that the
his skin and indicated the following team discusses the needs of the
signed by the agency nurse: residents in the following areas:
-On 1/15/16 Skin Check "I checked his home, behavior, IDT’s needed,
left hip which has a tendency to be family involvement, medical,
ddened. Tt is red but not " workshop/day services, financial and
reddened. Itis .re ut not open. adaptive equipment.
-On 11/9/15 Skin Check "due to a fall Program
this morning that he went to the ER for. Coordinator/QIDP/nurse oversight of
He has a cut above his right eyebrow 2cm the skin/wound documentation (daily
(centimeters) x .5cm with some swelling, basis Program Coordinator) and
. , when in the home (QIDP and nurse)
he also has a 10cm x 1cm abrasion on his .
) to ensure it is completed and
abdomen...checked his left trochanter addressed appropriately.
area (buttocks) I did not note any open The nurse will be trained on
area but there is a slightly red shiny how to follow up with physician
1.5cm x 1.5cm area there with a darker recommendations to ensure they are
. .. implemented and/or addressed by the
color area below it but all skin is intact at IDI; Y
this time." In the event that a client
-On 11/4/15 "...assessed left develops a pressure sore, the nurse
trochanter...at this time skin is intact and will monitor and/or assess the client
10 sore noted." on at least a weekly basis until the
”‘ . sore has resolved.
-On 6/29/15 "...on 6/19/15 met with The IDT will continue fo
[client A] to discuss his appointment at monitor the needs of all of the
wound care center...has a reddened area clients. The IDT will convene to
but it is not opened at this address and mor'litor the h'ealth care
time...repositioned every hour in the chair needs of thz/resuiegt,?, until they
. . improve and/or stabilize.
and every. 2 hours .1n bed...wﬂ? purchase The Program Director/QIDP
new cushion for his wheelchair...." will review all ISP’s to ensure that
-On 6/11/15 client A "was taken by staff they are updated and completed on a
to Urgent Care evening of 6/10/15 for an yearly basis or more frequently as the
evaluation of a pressure ulcer. A referral needs arise. ,
. . " The Program Director/QIDP
was given for a wound care facility.... will ensure that there is formal
-No documentation was available for programming in place for all
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review from the wound care center. residents that address identified
-No documentation regarding the sizes, needs. Al resident risk ol _.
. resident ris ans will be
shapes, and colors of client A's pressure . brans .
) i reviewed by the nurse. Revisions will
areas were available for review. be implemented as necessary.
The nurse will monitor staff
On 4/27/16 at 12:45pm, an interview was documentation at a minimum of
conducted with the AD (Area Director). weekly and Commungcate with tged
. . necessary team members as needed.
The AD indicated she would attempt to Y
locate client A's wound care appointment 3. What measures will be put
information. The AD indicated the into place or what systemic
agency nurse was new and had just changes will be made to ensure
started her employment. The AD that the deficient practice does not
. . recur:
indicated the agency nurse from another The Program Coordinator will
area of the state with the REM/Occazio do home observations weekly to
agency was trying to catch up the ensure staff are implementing the
paperwork for client A. The AD plans of clients and the client’s needs
.- bei t.
indicated the former nurse had left the are being me _ )
, I before 2016. Th The Program Director will do
agency's employment before : c home observations bi-weekly to
AD indicated client A was at risk for skin ensure staff are implementing the
breakdown, had a pressure ulcer open in plans of clients and the client’s needs
6/2015, and no sizes, shapes, and colors are being met.
. Training completed with the
of client A's pressure ulcers were aff di g comp
. . staff regarding:
developed into a nursing protocol. The o How to document skin/wound
AD indicated the nurse sized, shaped, and findings including competency based
documented the colors of client A's skin training (documentation of the
however no documentation was available wound, when to notify the nurse,
. .- descriptive terms
for review to show that the facility staff PHve .)
. 0 Reporting skin/wound concerns
documented the sizes, shapes, and colors to the Program Coordinator.
of client A's skin. 0 Abuse, neglect and exploitation-
what constitutes abuse, report
On 5/6/16 at 3:15pm, an interview with expectations and investigation
the AD was conducted. The AD expectations (competency test
o o ) provided)
indicated no further information was 0 When to contact the Program
available for review. Coordinator
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o0 Staff’s role in resident finances
3. The facility's reportable and (purchasing requested items from
. .. guardian/team, obtaining receipts,
investigative records from 11/1/15 . .
) returning change and receipts).
through 4/25/16 were reviewed on 0 Resident rights
4/25/16 at 1:40pm, and 4/27/16 at 0 Vehicle use and
12:20pm. The review did not include a safety/supervision precautions during
BDDS report regarding missing money transport. .
for client E The Program Coordinator and
or client k. Program Director will be retrained
on the appointment process
-On 4/26/16 from 6:00am until 8:00am, expectations, yearly appointment
observation and interview were expectations, following physician
conducted at the group home. At recommendations and ,
. .. communication expectations with the
7:30am, client E stated he was missing nurse
"$30.00 since before Christmas (2015)" The Program Coordinator will
and "they never replaced it." Client E be trained on when to contact the
stated "three (3) days before I was to Program Director.
leave on vacation my money was locked The,PrOgram. Coordu?ator and
i th f da T Program Director will be trained on
up 1n the safe 21.n ( ) was _to getit. It (my reportable incidents and notifying the
money) was missing." Client E stated the administrator.
Residential Manager at the time had the The Program Coordinator and
only access to his money and then Program Director have been
"moved" his (client E'S) money to her retrained on IN Mentor’s resident
ffice in th h d "locked i finance expectations including
ottice in the group home and "locked 1t tracking of money and what to do in
up there." At 7:30am, GHS #2 and GHS the event of missing money
#4 were present and both indicated client The Program Coordinator and
E had reported the allegation of missing Program Director will be trained on
money when it was missing in 12/2015. Fhe acc_ldem reporting process )
] T including IN Mentor’s expectations
At 7:30am, GHS #4 counted ¢ 1§nt A, B, and reporting BDDS reports.
C, D, F, and G's finances and client E's The Program Coordinator and
finances were kept locked inside the Program Director will be trained on
Residential Manager's office. the staffing expectations for the
home.
. . . The Program Coordinator and
On 4/27/16 at 8:30am, an interview with Program Director will be trained on
the Area Director (AD) was conducted. reporting wound concerns to the
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The AD indicated she was unaware of an nurse.
allegation of missing finances for client E The nurse will be trained on
. .. how to stage skin sores, measure and
and no BDDS report and investigation . o
) ) to document their appearance in their
were available for review. The AD nursing notes.
indicated client E's allegation should The nurse will review the skin
have been immediately reported and wound documentation submitted by
investigated the staff on a weekly basis to ensure
accuracy.
) The Program Director will be
On 5/6/16 at 9:15am, the AD provided an retrained on the role and expectations
additional BDDS report for review. of the QIDP.
-A 4/27/16 BDDS report for an incident The Program Director and
on 4/26/16 at 8:30am, indicated client E Program Coordinator will be
nspoke with State S lient E retrained on the IDT process.
.Sp 9 cwl ate Surveyor, [c l_en. ] The Program Coordinator and
indicated that the money was missing Program Director will be retrained
before he went home with his family at on the expectations for the medical
Christmas. An exact date or amount of charts and communicating the
money missing was not provided. When ? hysician recommendations to the
. . . eam.
the Program Dlrect.or (ak.a Residential The medical charts for the site
Manager) spoke with [client E] on will be reviewed by the nurse.
4/26/16, [client E] indicated that he A med chart audit will be
couldn't remember how much money was completed to identify any missing
missing...." doctor appointments or physician
recommendations that need to be
followed up on.
-A 5/2/16 "Summary of Internal The IDT will complete
Investigation" indicated the 4/2616 monthly staffings to ensure that the
BDDS report information. The team discusses the needs of the
investigation indicated "While residents in the following areas:
leti he i N Wi home, behavior, IDT’s needed,
cor‘np eting the investigation involving family involvement, medical,
[client E], [GHS (Group Home Staff) #2] workshop/day services, financial and
also reported an additional concern of adaptive equipment.
money missing for [client B]. Amount Program
that was alleged to be missing was Coordinator/QIDP/nurse oversight of
& & the skin/wound documentation (daily
un.kn.own. Date the money became basis Program Coordinator) and
missing was also unknown." The when in the home (QIDP and nurse)
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investigation indicated the following: to ensure it is completed and
-Interview with GHS #5 was conducted. address;:i appmpmfﬁﬂg' e
. e nurse will be tramed on
GHS #5 stated clients E and H "were the how to follow up with physician
two guys who reported concerns with recommendations to ensure they are
their money to her. Stated she thought implemented and/or addressed by the
[client E] said it was $30.00 and she IDT.
thought [client H] was missing a couple dovel In the event that a fﬁlent
. €VEelops a pressure sore, the nurse
of dollars. Stated she did not report the veopsap .
o will monitor and/or assess the client
missing money to anyone. When asked on at least a weekly basis until the
why she did not report the missing sore has resolved.
money, [GHS #5] stated [client E] had The IDT will continue to
said he reported the missing money to m,omtor the needs (,)f all of the
. . " clients. The IDT will convene to
[the Pl? aka F.{eSld.entlal Manager]. address and monitor the health care
-Interview with client E was conducted. needs of the residents until they
Client E "stated his missing $30.00 hasn't improve and/or stabilize.
been replaced yet...Stated the money was The Program Director/QIDP
missing in December....Stated he was ::1111 reVleraltl IdSP Zm ens}lrte Ctlhat
. €y arc updated and compietea on a
looking for the money before he left for Y P P
] ] yearly basis or more frequently as the
his parents and he couldn't find it...Stated needs arise.
[GHS #1, GHS #2, GHS #3, GHS #4, The Program Director/QIDP
GHS #5, and the QIDP (Qualified will ensure thgt there is formal
Intellectual Disabilities Professional)] programming in place,for a‘ll
. residents that address identified
and some of the residents were all aware needs
that his money was missing...Stated [the All resident risk plans will be
QIDP] told [client E] he (the QIDP) must reviewed by the nurse. Revisions will
have forgotten about it...Stated he was be implemented as necessary.
S The nurse will monitor staff
upset over the missing money but ) .
. . documentation at a minimum of’
believed it would eventually be weekly and communicate with the
replaced.” necessary team members as needed.
-Interview with GHS #6 was conducted.
GHS #6 stated she "was aware [client E] 4. How will the corrective
. .. action be monitored to ensure the
had concerns with missing money around ) L
. . . deficient practice will not recur?
Christmas time. Stated she thought it The Program Director will
was around $30.00...Stated [client E] had monitor to ensure the clients plans
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not made a big deal about his missing and needs are being met during their
money since Christmas." bi-weekly observations.
. . . The Program Coordinator will
-Interview with GHS #3 was conducted. . £ .
) monitor to ensure the clients plans
GHS #3 stated "the only time she was and needs are being met during their
aware of money concerns is when [client weekly observations.
E] lost his $30.00...Stated she can't Mentor’s nurse will be in the
remember if [client E] told her lflome Oltlla Weeklz Tiis or @fref
. .. . requen as necded to monitor 10r
specifically he had #30.00 missing or if duenty )
concerns and assess residents.
he told another staff and she heard about New staff hired to work at the
it...Stated she reported the missing money site will receive client specific
to the PC [aka Residential Manager] at training for each individual prior to
the time, believed [former Residential Woik:ing iShlft‘ T11111s tral.ni?gl
. mcludes 1items such as: risk plans,
Manager] was the PC aF the time. Stated ISP’s, BSP’s, restrictions in place,
she (GHS #3) reported it to the [name of programming, and medication
QIDP]..." review.
-"Conclusion" of the investigation The IDT will complete
indicated "Evidence supports [client E's] monthl,y staffings to ensure that the
.. team discusses the needs of the
finances do not reflect pawning items for residents in the following areas:
$30.00. Evidence supports a receipt from home, behavior, IDT’s needed,
[name of pawn shop] that [client E] family involvement, medical,
pawned his TV and DVD player for a Worksjhop/da.y services, ﬁnancial and
combined $40.00...Evidence does support adaptive equipment. Copies of the
h i 4 staffings will be forwarded to all
that [client E, GHS #4, and GHS #7] team members including the Area
reported the missing money of [client E] Director and/or Quality Assurance
to [name of QIDP]. Evidence does for review.
support that [GHS #3] reported the Monthly supervisory visit
missing money of [client E] to [name of check sheets to ,be completed by the
he Residential M Evid QIDP. These will be forwarded to
the Residential Manager]. Evidence the Area Director for review.
supports [name of RM and QIDP] deny Oversight of the skin/wound
knowing about missing money...Evidence documentation will be completed by
does not indicate what happened to the the Program Coordinator, QIDP, and
missing money..." and evidence does furse.
& Yo o The QIDP will monitor and
support t.hat the missing money from the review the resident’s needs. As the
pawned items was "last seen on needs arise, formal programming will
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: LW2M11 Facility ID: 000869 If continuation sheet Page 61 of 135




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

PRINTED: 07/18/2016
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
15G353 B. WING 05/06/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1012 PARKWAY DR
REM OCCAZIO LLC ANDERSON, IN 46012
(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
12/11/15." The investigation indicated it be implemented.
was unsubstantiated that clients B and H Quarterly Health and Safety
had missi b th assessments will be completed by the
) a mlss.mg money ecal?se ¢ Program Coordinator and/or the
information was not specific to the Program Director and forwarded to
amounts, dates, and tracking system. the Quality Improvement department.
These assessments include a review
4. The facility's reportable and of the environmental needs for the
. .. home, review of risk plans, ISP, BSP
investigative records from 11/1/15 . . -
. and client specific training for the
through 4/25/16 were reviewed on residents. The assessment also
4/25/16 at 1:40pm, 4/27/16 at 12:20pm, includes an interview of staff to
and on 5/6/16 at 9:15am. The review ensure they know how to properly
included the following, document medical needs, how to
' report incidents, and understandin,
_A 5/2/16 BDDS (Bureau of R g
Developmental Disabilities Services) The Quality Improvement
report for an incident on 5/2/16 at Department and the Area Director
6:00pm indicated "While completing an will monitor incidents as they are
. N . . reported to ensure that they are
investigation interview with a staff .
: ) reported timely and that all
regarding another client at the [name of required incidents are reported to
group home] and a missing money BDDS.
allegation, staff informed this Area
Director that he believed that [client B]
also had missing money. The amount of
the money was not reported by staff as he
was uncertain how much was reported
missing. The date of the missing money
was also unknown, however the other
allegation" was reported for 12/14/15
through 12/21/15 and based on staff
interview "it is possible that [client B's]
missing money allegation occurred
around the same time period."
On 4/27/16 at 12:45pm, an interview
with the Area Director (AD) was
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conducted. The AD indicated the
allegations of missing money for clients
B, E, and H were not immediately
reported and should have been. The AD
indicated client B's guardian allegation
was immediately reported but the items
approved for the purchase (shoes and
jeans) were not completed by the RM
who was in charge of the group home
during that period of time. The AD
indicated the group home had had at least
four (4) different Residential Managers
and two (2) different QIDPs within the
past year. The AD indicated the changes
in leadership staff at the group home and
staff turnover had made it difficult to
determine what had occurred.

On 5/6/16 at 3:15pm, the AD indicated
no further information was available for
review.

5. The facility's reportable and
investigative records from 11/1/15
through 4/25/16 were reviewed on
4/25/16 at 1:40pm, and 4/27/16 at
12:20pm. The review did not include a
BDDS report regarding an automobile
accident and damage to the facility
vehicle.

On 4/25/16 from 2:55pm until 5:15pm
and on 4/26/16 from 6:00am until
8:00am, clients B, C, D, E, F, and G were
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observed at the group home. On 4/25/16
at 3:00pm, clients B, C, D, E, F, and G
arrived to the group home on the facility
van. On 4/26/16 at 7:55am, clients B, C,
D, E, F, and G were leaving on the
facility van with facility staff. On
4/26/16 at 7:00am, GHS (Group Home
Staff) #4 with clients B, C, E, and F
walked in and out of the group home. At
7:00am, GHS #4 indicated the facility
van had damage to the left side drivers
side fender and stated the fender was held
in place with "automotive tape" securing
the "damaged fender" until the insurance
approves the repairs to the vehicle. GHS
#4 indicated a different staff person had
wrecked the van on the ice "over a month
ago." Clients B, C, E, and F indicated
they were on the van when the accident
occurred. GHS #4 stated she "thought all
the clients" (clients A, B, C, D, E, F, and
G) were on the van at the time of the
accident.

On 4/27/16 at 12:20pm, an interview was
conducted with the AD (Area Director).
The AD indicated a BDDS report was not
filed because there were no injuries to the
clients.

6. On 4/27/16 from 2:10pm until
3:13pm, clients B, C, D, E, F, and G were
observed at day service site #3. At
3:10pm, GHS #2 pulled the large facility
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bus onto the parking lot outside of day
services, and clients B, C, D, E, and F
were prompted to exit the day service
building and load on the large van/bus.
GHS #2 remained inside assisting client
G to walk through the day service
building to leave. From 3:10pm until
3:13pm, clients B, C, D, E, and F sat
alone on the large facility van/bus with
the keys in the ignition and the vehicle
running. At 3:13pm, GHS #2 indicated
he was the one staff available for
transport today and stated there should
"always be two (2)" facility staff on
transport. GHS #2 indicated he left the
keys in the ignition and the van was
running without staff present with the
clients.

On 4/28/16 at 8:45am, an interview with
the AD was conducted. The AD
indicated the facility van should not have
the keys left in the ignition and should
not have the ignition on without a staff
present. The AD stated two staff were to
"always do transport" for clients B, C, D,
E, F, and G from the day services.

On 4/28/16 at 8:45am, the facility's
undated "Behind the Wheel Company
Vehicle Driver Training" did not indicate
the staff should not leave the keys in the
ignition in the on position and did not
indicate the clients should not be without
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staff on the facility vehicle.

The facility's policy and procedures were
reviewed on 4/25/16 at 12:00noon. The
facility's 4/2011 Quality and Risk
Management policy indicated "Indiana
Mentor promotes a high quality of
service and seeks to protect individuals
receiving Indiana Mentor services
through oversight of management
procedures and company operations,
close monitoring of service delivery and
through a process of identifying,
evaluating and reducing risk to which
individuals are exposed." The 4/2011
Quality and Risk Management Policy
indicated failure to provide appropriate
supervision, care or training was
considered neglect. The 4/2011 Quality
and Risk Management Policy indicated,
"Indiana Mentor is committed to
completing a thorough investigation for
any event out of the ordinary which
jeopardizes the health and safety of any
individual served or other employee. (1.)
Investigation findings will be submitted
to the AD (Area Director) for review and
development of further recommendations
as needed within 5 days of the incident."

On 4/28/16 at 12:00noon, a record review
was conducted of the 10/2005 "Bureau of
Developmental Disabilities Services
Policy and Guidelines." The BDDS
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policy and procedure indicated "...Abuse,
Neglect, and Mistreatment of
Individuals...it is the policy of the
company to ensure that individuals are
not subjected to physical, verbal, sexual,
or psychological abuse or exploitation by
anyone including but not limited to:
facility staff...other individuals, or
themselves." The policy indicated
"Neglect, the failure to supply an
individual's nutritional, emotional,
physical, or health needs although
sources of such support are available and
offered and such failure results in
physical or psychological harm to the
individual." The BDDS policy indicated
each allegation of abuse, neglect, and/or
mistreatment should be immediately
reported.

On 4/28/16 at 12:00noon, the 4/2003
"Reportable Incidents to the Bureau of
Developmental Disabilities Services"
indicated "Reportable incidents area any
event characterized by risk or uncertainty
resulting in or having the potential to
result in significant harm or injury to an
individual or death of an individual."

This federal tag relates to complaints
#IN00195813 and #IN00198671.

9-3-2(a)
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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 observation, record review, and W 0153 W 153 Staff Treatment of Clients 06/05/2016
interview, for 4 of 4 sampled clients Tl}lle facility Ilflus,t ensure that alll
. allegations of mistreatment, neglect
(clients A, B, C, and D) and for 4 & N g
o ; ) or abuse, as well as injuries of
additional clients (clients E, F, G, and H), unknown source, are reported
the facility failed to immediately report to immediately to the administrator or
the administrator and to BDDS (Bureau to other officials in accordance with
of Developmental Disabilities Services) State Law through established
. . roceaures.
in accordance with State Law for the P
facility's failure to provide nursing 1. What corrective action will
oversight and to ensure the facility staff be accomplished?
assisted clients A and H to their Training completed with the
scheduled physician's appointments, for staff regarding: )
i Al ki o0 How to document skin/wound
chent A's o.pen pressure skin areas findings including competency based
developed in the group home, and for 2 training (documentation of the
of 2 allegations of missing personal funds wound, when to notify the nurse,
(for clients B and E), and to report 1 of 1 descriptive terms)
motor vehicle accident for clients A, B, 0 Reporting Skm/wo,und concerns
to the Program Coordinator.
C,D,E,F, G, and H. 0 Abuse, neglect and exploitation-
what constitutes abuse, report
Findings include: expectations and investigation
expectations (competency test
1. The facility's reportable and provided)
i L 0 When to contact the Program
investigative records from 11/1/15 Coordinator
through 4/25/16 were reviewed on 0 Staff’s role in resident finances
4/25/16 at 1:40pm, 4/27/16 at 12:20pm, (purchasing requested items from
and on 5/6/16 at 9:15am. The review did guardian/team, obtaining receipts,
not indicate a BDDS report that the returning Chal?ge and receipts).
0 Resident rights
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hose, wrist splint, depends

physician's appointments.

facility staff and nursing staff's failure to
ensure clients A and H attended their
scheduled medical appointments.

Client A's record was reviewed on
4/27/16 at 12:55pm. Client A's 1/29/16
ISP (Individual Support Plan) and 2016
Risk Plan indicated client A was at risk
for skin integrity problems because of his
decreased mobility. Client A's ISP,
11/4/15 Physician's Order, and 4/2016
MAR (Medication Administration
Record) indicated client A's diagnoses
included, but were not limited to:
Cerebral Palsy, Seborrhea Dermatitis,
Scoliosis, History of GI Bleed, Iron
Deficiency Anemia, Edema, Depression,
and Constipation. Client A's records
indicated "Adaptive Equipment: Electric
and manual Wheel Chairs, soft torso back
brace, Vascular knee small/regular ted

undergarments, Baclofen Pump...rolling
toilet seat, and gel cushion for wheel
chair." Client A's record did not include
dates and times of his scheduled

On 4/26/16 at 8:30am, an interview with
the Area Director (AD) was conducted.

0 Vehicle use and
safety/supervision precautions during
transport.

The Program Coordinator will
be trained on when to contact the
Program Director.

The Program Coordinator and
Program Director will be trained on
reportable incidents and notifying the
administrator.

The Program Coordinator and
Program Director have been
retrained on IN Mentor’s resident
finance expectations including
tracking of money and what to do in
the event of missing money

The Program Coordinator and
Program Director will be trained on
the accident reporting process
including IN Mentor’s expectations
and reporting BDDS reports

Clients A and H have been
discharged from IN Mentor services.

The Program Coordinator and
Program Director will be trained on
reporting wound concerns to the
nurse.

The Program Director will be
retrained on the role and expectations
of the QIDP.

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

All residents have the

The AD indicated client A had been
hospitalized on 4/18/16 for his
dehydration and Baclofen Pump. The AD
indicated the agency nurse indicated she

deficient practice.

staff regarding:

potential to be affected by the same

Training completed with the
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checked client A on 4/18/16 and heard 0 How to document skin/wound
bowel sounds before client A left for the findings 1crllclud1ng Co.mpetfnlfy based
. Cg. . trainin, ocumentation of the
hospital. The AD indicated after client A g ( .
) R wound, when to notify the nurse,
was admitted to the hospital it was a few descriptive terms)
days later that the diagnosis of impacted 0 Reporting skin/wound concerns
bowels was added. The AD indicated the to the Program Coordinator.
group home had experienced a change of 0 Abuse, neglect and exploitation-
. . . what constitutes abuse, report
Residential Managers four or five times . . L
L. . expectations and investigation
within the past 6 to 8 month period of expectations (competency test
time. The AD indicated clients A and H provided)
did miss their scheduled appointments 0 When to contact the Program
and the current Residential Manager Coordinator
. o0 Staff’s role in resident finances
(RM) was attempting to recreate who had . .
4 . (purchasing requested items from
appointments and when the appointments guardian/team, obtaining receipts,
were scheduled with the current returning change and receipts).
physician's and specialist's doctor's O Resident rights
offices. The AD indicated appointments 0 Vehicle use and ) ]
. safety/supervision precautions during
have been missed and assessments for )
. ransport.
follow up appointments have been late The Program Coordinator will
because the facility staff and previous be trained on when to contact the
RM's did not document client specific Program Director.
schedules for appointments. The AD The,PrOgram. Coordu?ator and
dth " 11 ded Program Director will be trained on
state .t ¢ urse “usua _y provide ) reportable incidents and notifying the
oversight however during the same time" administrator.
two different nurses were hired to The Program Coordinator and
supervise the group home and one Program Director have been
additional nurse with the agency from retrained on IN Ment.or S Tes ident
h fth . finance expectations including
another area ot the state was attempting tracking of money and what to do in
to oversee the group home when the the event of missing money
assigned nurse had left in order to The Program Coordinator and
coordinate the nursing care and services Program Director will be trained on
for the clients. Fhe ac<.:1dent reporting process .
including IN Mentor’s expectations
and reporting BDDS reports.
Confidential Interview (CI) #2 was The Program Coordinator and
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conducted. CI #2 stated client A Program Director will be trained on
"missed" his physician's appointments reporting wound concerns to the
and the advocates/guardians were not e The Program Director will be
contacted. CI#2 stated client A "had a retrained on the role and expectations
Baclofen Pump" to help with his spinal of the QIDP.
cord fluid, treatment of his spasticity, and
Cerebral Palsy. CI #2 stated "how does 3. What measures will be put
that run out and no body notices." CI #2 into place o What systemic
changes will be made to ensure
stated client A was out of his medication that the deficient practice does not
"over 8 weeks." Then since the pump recur:
was out when the group home noticed in Training completed with the
2/2016 the physician decided to evaluate staff regarding: i
. o0 How to document skin/wound
areplacement. CI #2 stated client A was findings including competency based
given oral Baclofen, after appointments training (documentation of the
were missed and/or rescheduled, and "we wound, when to notify the nurse,
think" it contributed to his vomiting and descriptive terms)
stomach problems he was hospitalized © Reporting Skm/wo_und concerns
X Lo . to the Program Coordinator.
with now. CI#2 indicated client A had o Abuse, neglect and exploitation-
been in the hospital since 4/18/16 for his what constitutes abuse, report
vomiting and dehydration. expectations and investigation
expectations (competency test
Client H's record was reviewed on provided)
. 0 When to contact the Program
4/27/16 at 12:30pm. Client H's 9/4/15 Coordinator
ISP and 11/23/15 Physician's Order o0 Staff’s role in resident finances
included, but were not limited to the (purchasing requested items from
following diagnoses: Chronic Joint Pain, guardian/team, obtaining receipts,
Congestive Heart Failure, Hearing returning Chal,lge and receipts)
T . . 0 Resident rights
Disability, Severe Rheumatoid Arthritis, o Vehicle use and
and Hypertension. Client H's record did safety/supervision precautions during
not include his scheduled medical transport.
appointments. The Program Coordinator will
be trained on when to contact the
. . Program Director.
Confidential Interview (CI) #1 was The Program Coordinator and
conducted. CI #1 stated "it was very Program Director will be trained on
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difficult to get and give medical reportable incidents and notifying the
information to a staff for [client H]. Call administrator. .
. The Program Coordinator and
backs after a message was left did not .
) o ) ) Program Director have been
exist." CI#1 indicated client H missed retrained on IN Mentor’s resident
the following physician appointments: finance expectations including
-A follow up medical appointment on tracking of money and what to do in
3/14/16 was rescheduled. the eve?h(’fpmlssmg Iéloneg'. or and
. . € rrogram Coordinator an:
-A 2/24/16 medical appointment, CI #1 - rosram .
Program Director will be trained on
n n
stated he was a "no show" for the the accident reporting process
appointment. including IN Mentor’s expectations
-A follow up medical appointment on and reporting BDDS reports.
1/28/16 was rescheduled The Program Coordinator and
) Program Director will be trained on
-A 12/7/15 Ears, Nose, and Throat er
: ) ) reporting wound concerns to the
medical appointment client H was a "no nurse.
show." The Program Director will be
-A medical appointment on 11/20/15 was retrained on the role and expectations
rescheduled "because of staffing issues." of the QIDP.
-A 11/4/15 medical appointment was 4. How will the corrective
rescheduled. action be monitored to ensure the
-A 10/16/15 new patient appointment deficient practice will not recur?
was kept "however 25 minutes late" with Quarterly Health and Safety
staff to the appointment assessments will be completed by the
. PP K ’ Program Coordinator and/or the
-A medical appointment on 9/15/15 was Program Dircctor and forwarded to
rescheduled and CI #1 stated "was told the Quahty Improvement department.
transportation issues." These assessments include a review
of the environmental needs for the
2. The facility's reportable and home, review of risk plans, ISP, BSP
o L and client specific training for the
investigative records from 11/1/15 residents. The assessment also
through 4/25/16 were reviewed on includes an interview of staff to
4/25/16 at 1:40pm, 4/27/16 at 12:20pm, ensure they know how to properly
and on 5/6/16 at 9:15am. The review did document medical needs, how to
not indicate a report that client A had Zﬂgg;;mdem& and understanding
open pressure ulcer area developed in the THe Quality Improvement
group home. Department and the Area Director
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Client A's record was reviewed on
4/27/16 at 12:55pm. Client A's 1/29/16
ISP (Individual Support Plan) and 2016
Risk Plan indicated client A was at risk
for skin integrity problems because of his
decreased mobility. Client A's 5/26/15
"Skin Integrity Risk Plan" indicated "the
key to keeping the skin intact is keeping
it dry and pressure free...repositioning
every hour...documenting in therap (a
facility computerized record for staff to
document each client's information)...."
Client A's diagnoses included, but were
not limited to: Cerebral Palsy, Scoliosis,
and Edema. Client A's 2/12/16 and
4/2016 MAR both indicated client A had
problems related to his limited mobility.
Client A's record indicated he was seen
by the wound clinic in 6/2015, on
6/19/15, and 6/10/15 for a pressure area
on his buttock. Client A's record
indicated he was checked monthly by the
agency nurse regarding his skin and
indicated the following signed by the
agency nurse:

-On 1/15/16 Skin Check "I checked his
left hip which has a tendency to be
reddened. It is red but not open."

-On 11/9/15 Skin Check "due to a fall
this morning that he went to the ER for.
He has a cut above his right eyebrow 2cm
(centimeters) x .5cm with some swelling,
he also has a 10cm x 1cm abrasion on his

will monitor incidents as they are
reported to ensure that they are
reported timely and that all
required incidents are reported to
BDDS.

New staff hired to work at
the site will receive training on
reportable incidents, reporting
expectations and who to contact.

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

June 5th, 2016
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abdomen...checked his left trochanter
area (buttocks) I did not note any open
area but there is a slightly red shiny
1.5cm x 1.5cm area there with a darker
color area below it but all skin is intact at
this time."

-On 11/4/15 "...assessed left
trochanter...at this time skin is intact and
no sore noted."

-On 6/29/15 "...on 6/19/15 met with
[client A] to discuss his appointment at
wound care center...has a reddened area
but it is not opened at this
time...repositioned every hour in the chair
and every 2 hours in bed...will purchase
new cushion for his wheelchair...."

-On 6/11/15 client A "was taken by staff
to Urgent Care evening of 6/10/15 for an
evaluation of a pressure ulcer. A referral
was given for a wound care facility...."
-No documentation was available for
review from the wound care center.

-No documentation regarding the sizes,
shapes, and colors of client A's pressure
areas were available for review.

On 4/27/16 at 12:45pm, an interview was
conducted with the AD (Area Director).
The AD indicated she would attempt to
locate client A's wound care appointment
information. The AD indicated the
agency nurse was new and had just
started her employment. The AD
indicated the agency nurse from another
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arca of the state with the REM/Occazio
agency was trying to catch up the
paperwork for client A. The AD
indicated the former nurse had left the
agency's employment before 2016. The
AD indicated client A was at risk for skin
breakdown, had a pressure ulcer open in
6/2015, and no sizes, shapes, and colors
of client A's pressure ulcers were
developed into a nursing protocol. The
AD indicated the nurse sized, shaped, and
documented the colors of client A's skin
however no documentation was available
for review to show that the facility staff
documented the sizes, shapes, and colors
of client A's skin.

On 5/6/16 at 3:15pm, an interview with
the AD was conducted. The AD
indicated no further information was
available for review.

3. The facility's reportable and
investigative records from 11/1/15
through 4/25/16 were reviewed on
4/25/16 at 1:40pm, and 4/27/16 at
12:20pm. The review did not include a
BDDS report regarding missing money
for client E.

-On 4/26/16 from 6:00am until 8:00am,
observation and interview were
conducted at the group home. At
7:30am, client E stated he was missing
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"$30.00 since before Christmas (2015)"
and "they never replaced it." Client E
stated "three (3) days before I was to
leave on vacation my money was locked
up in the safe and (I) was to get it. It (my
money) was missing." Client E stated the
Residential Manager at the time had the
only access to his money and then
"moved" his (client E's) money to her
office in the group home and "locked it
up there." At 7:30am, GHS #2 and GHS
#4 were present and both indicated client
E had reported the allegation of missing
money when it was missing in 12/2015.
At 7:30am, GHS #4 counted client A, B,
C, D, F, and G's finances and client E's
finances were kept locked inside the
Residential Manager's office.

On 4/27/16 at 8:30am, an interview with
the Area Director (AD) was conducted.
The AD indicated she was unaware of an
allegation of missing finances for client E
and no BDDS report and investigation
were available for review. The AD
indicated client E's allegation should
have been immediately reported and
investigated.

On 5/6/16 at 9:15am, the AD provided an
additional BDDS report for review.

-A 4/27/16 BDDS report for an incident
on 4/26/16 at 8:30am, indicated client E
"spoke with State Surveyor, [client E]
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indicated that the money was missing
before he went home with his family at
Christmas. An exact date or amount of
money missing was not provided. When
the Program Director (aka Residential
Manager) spoke with [client E] on
4/26/16, [client E] indicated that he
couldn't remember how much money was
missing...."

-A 5/2/16 "Summary of Internal
Investigation" indicated the 4/2616
BDDS report information. The
investigation indicated "While
completing the investigation involving
[client E], [GHS (Group Home Staff) #2]
also reported an additional concern of
money missing for [client B]. Amount
that was alleged to be missing was
unknown. Date the money became
missing was also unknown." The
investigation indicated the following:
-Interview with GHS #5 was conducted.
GHS #5 stated clients E and H "were the
two guys who reported concerns with
their money to her. Stated she thought
[client E] said it was $30.00 and she
thought [client H] was missing a couple
of dollars. Stated she did not report the
missing money to anyone. When asked
why she did not report the missing
money, [GHS #5] stated [client E] had
said he reported the missing money to
[the PD aka Residential Manager]."
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-Interview with client E was conducted.
Client E "stated his missing $30.00 hasn't
been replaced yet...Stated the money was
missing in December....Stated he was
looking for the money before he left for
his parents and he couldn't find it...Stated
[GHS #1, GHS #2, GHS #3, GHS #4,
GHS #5, and the QIDP (Qualified
Intellectual Disabilities Professional)]
and some of the residents were all aware
that his money was missing...Stated [the
QIDP] told [client E] he (the QIDP) must
have forgotten about it...Stated he was
upset over the missing money but
believed it would eventually be
replaced."

-Interview with GHS #6 was conducted.
GHS #6 stated she "was aware [client E]
had concerns with missing money around
Christmas time. Stated she thought it
was around $30.00...Stated [client E] had
not made a big deal about his missing
money since Christmas."

-Interview with GHS #3 was conducted.
GHS #3 stated "the only time she was
aware of money concerns is when [client
E] lost his $30.00...Stated she can't
remember if [client E] told her
specifically he had #30.00 missing or if
he told another staff and she heard about
it...Stated she reported the missing money
to the PC [aka Residential Manager] at
the time, believed [former Residential
Manager] was the PC at the time. Stated
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she (GHS #3) reported it to the [name of
QIDP]...."

-"Conclusion" of the investigation
indicated "Evidence supports [client E's]
finances do not reflect pawning items for
$30.00. Evidence supports a receipt from
[name of pawn shop] that [client E]
pawned his TV and DVD player for a
combined $40.00...Evidence does support
that [client E, GHS #4, and GHS #7]
reported the missing money of [client E]
to [name of QIDP]. Evidence does
support that [GHS #3] reported the
missing money of [client E] to [name of
the Residential Manager]. Evidence
supports [name of RM and QIDP] deny
knowing about missing money...Evidence
does not indicate what happened to the
missing money..." and evidence does
support that the missing money from the
pawned items was "last seen on
12/11/15." The investigation indicated it
was unsubstantiated that clients B and H
had missing money because the
information was not specific to the
amounts, dates, and tracking system.

4. The facility's reportable and
investigative records from 11/1/15
through 4/25/16 were reviewed on
4/25/16 at 1:40pm, 4/27/16 at 12:20pm,
and on 5/6/16 at 9:15am. The review
included the following BDDS report:
-A 5/2/16 BDDS (Bureau of
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Developmental Disabilities Services)
report for an incident on 5/2/16 at
6:00pm indicated "While completing an
investigation interview with a staff
regarding another client at the [name of
group home] and a missing money
allegation, staff informed this Area
Director that he believed that [client B]
also had missing money. The amount of
the money was not reported by staff as he
was uncertain how much was reported
missing. The date of the missing money
was also unknown, however the other
allegation" was reported for 12/14/15
through 12/21/15 and based on staff
interview "it is possible that [client B's]
missing money allegation occurred
around the same time period."

On 4/27/16 at 12:45pm, an interview
with the Area Director (AD) was
conducted. The AD indicated the
allegations of missing money for clients
B, E, and H were not immediately
reported and should have been. The AD
indicated client B's guardian allegation
was immediately reported but the items
approved for the purchase (shoes and
jeans) were not completed by the RM
who was in charge of the group home
during that period of time. The AD
indicated the group home had had at least
four (4) different Residential Managers
and two (2) different QIDPs within the
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past year. The AD indicated the changes
in leadership staff at the group home and
staff turnover had made it difficult to
determine what had occurred.

On 5/6/16 at 3:15pm, the AD indicated
no further information was available for
review.

5. The facility's reportable and
investigative records from 11/1/15
through 4/25/16 were reviewed on
4/25/16 at 1:40pm, and 4/27/16 at
12:20pm. The review did not include a
BDDS report regarding an automobile
accident and damage to the facility
vehicle.

On 4/25/16 from 2:55pm until 5:15pm
and on 4/26/16 from 6:00am until
8:00am, clients B, C, D, E, F, and G were
observed at the group home. On 4/25/16
at 3:00pm, clients B, C, D, E, F, and G
arrived to the group home on the facility
van. On 4/26/16 at 7:55am, clients B, C,
D, E, F, and G were leaving on the
facility van with facility staff. On
4/26/16 at 7:00am, GHS (Group Home
Staff) #4 with clients B, C, E, and F
walked in and out of the group home. At
7:00am, GHS #4 indicated the facility
van had damage to the left side drivers
side fender and stated the fender was held
in place with "automotive tape" securing
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W 0249

Bldg. 00

the "damaged fender" until the insurance
approves the repairs to the vehicle. GHS
#4 indicated a different staff person had
wrecked the van on the ice "over a month
ago." Clients B, C, E, and F indicated
they were on the van when the accident
occurred. GHS #4 stated she "thought all
the clients" (clients A, B, C, D, E, F, and
G) were on the van at the time of the
accident.

On 4/27/16 at 12:20pm, an interview was
conducted with the AD (Area Director).
The AD indicated a BDDS report was not
filed because there were no injuries to the
clients.

This federal tag relates to complaints
#IN00195813 and #IN00198671.

9-3-2(a)

483.440(d)(1)

PROGRAM IMPLEMENTATION

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, interview, and
record review, for 1 of 7 clients living in
the group home (client G), the facility

W 0249

W 249 Program Implementation
As soon as the interdisciplinary team
has formulated a client’s individual
program plan, each client must

06/05/2016
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failed to ensure client G's BSP (Behavior receive a continuous active treatment
Support Plan) was implemented to secure program ?OHSIStZ‘g of needed
. . interventions and services in
locked sharps when not in direct staff )
o . sufficient number and frequency to
supervision for client G. support the achievement of the
objectives identified in the individual
Findings include: program plan.
. . . 1.  What corrective action will
Observations and interviews were .
be accomplished?
conducted at the group home on 4/25/16 The Program Coordinator will
from 2:55pm until 5:15pm and on do home observations weekly to
4/26/16 from 6:00am until 8:00am. ensure staff are implementing the
During both the observation periods plans of clients and the client’s needs
. . . . are being met.
client G retrieved items from the kitchen . .
_ ) The Program Director will do
cabinets and drawers without GHS home observations bi-weekly to
(Group Home Staff) #1, #2, #3, #4, #5, ensure staff are implementing the
and the Residential Manager (RM) being plans of clients and the client’s needs
present. On 4/25/16 at 3:00pm, inside are being H,le,t' )
he kitchen d bet the st d Training completed with the
the 1 cnen drawer between the Stove an staffregarding:
the sink were three (3) metal probe 0 Behavior plan and restricted
thermometers with pointed ends, two (2) items such as sharps being locked for
metal can openers with pointed edges, Client G S
and one (1) potato peeler with two metal The Behavior Chmc,lan will
d h 5 complete monthly observations or
razo.r cdges were Obsc?rved “_/lt GHS #2. more frequent based on the client’s
Dul‘mg bOth Observatlon pel‘lods the behavioral Support needs to ensure
unsecured metal sharps were kept inside staff is implementing the behavior
the drawer. plan appropriately and that the plan
is still effective.
On 4/26/.16 at 6:am, GHS #3 1nfhc?1ted 2. How will we identify other
sharp objects were kept locked inside the residents having the potential to be
medication room. GHS #3 indicated the affected by the same deficient
3 metal probes, 2 metal can openers, and practice and what corrective
. . action will be taken?
1 metal pota-to peeler remained in the Al residents have the
unsecured kitchen drawer. GHS #3 potential to be affected by the same
showed the locked box inside the deficient practice.
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medication room containing knives, The Program Coordinator will
screw drivers, scissors, and blades. GHS do home Of:iservj‘moils weekly tﬁ
T ensure staff are implementing the
#3 indicated the group home was to have . b ne
) plans of clients and the client’s needs
kept sharp objects secured because of are being met.
client G's behaviors and threats with The Program Director will do
knives. home observations bi-weekly to
ensure staff are implementing the
L lans of clients and the client’s needs
On 4/26/16 at 7:30am, GHS #1 indicated P .
o are being met.
sharps were kept locked inside the Training completed with the
medication room because of client staff regarding:
behaviors. 0 Behavior plan and restricted
items such as sharps being locked for
Cli G d . d Client G.
lent U's record was re_v1ewe on The Behavior Clinician will
4/28/16 at 10:00am. Client G's 12/4/15 complete monthly observations or
ISP (Individual Support Plan) indicated more frequent based on the client’s
client G "has indicated on numerous behavioral support needs to ensure
occasions that he can make a weapon to staff is imp le,memmg the behavior
. - plan appropriately and that the plan
harm himself with just about any o .
) ) ) ) is still effective.
materials provided to him. Most of his The IDT will complete
threats to cut himself though center monthly staffings to ensure that the
around hlm using knives or pop cans. team discusses the needs of the
This has forced staff to lock all of the residents in Q‘e follov’vmg areas:
h d hin the h " home, behavior, IDT’s needed,
S E.ll‘pS an pOp'CaI.lS wit m. the home. family involvement, medical,
Client G's ISP indicated client G "can be workshop/day services, financial and
very intimidating toward others" and adaptive equipment.
included threats with a gun and/or
weapon. Client G's 11/21/15 BSP 3. What measures will be put
havior S Pl indicated th into place or what systemic
(Behavior upport an') H.l 1cate © changes will be made to ensure
need for locked sharps inside the group that the deficient practice does not
home and targeted behaviors of physical recur:
aggression, verbal aggression, self The Program Coordinator will
C .. . e e do home observations weekly to
injurious behavior, and intimidation. . .
ensure staff are implementing the
plans of clients and the client’s needs
On 4/27/16 at 12:45pm, an interview are being met.
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with the Area Director (AD) was The Program Director will do
conducted. The AD stated facility staff home Obs‘;{vat‘?m tl"'weelfly t‘;
ensure staff are implementing the
should have ensured that "all" sharps . b e
plans of clients and the client’s needs
were kept secured and locked when not are being met.
directly supervised by the facility staff. Training completed with the
The AD indicated the unsecured sharps staff regarding:
should not have been left unsecured in ° Behavﬁor pl}"lm anir,esmlmlf i
. . items such as sharps being locked for
the kitchen drawers/cabinets. The AD Client G P £
indicated client G had the identified need The Behavior Clinician will
for locked sharps to ensure their safety. complete monthly observations or
more frequent based on the client’s
On 5/6/16 at 3:15pm, the AD indicated behavioral support needs to ensure
. . . staff is implementing the behavior
no further information was available for .
] plan appropriately and that the plan
review. is still effective.
The IDT will complete
9-3-4(a) monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.
4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?
The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.
The Program Coordinator will
monitor to ensure the clients plans
and needs are being met during their
weekly observations.
The Behavior Clinician will
complete monthly observations or
more frequent based on the client’s
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behavioral support needs to ensure

staff is implementing the behavior

plan appropriately and that the plan
is still effective.

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

The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment. The notes from
this meeting will be shared with the
Area Director and/or Quality
Assurance for their review.

Monthly supervisory visit
check sheets to be completed by the
QIDP. These will be forwarded to
the Area Director for review.

Quarterly Health and Safety
assessments will be completed by the
Program Coordinator and/or the
Program Director and forwarded to

the Quality Improvement department.

These assessments include a review
of the environmental needs for the
home, review of risk plans, ISP, BSP
and client specific training for the
residents. The assessment also
includes an interview of staff to
ensure they know how to properly
document medical needs, how to
report incidents, and understanding
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of BSP’s.
5.  What is the date by which the
systemic changes will be
completed?
June 5th, 2016
W 0318 483.460
HEALTH CARE SERVICES
Bldg. 00 The facility must ensure that specific health
care services requirements are met.
Based on observation, interview and W 0318 W 318 Health Care Services 06/05/2016
record review for 4 of 4 sampled clients The .f:_‘“::tyl’t‘l‘l““ ensure that
.. . Speciiic hea care services
(A, B, C, and D) and 4 additional clients peet
’ o i requirements are met.
(clients E, F, G, and H), the facility failed
to meet the Condition of Participation: 1. What corrective action will
Health Care Services. be accomplished?
The Program Coordinator will
. . . do home observations weekly to
The facility failed to ensure nursing ensure staff are implementing the
services met the health care needs of plans of clients and the client’s needs
clients A, B, C, D, E, F, G, and H. The are being met.
facility failed to ensure nursing services The Program Director will do
. . h b tions bi-weekly t
assessed and monitored clients A and H's orme observations bl-weetly fo
. . ensure staff are implementing the
attendance to medical appointments, plans of clients and the client’s needs
client A's pressure ulcer area, client D's are being met.
development of a pain protocol plan, Training completed with the
clients A and D's laboratory testing, staff regarding:
. . . .. o How to document skin/wound
tuberculin skin testing, medication o )
. ] o findings including competency based
administration errors, and medication and training (documentation of the
medication key security. wound, when to notify the nurse,
descriptive terms)- training
Findings include: completed by the nurse to ensure
compliance.
e 0 Reporting skin/wound concerns
Please refer to W331. The facility's to the Program Coordinator.
nursing staff failed to ensure oversight of 0 Client D’s risk plan for reporting
staff to ensure clients A and H's medical pain. This training will be completed
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appointments were completed. The by the nurse to ensure understanding.
facility's nursing staff failed to ensure the © Administering PRN medications
S and documenting follow up
development of a protocol for client's A Lo .
. 0 Med administration expectations
open skin pressure wound and to ensure o Notifying the Program
the pressure area was staged, measured, Coordinator when medications are
and the appearance documented by the getting low or are no longer available
facility staff and the agency nurse. The in the home .
ey . . o Expectations for securing
facility's nursing staff failed to ensure the o .
) i medication (med cabinet and keys)
development of a pain protocol for client The Program Coordinator and
D's pain. The facility's nursing staff Program Director/QIDP will be
failed to ensure clients A and D's PSA retrained on the appointment process
(Prostate-Specific Antigen to determine expectations, yearly appointment
. expectations, following physician
protein produced by the cells of the :
recommendations and
prostate gland) tests were completed for 2 communication expectations with the
of 3 sampled clients (clients A and D). nurse. This training will be
completed by the nurse.
Please refer to W327. The facility failed _ The Program Director/QIDP
1 lients A. B. and C' will be retrained on how to approve
to complete clien S_ > an S the MAR’s and the expectations for
Mantoux (tuberculin skin test) and/or configuring the MAR’s. This training
screening in millimeters (mm) for 3 of 4 will be completed by the nurse.
sampled clients (clients A, B, and C). The nurse will monitor the
MAR approve for the next three
e . months to ensure accuracy.
Please refer. to W368. The facility failed The nurse will review the
to ensure clients A, B, C, D, E, F, G, and monthly physician orders generated
H's medications were administered from the pharmacy to ensure
according to physician's orders for 7 of 7 accuracy. T}}ese will be Compa“fd to
clients (clients A, B, C, D, E, F, and G) thetMAR s in Mentor’s electronic
.. . . system.
and 1 additional client (client H). The nurse will communicate
any discrepancies and submit
Please refer to W382. The facility failed rewrites to the pharmacy.
to ensure client A, B, C, D, E, F, and G's The Program Director/QIDP,
S Program Coordinator and Nurse will
medications were kept secured when not )
. . . be trained on how to complete med
being administered for 4 of 4 clients cabinet checks. This training will be
(clients A, B, C, and D) and 3 additional completed by Mentor’s nurse.
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clients (clients E, F, and G).

Please refer to W383. The facility failed
to secure the medication cart keys for 4
of 4 sampled clients (A, B, C, and D) and
3 additional clients (clients E, F, and G)
who resided in the home.

This federal tag relates to complaints
#IN00195813 and #IN00198671.

9-3-6(a)

Med cabinet checks will be
completed by the Program
Coordinator weekly. Results of the
checks will be forwarded to the nurse
to ensure that the needs for the
residents are being addressed.

A med cabinet audit will be
completed to ensure that the med
labels match the MAR and that all
medication per physician orders are
available in the home. This was
completed by the nurse on 6-2-16.

Staff who are responsible for
a medication error will be suspended
from passing meds until a med
practicum can be completed. In
addition they will received a written
warning for their first error. Staff
responsible for a second medication
error will be suspended from passing
meds, receive a final warning, attend
Core A/B again and then must
successfully complete a med
practicum. Staff responsible for a
third medication error will be
terminated from employment.

Clients A and H have been
discharged from IN Mentor services.

The Program Coordinator and
Program Director/QIDP will be
trained on reporting wound concerns
to the nurse. This training will be
completed by the nurse.

The nurse will be trained on
how to stage skin sores, measure and
to document their appearance in their
nursing notes. This training was
completed by Michelle Hayes, RN
with IN Mentor on 5-16-16.

The nurse will review the skin
wound documentation submitted by
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the staff on a weekly basis to ensure
accuracy. Any observation of skin
integrity concerns will be
communicated to the nurse per the
client skin/wound protocol.

A risk plan/protocol for
reporting pain for Client D will be
implemented. The nurse has written
this protocol.

Client D will complete a PSA
screening.

Client B and C will have TB
tests administered.

The medication keys will be
kept on staff during their shift instead
of hanging on the wall.

The Program Director will be
retrained on the role and expectations
of the QIDP.

The Program Director and
Program Coordinator will be
retrained on the IDT process.

The Program Coordinator and
Program Director/QIDP will be
retrained on the expectations for the
medical charts and communicating
the physician recommendations to
the team. The nurse completed this
training on 6-2-16.

The medical charts for the site
will be reviewed by the nurse and/or
Area Director. This was completed
on 6-3-16.

A med chart audit will be
completed to identify any missing
doctor appointments or physician
recommendations that need to be
followed up on. This was completed
by the nurse and/or Area Director on
6-3-16.

The IDT will complete
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monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

Program
Coordinator/QIDP/nurse oversight of
the MAR’s, intake/elimination and
skin/wound documentation (daily
basis Program Coordinator) and
when in the home (QIDP and nurse)
to ensure it is completed and holes
are addressed appropriately.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT. This training will be completed
by the Mentor nurse.

In the event that a client
develops a pressure sore, the nurse
will monitor and/or assess the client
on at least a weekly basis until the
sore has resolved.

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

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

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

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

Training completed with the
staff regarding:

0 How to document skin/wound
findings including competency based
training (documentation of the
wound, when to notify the nurse,
descriptive terms)- training
completed by the nurse to ensure
compliance.

0 Reporting skin/wound concerns
to the Program Coordinator.

o0 Client D’s risk plan for reporting
pain. This training will be completed
by the nurse to ensure understanding.
0 Administering PRN medications
and documenting follow up

0 Med administration expectations
0 Notifying the Program
Coordinator when medications are
getting low or are no longer available
in the home

o Expectations for securing
medication (med cabinet and keys)

The Program Coordinator and
Program Director/QIDP will be
retrained on the appointment process
expectations, yearly appointment
expectations, following physician
recommendations and
communication expectations with the
nurse. This training will be
completed by the nurse.

The Program Director/QIDP
will be retrained on how to approve
the MAR’s and the expectations for
configuring the MAR’s. This training
will be completed by the nurse.
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The nurse will monitor the
MAR approve for the next three
months to ensure accuracy.

The nurse will review the
monthly physician orders generated
from the pharmacy to ensure
accuracy. These will be compared to
the MAR’s in Mentor’s electronic
system.

The nurse will communicate
any discrepancies and submit
rewrites to the pharmacy.

The Program Director/QIDP,
Program Coordinator and Nurse will
be trained on how to complete med
cabinet checks. This training will be
completed by Mentor’s nurse.

Med cabinet checks will be
completed by the Program
Coordinator weekly. Results of the
checks will be forwarded to the nurse
to ensure that the needs for the
residents are being addressed.

A med cabinet audit will be
completed to ensure that the med
labels match the MAR and that all
medication per physician orders are
available in the home. This was
completed by the nurse on 6-2-16.

Staff who are responsible for
a medication error will be suspended
from passing meds until a med
practicum can be completed. In
addition they will received a written
warning for their first error. Staff
responsible for a second medication
error will be suspended from passing
meds, receive a final warning, attend
Core A/B again and then must
successfully complete a med
practicum. Staff responsible for a
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third medication error will be
terminated from employment.

The Program Coordinator and
Program Director/QIDP will be
trained on reporting wound concerns
to the nurse. This training will be
completed by the nurse.

The nurse will be trained on
how to stage skin sores, measure and
to document their appearance in their
nursing notes. This training was
completed by Michelle Hayes, RN
with IN Mentor on 5-16-16.

The nurse will review the skin
wound documentation submitted by
the staff on a weekly basis to ensure
accuracy. Any observation of skin
integrity concerns will be
communicated to the nurse per the
client skin/wound protocol.

The medication keys will be
kept on staff during their shift instead
of hanging on the wall.

The Program Director will be
retrained on the role and expectations
of the QIDP.

The Program Director and
Program Coordinator will be
retrained on the IDT process.

The Program Coordinator and
Program Director/QIDP will be
retrained on the expectations for the
medical charts and communicating
the physician recommendations to
the team. The nurse completed this
training on 6-2-16.

The medical charts for the site
will be reviewed by the nurse and/or
Area Director. This was completed
on 6-3-16.

A med chart audit will be
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completed to identify any missing
doctor appointments or physician
recommendations that need to be
followed up on. This was completed
by the nurse and/or Area Director on
6-3-16.

The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

Program
Coordinator/QIDP/nurse oversight of
the MAR’s, intake/elimination and
skin/wound documentation (daily
basis Program Coordinator) and
when in the home (QIDP and nurse)
to ensure it is completed and holes
are addressed appropriately.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
implemented and/or addressed by the
IDT. This training will be completed
by the Mentor nurse.

In the event that a client
develops a pressure sore, the nurse
will monitor and/or assess the client
on at least a weekly basis until the
sore has resolved.

The IDT will continue to
monitor the needs of all of the
clients. The IDT will convene to
address and monitor the health care
needs of the residents until they
improve and/or stabilize.

All resident risk plans will be
reviewed by the nurse. Revisions will
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be implemented as necessary.

The nurse will monitor staff
documentation at a minimum of
weekly and communicate with the
necessary team members as needed.

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

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

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

Training completed with the
staff regarding:

o0 How to document skin/wound
findings including competency based
training (documentation of the
wound, when to notify the nurse,
descriptive terms)- training
completed by the nurse to ensure
compliance.

0 Reporting skin/wound concerns
to the Program Coordinator.

0 Client D’s risk plan for reporting
pain. This training will be completed
by the nurse to ensure understanding.
0 Administering PRN medications
and documenting follow up

0 Med administration expectations
0 Notifying the Program
Coordinator when medications are
getting low or are no longer available
in the home
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o Expectations for securing
medication (med cabinet and keys)

The Program Coordinator and
Program Director/QIDP will be
retrained on the appointment process
expectations, yearly appointment
expectations, following physician
recommendations and
communication expectations with the
nurse. This training will be
completed by the nurse.

The Program Director/QIDP
will be retrained on how to approve
the MAR’s and the expectations for
configuring the MAR’s. This training
will be completed by the nurse.

The nurse will monitor the
MAR approve for the next three
months to ensure accuracy.

The nurse will review the
monthly physician orders generated
from the pharmacy to ensure
accuracy. These will be compared to
the MAR’s in Mentor’s electronic
system.

The nurse will communicate
any discrepancies and submit
rewrites to the pharmacy.

The Program Director/QIDP,
Program Coordinator and Nurse will
be trained on how to complete med
cabinet checks. This training will be
completed by Mentor’s nurse.

Med cabinet checks will be
completed by the Program
Coordinator weekly. Results of the
checks will be forwarded to the nurse
to ensure that the needs for the
residents are being addressed.

A med cabinet audit will be
completed to ensure that the med
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labels match the MAR and that all
medication per physician orders are
available in the home. This was
completed by the nurse on 6-2-16.

Staff who are responsible for
a medication error will be suspended
from passing meds until a med
practicum can be completed. In
addition they will received a written
warning for their first error. Staff
responsible for a second medication
error will be suspended from passing
meds, receive a final warning, attend
Core A/B again and then must
successfully complete a med
practicum. Staff responsible for a
third medication error will be
terminated from employment.

The Program Coordinator and
Program Director/QIDP will be
trained on reporting wound concerns
to the nurse. This training will be
completed by the nurse.

The nurse will be trained on
how to stage skin sores, measure and
to document their appearance in their
nursing notes. This training was
completed by Michelle Hayes, RN
with IN Mentor on 5-16-16.

The nurse will review the skin
wound documentation submitted by
the staff on a weekly basis to ensure
accuracy. Any observation of skin
integrity concerns will be
communicated to the nurse per the
client skin/wound protocol.

The medication keys will be
kept on staff during their shift instead
of hanging on the wall.

The Program Director will be
retrained on the role and expectations
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of the QIDP.

The Program Director and
Program Coordinator will be
retrained on the IDT process.

The Program Coordinator and
Program Director/QIDP will be
retrained on the expectations for the
medical charts and communicating
the physician recommendations to
the team. The nurse completed this
training on 6-2-16.

The medical charts for the site
will be reviewed by the nurse and/or
Area Director. This was completed
on 6-3-16.

A med chart audit will be
completed to identify any missing
doctor appointments or physician
recommendations that need to be
followed up on. This was completed
by the nurse and/or Area Director on
6-3-16.

The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

Program
Coordinator/QIDP/nurse oversight of
the MAR’s, intake/elimination and
skin/wound documentation (daily
basis Program Coordinator) and
when in the home (QIDP and nurse)
to ensure it is completed and holes
are addressed appropriately.

The nurse will be trained on
how to follow up with physician
recommendations to ensure they are
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W 0327

Bldg. 00

483.460(a)(3)(iv)
PHYSICIAN SERVICES
The facility must provide or obtain annual

implemented and/or addressed by the
IDT. This training will be completed
by the Mentor nurse.

In the event that a client
develops a pressure sore, the nurse
will monitor and/or assess the client
on at least a weekly basis until the
sore has resolved.

The IDT will continue to
monitor the needs of all of the
clients. The IDT will convene to
address and monitor the health care
needs of the residents until they
improve and/or stabilize.

All resident risk plans will be
reviewed by the nurse. Revisions will
be implemented as necessary.

The nurse will monitor staff
documentation at a minimum of
weekly and communicate with the
necessary team members as needed.

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

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

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

Mentor’s nurse will be in the
home on a weekly basis or more
frequently as needed to monitor for
concerns and assess residents.
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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 interview and record review, W 0327 W 327 Physician Services 06/05/2016
for 3 of 4 sampled clients (clients A, B, The falml;lty ,mulSt provide or Obtfam N
o . annua. sical examinations of eac
and C), the facility failed to complete o PRY - .
i ’ ] client that at a minimum includes
clients A, B, and C's Mantoux (tuberculin tuberculosis control, appropriate to
skin test) and/or screening in millimeters the facility’s population, and in
(mm). accordance with the
recommendations of the American
Findi include: College of Chest Physicians or the
Indings melude. section on diseases of the chest of the
American Academy of Pediatrics, or
Client A's record was reviewed on both.
4/27/16 at 12:55pm. Client A's record
indicated he was admitted to the facility 11)' Whatl_c:lrr::twe action will
. ' € accomplished:
on 3/30/1999. Client A's 2/12/16, The Program Coordinator and
12/10/15, 11/13/15, 8/7/15, 6/19/15, and Program Director will be retrained
4/21/15 physician's visits did not include on the appointment process
a Mantoux skin test which was read as expectations, yearly appointment
millimeters expectations, following physician
' recommendations and
) ) communication expectations with the
Client B's record was reviewed on nurse.
4/27/16 at 12:45pm, and on 4/28/16 at Client B and C will have TB
9:10am. Client B's 11/4/15, 10/14/15, tests administered. .
7/21/15, and 4/21/15 physician's visits , The, medical charts for the site
. . . will be reviewed by the nurse.
dld' not include a Marllt(')ux skin test A med chart audit will be
which was read as millimeters. completed to identify any missing
doctor appointments or physician
Client C's record was reviewed on recommendations that need to be
4/27/16 at 1:00pm and on 4/28/16 at followed up on.
. 5 1
8:40am. Client C's 2/12/16, 11/3/15, 2. How will we identify other
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8/7/15, and 4/21/15 physician's visits did residents having the potential to be
not include a Mantoux skin test which affected by the same deficient
[ practice and what corrective
was read as millimeters. L
action will be taken?
All residents have the
On 4/27/16 at 12:45pm, an interview potential to be affected by the same
with the Area Director (AD) was deficient practice.
conducted. The AD indicated clients The_ngram, Coordmat,or and
livine in th h hould . Program Director will be retrained
iving in the group home should receive a on the appointment process
yearly Mantoux/Tuberculin skin test expectations, yearly appointment
and/or a tuberculosis screening read in expectations, following physician
millimeters. The AD indicated clients A, recommendations and
B, an d C's Mantoux skin tests were not communication expectations with the
. . nurse.
available for review. The medical charts for the site
will be reviewed by the nurse.
On 5/6/16 at 3:15pm, the AD indicated A med chart audit will be
no further information was available for completed to identify any missing
: doctor appointments or physician
Treview. ;
recommendations that need to be
followed up on.
9-3-6(a) The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.
TB tests will be obtained for
all clients who are past due.
TB tests will be obtained
yearly for all clients.
3.  What measures will be put
into place or what systemic
changes will be made to ensure
that the deficient practice does not
recur:
The Program Coordinator and
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Program Director will be retrained
on the appointment process
expectations, yearly appointment
expectations, following physician
recommendations and
communication expectations with the
nurse.

The medical charts for the site
will be reviewed by the nurse.

A med chart audit will be
completed to identify any missing
doctor appointments or physician
recommendations that need to be
followed up on.

The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment.

TB tests will be obtained for
all clients who are past due.

TB tests will be obtained
yearly for all clients.

4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?
The IDT will complete
monthly staffings to ensure that the
team discusses the needs of the
residents in the following areas:
home, behavior, IDT’s needed,
family involvement, medical,
workshop/day services, financial and
adaptive equipment. Copies of the
staffings will be forwarded to all
team members including the Area
Director and/or Quality Assurance
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for review.
The Program Coordinator
will turn in appointment tracking
sheets to the nurse biweekly for
review.
The Program Coordinator
will submit scan in all physician
notes into Therap (electronic
documentation system) for the
team to be able to review. The
original notes will be forwarded to
the nurse to be filed in the client
medical chart.
5.  What is the date by which the
systemic changes will be
completed?
June 5th, 2016
W 0331 483.460(c)
NURSING SERVICES
Bldg. 00 The facility must provide clients with nursing
services in accordance with their needs.
Based on observation, record review, and W 0331 W 331 Nursing Services 06/05/2016
interview, for 3 of 8 clients (clients A, D The facility must provide clients with
’ o . o nursing services in accordance with
and H), the facility's nursing staff failed e
] their needs.
to ensure oversight of staff to ensure
clients A and H's medical appointments 1. What corrective action will
were completed. be accomplished?
Training completed with the
ey . . staff regarding:
The facility's nursing staff failed to 6 How to document skin/wound
ensure the development of a protocol for findings including competency based
client A's open pressure wound and to training (documentation of the
ensure the pressure area was staged, wound, when to notify the nurse,
measured, and the appearance desglpn‘:_ tem;)/ q
. o cporting sKin/wound concerns
documented by the facility staff and the porine .
to the Program Coordinator.
agency nurse. 0 Client D’s risk plan for reporting
pain.
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The facility's nursing staff failed to The Program Coordinator and
ensure the development of a pain Proirarn Dl'rector will be retrained
. , . on the appointment process
protocol for client D's pain. expectations, yearly appointment
. ' ) expectations, following physician
The facility's nursing staff failed to recommendations and
ensure clients A and D's PSA communication expectations with the
(Prostate-Specific Antigen to determine urse.
tei duced by th s of th Clients A and H have been
protein produced by the cells ot the discharged from IN Mentor services.
prostate gland) tests were completed. The Program Coordinator and
Program Director will be trained on
Findings include: reporting wound concerns to the
nurse.
.- The nurse will be trained on
.1' Th? fa?lhty's reportable and how to stage skin sores, measure and
investigative records from 11/1/15 to document their appearance in their
through 4/25/16 were reviewed on nursing notes.
4/25/16 at 1:40pm, 4/27/16 at 12:20pm, The nurse will review the skin
and on 5/6/16 at 9:15am. The review did wound documentation Su,bmltted by
.- .- . the staff on a weekly basis to ensure
not indicate the facility staff and nursing accuracy
staff's failure to ensure clients A and H A risk plan/protocol for
attended their scheduled medical reporting pain for Client D will be
appointments. implemented.
Client D will complete a PSA
. , . screening.
Client A's record was reylewed on The Program Director will be
4/27/16 at 12:55pm. Client A's 1/29/16 retrained on the role and expectations
ISP (Individual Support Plan) and 2016 of the QIDP.
Risk Plan indicated client A was at risk The Program Coordinator and
for skin integrity problems because of his Program Dlrem,or will be retrau_led
e . ' ISP on the expectations for the medical
decreased mobility. Client A's ISP, charts and communicating the
1 1/4/1 5 Physician’s Ol‘del‘, and 4/2016 physician recommendations to the
MAR (Medication Administration team.
Record) indicated client A's diagnoses ~ The medical charts for the site
included, but were not limited to: will be reviewed by the furse.
. A med chart audit will be
Cerejbra} Pal.sy, Seborrhea Dermatitis, completed to identify any missing
Scoliosis, History of GI Bleed, Iron doctor appointments or physician
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Deficiency Anemia, Edema, Depression, recommendations that need to be
and Constipation. Client A's records fouowe;ihuplgfr‘ . ot
. . . . . 5] ‘Will complete
indicated "Adaptive Equipment: Electric monthly staffings to ensuf « that the
and manual Wheel Chairs, soft torso back team discusses the needs of the
brace, Vascular knee small/regular ted residents in the following areas:
hose, wrist splint, depends home, behavior, IDT’s needed,
undergarments, Baclofen Pump...rolling family involvement, medical,
toilet seat, and gel cushion for wheel Works.hOP /da}/ services, financial and
adaptive equipment.
chair." Client A's record did not include Program
dates and times of his scheduled Coordinator/QIDP/nurse oversight of
physician's appointments. the skin/wound documentation (daily
basis Program Coordinator) and
On 4/26/16 at 8:30am, an interview with :Vhen " t}.le .home (QIDP and nurse)
o ensure it is completed and
the Area Director (AD) was conducted. addressed appropriately.
The AD indicated client A had been The nurse will be trained on
hospitalized on 4/18/16 for his how to follow up with physician
dehydration and Baclofen Pump. The AD Fecimmendztlorz to e;l;ure ﬂ:ﬁ ar:l
indicated the agency nurse indicated she g%emente andoraddressed by the
checked client A on 4/18/16 and heard In the event that a client
bowel sounds before client A left for the develops a pressure sore, the nurse
hospital. The AD indicated after client A will monitor and/or assess the client
was admitted to the hospital it was a few on at least a weekly basis until the
days later that the diagnosis of impacted sore has resolved.
bowels was added. The AD indicated the 2. How will we identify other
group home had experienced a change of residents having the potential to be
Residential Managers four or five times affected by the same deficient
within the past 6 to 8 month period of pr:cme ,zl‘ln: V:h::t c:rrectwe
time. The AD indicated clients A and H action Xlu re:idaenzl l.lave the
did miss their scheduled appointments potential to be affected by the same
and the current Residential Manager deficient practice.
(RM) was attempting to recreate who had - Tra(i;ing completed with the
. . stalr regarding:
appointments and when the appointments o Ho v% o dogc ment skin/wound
were scheduled with the current findings including competency based
physician's and specialist's doctor's training (documentation of the
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offices. The AD indicated appointments wound, when to notify the nurse,
have been missed and assessments for descriptive terms)
foll int tsh b lat 0 Reporting skin/wound concerns
ollow up app01.n. ments have eer.l ate to the Program Coordinator.
because the facility staft and previous o Client D’s risk plan for reporting
RM's did not document client specific pain.
schedules for appointments. The AD The Program Coordinator and
stated the nurse "usually provided Proirarn Dl'rector will be retrained
. . . on the appointment process
oversight however during the same time" PP proees
. . expectations, yearly appointment
two different nurses were hired to expectations, following physician
supervise the group home and one recommendations and
additional nurse with the agency from communication expectations with the
another area of the state was attempting furse. .
¢ th h hen th The Program Coordinator and
0 (?VCI‘SGG ¢ group OFnG when the Program Director will be trained on
assigned nurse had left in order to reporting wound concerns to the
coordinate the nursing care and services nurse.
for the clients. The nurse will be trained on
how to stage skin sores, measure and
. . to document their appearance in their
Confidential Interview (CI) #2 was . PP
4 nursing notes.
conducted. CI #2 stated client A The nurse will review the skin
"missed" his physician's appointments wound documentation submitted by
and the advocates/guardians were not the staff on a weekly basis to ensure
contacted. CI #2 stated client A "had a aceuracy. ] ]
Baclofen P " hel h hi hal The Program Director will be
aclo eI_l ump"” to help Wlt ls' SP 1na retrained on the role and expectations
cord fluid, treatment of his spasticity, and of the QIDP.
Cerebral Palsy. CI #2 stated "how does The Program Coordinator and
that run out and no body notices?" CI #2 Program Director will be retrained
stated client A was out of his medication on the expectations ,for ,the medical
" 3 ks." Th . h charts and communicating the
OVer & WeeKS. en since the pl.lmp ) physician recommendations to the
was out when the group home noticed in team.
2/2016 the physician decided to evaluate The medical charts for the site
areplacement. CI #2 stated client A was will be reviewed by the furse.
given oral Baclofen, after appointments A me(,i Chaﬁ audit W%H Pe
. hedul " completed to identify any missing
were missed and/or rescheduled, and "we doctor appointments or physician
think" it contributed to his vomiting and recommendations that need to be
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stomach problems he was hospitalized followed up on.
with now. CI#2 indicated client A had thhe If?T will Complet}f .
. . . . monthly staffings to ensure that the
been in the hospital since 4/18/16 for his Y &
o ) team discusses the needs of the
vomiting and dehydration. residents in the following areas:
home, behavior, IDT’s needed,
Client H's record was reviewed on family involvement, medical,
4/27/16 at 12:30pm. Client H's 9/4/15 VtiorkﬁhOP/ day services, financial and
.. adaptive equipment.
ISP and 11/23/15 Physician's Order ’ Pro(glgralzn
included, but were not limited to the Coordinator/QIDP/nurse oversight of
following diagnoses: Chronic Joint Pain, the skin/wound documentation (daily
Congestive Heart Failure, Hearing basis Program Coordinator) and
Disability, Severe Rheumatoid Arthritis, :Vhen mn t},lte home (?ItD; alzid nurse)
. . . o ensure it is completed an
and Hypertension. Client H's record did P
. ) ) addressed appropriately.
not include his scheduled medical The nurse will be trained on
appointments. how to follow up with physician
recommendations to ensure they are
Confidential Interview (CI) #1 was ir];ll; lemented and/or addressed by the
" .
c9nducted. CI#1 stz'ited it V.V&S very In the event that a client
difficult to get and give medical develops a pressure sore, the nurse
information to a staff for [client H]. Call will monitor and/or assess the client
backs after a message was left did not on at least a weekly basis until the
exist." CI #1 indicated client H missed sore has resolved. ) )
he followi hvsici . . The IDT will continue to
the following p y.swlan appomtments. monitor the needs of all of the
-A follow up medical appointment on clients. The IDT will convene to
3/14/16 was rescheduled. address and monitor the health care
-A 2/24/16 medical appointment, CI #1 needs of the residents until they
stated he was a "no show" for the improve and/or stabilize. ,
. All resident risk plans will be
appointment. ) ) reviewed by the nurse. Revisions will
-A follow up medical appointment on be implemented as necessary.
1/28/16 was rescheduled. The nurse will monitor staff
-A 12/7/15 Ears, Nose, and Throat documentation at a minimum of’
. . . " weekly and communicate with the
medical appointment client H was a "no
how." necessary team members as needed.
Show.
-A medical appointment on 11/20/15 was 3. What measures will be put
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rescheduled "because of staffing issues." into place or what systemic
-A 11/4/15 medical appointment was changes will be made to ensure
rescheduled. that the deficient practice does not
-A 10/16/15 new patient appointment e Training completed with the
was kept "however 25 minutes late" with staff regarding:
staff to the appointment. 0 How to document skin/wound
-A medical appointment on 9/15/15 was gzii;gs (lgs‘];illr;igs;f?f?ﬁg based
rescheduled "was told transportation woun d%wh en to notify the nurse,
issues." descriptive terms)
0 Reporting skin/wound concerns
2. The facility's reportable and to the Program Coordinator.
investigative records from 11/1/15 0 Client D’s risk plan for reporting
through 4/25/16 were reviewed on pai The Program Coordinator and
4/25/16 at 1:40pm, 4/27/16 at 12:20pm, Program Director will be retrained
and on 5/6/16 at 9:15am. The review did on the appointment process
not indicate client A had open pressure expectations, yearly appointment
ulcer areas. expectations, following physician
recommendations and
Client A's record was reviewed o communication expectations with the
nurse.
4/27/16 at 12:55pm. Client A's 1/29/16 The Program Coordinator and
ISP (Individual Support Plan) and 2016 Progrém Director will be trained on
Risk Plan indicated client A was at risk :iﬁg:mg wound concerns o the
for skin integrity problems because of his The nurse will be trained on
decreased mobility. Client A's 5/26/15 how to stage skin sores, measure and
"Skin Integrity Risk Plan" indicated "the to document their appearance in their
key to keeping the skin intact is keeping nursing notes. . ‘ ‘
it dry and pressure free...repositioning The nurse W.IH review the skin
o wound documentation submitted by
every hour...documenting in therap (a the staff on a weekly basis to ensure
facility computerized record for staff to accuracy.
document each client's information)...." The Program Director will be
Client A's diagnoses included, but were retrained on the role and expectations
not limited to: Cerebral Palsy, Scoliosis, of the QTIhZ PI;rogram Coordinator and
and Edema. Client A's 2/12/16 and Program Director will be retrained
4/2016 MAR both indicated client A had on the expectations for the medical
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problems related to his limited mobility. charts and communicating the
Client A's record indicated he was seen physician recommendations to the
e team.
by the wound clinic in 6/2015, on The medical charts for the site
6/19/15, and 6/10/15 for a pressure area will be reviewed by the nurse.
on his buttock. Client A's record A med chart audit will be
indicated he was checked monthly by the completed to identify any missing
agency nurse regarding his skin and doctor appzlrtl,tmentt; (t’r phzstlcfn
. . . . recommenaations that need to be
indicated the following signed by the
followed up on.
agency nurse: The IDT will complete
-On 1/15/16 Skin Check "I checked his monthly staffings to ensure that the
left hip which has a tendency to be team discusses the needs of the
reddened. It is red but not open." residents in the following areas:
) . ) home, behavior, IDT’s needed,
-On 11/9/15 Skin Check "due to a fall I .
] ) family involvement, medical,
this morning that he went to the ER for. workshop/day services, financial and
He has a cut above his right eyebrow 2cm adaptive equipment.
(centimeters) x .5cm with some swelling, Program
he also has a 10cm x 1cm abrasion on his ioorSEator/Qj[;P/ furse t(“t’?mf:t.;)f
. € SKin/woun ocumentation (aai
abdomen...checked his left trochanter . } Y
) basis Program Coordinator) and
area (buttocks) I did not note any open when in the home (QIDP and nurse)
area but there is a slightly red shiny to ensure it is completed and
1.5cm x 1.5cm area there with a darker addressed appropriately.
color area below it but all skin is intact at The nurse WI_H be tra.m_ed on
his time." how to follow up with physician
this time. recommendations to ensure they are
-On 11/4/15 "...assessed left implemented and/or addressed by the
trochanter...at this time skin is intact and IDT.
no sore noted." In the event that a client
-On 6/29/15 "...on 6/19/15 met with develops a pressure sore, the nurse
. . . will monitor and/or assess the client
[client A] to discuss his appointment at on at least a weekly basis until the
wound care center...has a reddened area sore has resolved.
but it is not opened at this The IDT will continue to
time...repositioned every hour in the chair MONIOEMENEeds of all OF he
and every 2 hours in bed...will purchase clients. The IDT ,Wlu convene to
. . o address and monitor the health care
new cushion for his wheelchair.... needs of the residents until they
-On 6/11/15 client A "was taken by staff improve and/or stabilize.
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to Urgent Care evening of 6/10/15 for an All resident risk plans will be
evaluation of a pressure ulcer. A referral reviewed by the nurse. Revisions will
. f d facility. " be implemented as necessary.
was given for a Woun care . acility.... The nurse will monitor staff
-No documentation was available for documentation at a minimum of
review from the wound care center. weekly and communicate with the
-No documentation regarding the sizes, necessary team members as needed.
shapes, and colors of client A's pressure
. . 4. How will the corrective
areas were available for review. . .
action be monitored to ensure the
deficient practice will not recur?
On 4/27/16 at 12:45pm, an interview was The Program Director will
conducted with the AD (Area Director). monitor to ensure the clients plans
The AD indicated she would attempt to a’_“i needs are be‘“% met during their
I i K d . bi-weekly observations.
.ocate C 1.ent S woun. cgre appointment The Program Coordinator will
information. The AD indicated the monitor to ensure the clients plans
agency nurse was new and had just and needs are being met during their
started her employment. The AD weekly observations. o
indicated the agency nurse from another Mentor’s nurse.w1ll be in the
fth th the REM/O . home on a weekly basis or more
area of the Staté with the ccazio frequently as needed to monitor for
agency was trying to catch up the concerns and assess residents.
paperwork for client A. The AD New staff hired to work at the
indicated the former nurse had left the site will receive client specific
S 1 individual ori
agency's employment before 2016. The training for eac 1nf11v1d.ua. prior to
T i A <k for ski working a shift. This training
AD indicated client A was at risk for skin includes items such as: risk plans,
breakdown, had a pressure ulcer open in ISP’s, BSP’s, restrictions in place,
6/2015, and no sizes, shapes, and colors programming, and medication
of client A's were developed into a review.
. .- The IDT will let
nursing protocol. The AD indicated the © Wi comprete
. monthly staffings to ensure that the
nurse sized, shaped, and documented the team discusses the needs of the
colors of client A's skin however no residents in the following areas:
documentation was available for review home, behavior, IDT’s needed,
to show that the facility staff documented family involvement, medical,
. . orkshop/day services, financial and
the sizes, shapes, and colors of client A's workshop/Gay serv .
. adaptive equipment. Copies of the
skin. staffings will be forwarded to all
team members including the Area
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On 5/6/16 at 3:15pm, an interview with Director and/or Quality Assurance
the AD was conducted. The AD for review. ,
.- . . Oversight of the skin/wound
indicated no further information was . .
) ) documentation will be completed by
available for review. the Program Coordinator, QIDP, and
nurse.
3. On 4/25/16 from 2:55pm until Quarterly Health and Safety
5:15pm and on 4/26/16 from 6:00am assessments w1l'l be completed by the
. . . . Program Coordinator and/or the
until 8:00am, observation and interviews .
Program Director and forwarded to
were conducted at the group home. the Quality Improvement department.
During both observation periods client D These assessments include a review
used a Walker to Walk throughout the of the environmental needs for the
group home. On 4/25/16 at 3:55pm, hozinel,.re\tnew O.fvnstk PI?HS’;SI;LBSP
. and client speciiic traming ror the
client D told GHS (Group Home Staff) . P £
i e residents. The assessment also
#2 that his legs hurt and indicated that he includes an interview of staff to
was in pain in his legs. GHS #2 ensure they know how to properly
administered two (2) tablets of document medical needs, how to
"Acetaminophen 325mg tid (3 times refp;g;mdems’ and understanding
N ", . 0 .
da11}f) f.or Ar“'[hrms. Client D took. the The Program Coordinator
medication with water. GHS #2 did not will turn in appointment tracking
have client D rate his pain on a pain scale sheets to the nurse biweekly for
and did not collect information regarding rewew_.rh 5 Coordinat
. . ) . . e Program Coordinator
client D's pain. At fl.O(?pm, Cl1e?nF D's ) will submit scan in all physician
4/2016 MAR (Medlcatlon Admlnlstratlon notes into Therap (e|ectronic
Record) was reviewed and indicated documentation system) for the
"Acetaminophen 325mg tid (3 times team tcl> betableiltr)bre\;lew. -Lhed t
. .\ original notes will be forwarded to
daily) for Ar.thrltls. Take 2 tablets (or the nurse to be filed in the client
650mg (milligrams)) by mouth every 4 medical chart.
hours as needed for pain." At 4:00pm,
GHS #2 indicated client D did not have a 5. Whatis the date by which the
pain protocol available to refer to. systemic changes will be
completed?
June 5th, 2016
Client D's record was reviewed on
4/28/16 at 9:35am. Client D's 2/23/16
ISP and 2016 Risk Plans indicated "Risk
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plan for clubfoot...5/26/15 Clubfoot
describes a range of foot abnormalities
usually present at birth...The tissues
connecting the muscles to the bone are
shorter than usual...refer to the sharp
angle to the ankle, like the head of a golf
club...." Client D's ISP indicated
Adaptive Equipment "walker, built up
shoe right foot, and leg braces." Client
D's diagnoses included, but were not
limited to: Kyphosis, Arthritis, Cerebral
Palsy, right leg, and Spastic both lower
extremities.

On 4/27/16 at 12:45pm, an interview was
conducted with the AD (Area Director).
The AD indicated she would attempt to
locate client D's pain protocol.

On 5/6/16 at 3:15pm, an interview with
the AD was conducted. The AD
indicated no further information was
available for review.

4. Client A's record was reviewed on
4/27/16 at 12:55pm. Client A's 1/29/16
ISP (Individual Support Plan) and 2016
Risk Plan indicated client A was over the
age of 50 years. Client A's diagnoses
included, but were not limited to:
Cerebral Palsy, Scoliosis, and Edema.
Client A's 4/2016 MAR and 2/2016
Physician Order both indicated a
recommendation for a yearly PSA
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(Prostate-Specific Antigen to determine
protein produced by the cells of the
prostate gland) test and no PSA was
available for review.

Client D's record was reviewed on
4/28/16 at 9:35am. Client D's record
indicated he was over the age of 50 years.
Client D's diagnoses included, but were
not limited to: Kyphosis, Arthritis,
Cerebral Palsy, right leg, and Spastic
both lower extremities. Client D's
11/4/15 Physician's Order and 4/2016
MAR both indicated a recommendation
for a yearly PSA (Prostate-Specific
Antigen to determine protein produced by
the cells of the prostate gland) test to
"begin date 8/12/1998" and no PSA was
available for review.

On 4/27/16 at 12:45pm, an interview was
conducted with the AD (Area Director).
The AD indicated she would attempt to
locate clients A and D's current PSA
testing.

On 5/6/16 at 3:15pm, an interview with
the AD was conducted. The AD
indicated no further information was
available for review.

This federal tag relates to complaints
#IN00195813 and #IN00198671.
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9-3-6(a)
W 0368 483.460(k)(1)
DRUG ADMINISTRATION
Bldg. 00 | The system for drug administration must
assure that all drugs are administered in
compliance with the physician's orders.
Based on record review and interview for W 0368 06/05/2016
7 of 7 clients (clients A, B, C, D, E, F, })‘}11368 lt)r“ng‘;m'“'sém.t“."t' i
.. . . € systém 10r ar administration
and G) and 1 additional client (client H), must Zssure that a?lg drugs are
the facility failed to ensure clients A, B, administered in compliance with the
C,D, E, F, G, and H's medications were physician’s orders.
administered according to physician's
orders 1.  What corrective action will
' be accomplished?
o ] Training completed with the
Findings include: staff regarding:
0 Med administration expectations
The facility's reportable and investigative 0 Notifying the Program
records from 11/1/15 through 4/25/16 C()t?rdlr;ator When me]dlcatlons e:ebl
. . getting 1ow or are no longer availaole
were reviewed on 4/25/16 at 1:40pm, in the home
4/27/16 at 12:20pm, and on 5/6/16 at The Program Director will be
9:15am. The review included the retrained on how to configure the
following: MAR’s and the expectations for
configuring the MAR’s.
The Program Director,
-A 5/3/16 BDDS (Bureau of Program Coordinator and Nurse will
report for an incident on 5/1/16 at 8:00am cabinet checks.
indicated "MARS (Medication Med cabinet checks Wm be
Administration Records) was not completed by the Program Director
weekly. Results of the checks will be
configured for the 1st (of the month) and forwarded to the nurse.
staff passed meds (medications) and A med cabinet audit will be
didn't give all the meds" for clients B, D, completed to ensure that the med
and E. The report did not indicate which labels match the MAR and that all
medications were omitted by the facility mec.hcatlo.n per physician orders are
available in the home.
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staff. Staff who are responsible for
a medication error will be suspended
L from passing meds until a med
-A 1/30/16 BDDS report for an incident passing b leted. I
129/1 10: R i J practicum can be completed. In
on 1/29/16 at 10:30pm "Staff reporte addition they will received a written
[client B] did not get his morning 7am warning for their first error. Staff
medications Lisinopril for B/P (Blood responsible for a second medication
Pressure), Vitamin E a nutritional error will be suspended from passing
| ’ (1 for behavi d meds, receive a final warning, attend
suppiement, Invega for behavior, an Core A/B again and then must
T n
Lexapro for behavior." The report successfully complete a med
indicated the medications were "returned practicum. Staff responsible for a
and given and later discovered that [client third medication error will be
B] received them at 7am, so his dosage termma;)ed from employment.
" . . rogram
Yvasl double(.l. The 1nvest1gat10r% ) Coordinator/QIDP/nurse oversight of
indicated client B's 1/29/16 medications the MAR’s (daily basis Program
were not dispensed from client B's Coordinator) and when in the home
1/29/16 medication cards "instead" client (QIDP and nurse) to ensure it is
B's medications from his "2/1/16 completed and holes are addressed
L appropriately.
7:00am" medication cards were ppTOPTIEY
administered in error. 2. How will we identify other
residents having the potential to be
-An 11/17/15 BDDS report for an affected by the same deficient
incident on 11/14/15 at 8:00pm indicated pr:cme fl‘ln: V:h::t c:rrectwe
" . , action wi ¢ taken:
a Group Home Staff "gave [client E's] All residents have the
8pm medications to one of the clients and potential to be affected by the same
[name of GHS] does not remember who. deficient practice.
[Client E's] 8pm meds. are as follows: Training completed with the
Abilify, Lipitor, and Metaformin (sic)." f)taflf/lr:gfj:r?iiistration expectations
The report indicated staff took vitals and o Notifying the Program
"watched for symptoms that night for all Coordinator when medications are
clients" (clients A, B, C, D, E, F, G, and getting low or are no longer available
H). in the home
The Program Director will be
427/16 at 12:45 . . retrained on how to configure the
On 7 at 12:45pm, an interview MAR’s and the expectations for
with the Area Director (AD) was configuring the MAR’s.
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conducted. The AD indicated staff The Program Director,
should ensure client A, B, C, D, E, F, G, Progr'flrn Coordinator and Nurse will
, . be trained on how to complete med
and H's physician's orders were followed. .
T . cabinet checks.
The AD indicated the facility followed Med cabinet checks will be
the Core A/Core B training for completed by the Program Director
medication administration and the weekly. Results of the checks will be
facility's policy and procedure for forwarded to the nurse. -
dicati dministrati A med cabinet audit will be
medication administration. completed to ensure that the med
labels match the MAR and that all
On 4/27/16 at 12:45pm, a record review medication per physician orders are
of the facility's undated "Living in the available in the home.
Community" Core A/Core B training for Staff who are responsible for
.. .. N . a medication error will be suspended
medication administration indicated in . .
from passing meds until a med
n . 1 1
Core Lesson 3: Principles of practicum can be completed. In
Administering Medication" medications addition they will received a written
should be administered according to warning for their first error. Staff
physician's orders. respons.lble for a second medlcatl(.)n
error will be suspended from passing
o meds, receive a final warning, attend
On 5/6/16 at 3:15pm, the AD indicated Core A/B again and then must
no further information was available for successfully complete a med
review. practicum. Staff responsible for a
third medication error will be
terminated from employment.
9-3-6(a) L . .
Medication practicums will be
completed with a random staff in the
home at least monthly. Results of this
practicum will be forwarded to the
nurse for review.
3. What measures will be put
into place or what systemic
changes will be made to ensure
that the deficient practice does not
recur:
Training completed with the
staff regarding:
0 Med administration expectations
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0 Notifying the Program
Coordinator when medications are
getting low or are no longer available
in the home

The Program Director will be
retrained on how to configure the
MAR’s and the expectations for
configuring the MAR’s.

The Program Director,
Program Coordinator and Nurse will
be trained on how to complete med
cabinet checks.

Med cabinet checks will be
completed by the Program Director
weekly. Results of the checks will be
forwarded to the nurse.

A med cabinet audit will be
completed to ensure that the med
labels match the MAR and that all
medication per physician orders are
available in the home.

Staff who are responsible for
a medication error will be suspended
from passing meds until a med
practicum can be completed. In
addition they will received a written
warning for their first error. Staff
responsible for a second medication
error will be suspended from passing
meds, receive a final warning, attend
Core A/B again and then must
successfully complete a med
practicum. Staff responsible for a
third medication error will be
terminated from employment.

Medication practicums will be
completed with a random staff in the
home at least monthly. Results of this
practicum will be forwarded to the
nurse for review.
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4. How will the corrective
action be monitored to ensure the
deficient practice will not recur?
Mentor’s nurse will be in the
home on a weekly basis or more
frequently as needed to monitor for
concerns and assess residents.
New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
includes items such as: risk plans,
ISP’s, BSP’s, restrictions in place,
programming, and medication
review.
Oversight of the
MARdocumentation will be
completed by the Program
Coordinator, QIDP, and nurse.
Medication practicums
completed with the staff will be
forwarded to the nurse for review.
5. What is the date by which the
systemic changes will be
completed?
June 5th, 2016
W 0382 483.460(1)(2)
DRUG STORAGE AND RECORDKEEPING
Bldg. 00 The facility must keep all drugs and
biologicals locked except when being
prepared for administration.
Based on observation, record review, and W 0382 W 382 Drug Storage and 06/05/2016
interview, for 4 of 4 clients (clients A, B, Recordkeeping
C, and D) and 3 additional clients (clients gh ¢ fa.mhty must keep all drugs an.d
iologicals locked except when being
E, F, and G), the facility failed to ensure prepared for administration.
client A,B,C, D, E, F, and G's
medications were kept secured when not 1. What corrective action will
being administered. be accomplished?
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The Program Coordinator will
Findings include: do home observations weekly to
ensure staff are ensuring the
i ) ) medications are locked.
Observations and interviews were The Program Director will do
conducted at the group home on 4/26/16 home observations bi-weekly to
from 6:00am until 8:00am. During the ensure staff are ensuring the
observation period clients B, C, D, E, F, medications are locked. .
Training completed with the
and G were observed at the group home. o
) i staff regarding:
Client A had been admitted to the local 0 Expectations for securing
hospital. During the observation period medication (med cabinet and keys)
clients B, C, D, E, F, and G were
observed to walk and access rooms 2. y H‘t’whW'l_l Wil‘lde“t:fy :’_ﬂ;‘;r .
. resiaents naving € potential to be
throughqut the group home. Durmg.the affected by the same deficient
observation period from 6:20am until practice and what corrective
7:45am, the medication cabinet located action will be taken?
inside the unsecured medication/activity Allresidents have the
room was left unlocked. On 4/26/16 at pOten,nal to be ,affeCted by the same
deficient practice.
7:45am, GHS (Group Home Staff) #1 The Program Coordinator will
stated the medication cabinet was do home observations weekly to
unlocked when she started the medication ensure staff are ensuring the
administration at 6:20am and the cabinet medications are 1°Ckeq- .
was "not locked" until 7:45am. GHS #1 The Program Director will do
"staff do shut the door” and th home observations bi-weekly to
stated "staff do shut the door" and the ensure staff are ensuring the
medication/activity room door was not medications are locked.
"kept" locked. Training completed with the
staff regarding:
. . o E tations f¢ i
On 4/27/16 at 12:45pm, an interview XPeCATIons TOT Seeuring
. . medication (med cabinet and keys)
with the Area Director (AD) was
conducted. The AD indicated the 3. What measures will be put
medication cabinet should be kept into place or what systemic
locked. The AD indicated clients A, B, changes will be made to ensure
. that the deficient tice d t
C, D, E, F, and G's medications were kept r:c‘ur_ € delicient practice does no
inside the cabinet. The AD indicated the The Program Coordinator will
facility followed Core A/Core B Living do home observations weekly to
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in the Community for medication ensure staff are ensuring the
administration and medication security. medications are locked. .
The AD indicated clients A, B, C, D, E, The Pro.gram .Dlrecmr will do
home observations bi-weekly to
F, and G had access to the unsecured ensure staff are ensuring the
medications inside the unlocked cabinet. medications are locked.
Training completed with the
On 4/27/16 at 12:45pm, a record review Ztaflgregartd?g: . .
- C xpectations for securing
of the facility's undated "Living in the medication (med cabinet and keys)
Community" Core A/Core B training for
medication administration indicated in 4. How will the corrective
"Core Lesson 3: Principles of action be monitored to ensure the
Administering Medication" medications deficient practice will not recur?
. The Program Coordinator will
should be kept secured when not being do home observations weekly to
administered. ensure staff are ensuring the
medications are locked.
9-3-6(a) The Program Director will do
home observations bi-weekly to
ensure staff are ensuring the
medications are locked.
Mentor’s nurse will be in the
home on a weekly basis or more
frequently as needed to monitor for
concerns and assess residents. While
in the home she will check to ensure
the medications are locked.
Monthly supervisory visit
check sheets to be completed by the
QIDP. These will be forwarded to
the Area Director for review.
5. What is the date by which the
systemic changes will be
completed?
June 5th, 2016
W 0383 483.460(1)(2)
DRUG STORAGE AND RECORDKEEPING
Bldg. 00 Only authorized persons may have access
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to the keys to the drug storage area.
Based on observation, record review, and W 0383 W 383 Drug Storage and 06/05/2016
interview, the facility failed to secure the Recordkeeping
.. Only authorized persons may have
medication cart keys for 4 of 4 sampled access to the keys to the drug storage
clients (A, B, C, and D) and 3 additional area.
clients (clients E, F, and G) who resided
in the home. 1.  What corrective action will
be accomplished?
Findi include: The Program Coordinator will
ndings melude: do home observations weekly to
ensure staff are ensuring the keys are
Observations and interviews were secured.
conducted at the group home on 4/25/16 The Program Director will do
from 2:55pm until 5:15pm and on home observations b1.—weekly to
. ensure staff are ensuring the keys are
4/26/16 from 6:00am until 8:00am. secured
During both observation periods clients Training completed with the
B, C, D, E, F, and G were observed at the staff regarding:
group home. Client A had been admitted 0 EXpéctations for s:ecuring
at the local hospital. During both medication (mefl Ca_bmet and k_eys)
. . . The medication keys will be
observation periods clients B, C, D, E, F, kept on staff during their shift instead
and G were observed to walk and access of hanging on the wall.
rooms throughout the group home.
During the observation periods the 2. How will we identify other
medication keys for the medication residents having the pmen_t'al tobe
. . affected by the same deficient
cabinet were left unsecured at waist practice and what corrective
height hanging on the bulletin board action will be taken?
inside the unsecured and open doorway All residents have the
to the medication/activity room. On Eo;en.tlal to be affected by the same
t practice.
4/26/16 at 7:45am, GHS (Group Home erictenl’ practice . .
o . The Program Coordinator will
Staff) #1 stated the medication cabinet do home observations weekly to
keys were "always" kept hanging ensure staff are the keys are secured.
unsecured on the bulletin board. GHS #1 The Program Director will do
indicated the bulletin board was not home Obsef?’ ations b‘fwee$11t°
ensure staff are ensuring the keys are
secured. GHS #1 stated "staff do shut the secured & Y
door" and the medication/activity room Training completed with the
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door was not "kept" locked. staff regarding:
o0 Expectations for securing
. . medication (med cabinet and keys
On 4/27/16 at 12:45pm, an interview ( o o )
) ) The medication keys will be
with the Area Director (AD) was kept on staff during their shift instead
conducted. The AD indicated medication of hanging on the wall.
cabinet keys for clients A, B, C, D, E, F,
and G's medication cabinet should be 3. ‘;Vhat mei‘ls“res will be put
. into place or what systemic
kept secured by the facility staff. The prace ! Y
R o changes will be made to ensure
AD indicated the facility followed Core that the deficient practice does not
A/Core B Living in the Community for recur:
medication administration and The Program Coordinator will
medication key security. The AD do home observations weekly to
di dcli C 4G ensure staff are the keys are secured.
indicated clients A, B, C, D, E, F.’ an. The Program Director will do
had access to the unsecured medication home observations bi-weekly to
cabinet keys which were left hanging on ensure staff are ensuring the keys are
the bulletin board. secured.
Training completed with the
. staff regarding:
On 4/27/16 at 12:45pm, a record review o Expectations for sccuring
of the facility‘s undated "LiVing in the medication (med cabinet and keys)
Community" Core A/Core B training for The medication keys will be
medication administration indicated kept on staff during their shift instead
"Core Lesson 3: Principles of of hanging on the wall
o e e
Administering Medication" indicated 4. How will the corrective
medication Cabinet keys Should be kept action be monitored to ensure the
secure. deficient practice will not recur?
The Program Coordinator will
do home observations weekly to
9-3-6(a) v > weekly
ensure staff are ensuring the keys are
secured.
The Program Director will do
home observations bi-weekly to
ensure staff are ensuring the keys are
secured.
Mentor’s nurse will be in the
home on a weekly basis or more
frequently as needed to monitor for
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concerns and assess residents. While
in the home, she will check to ensure
that the keys are properly secured.
New staff hired to work at the
site will receive client specific
training for each individual prior to
working a shift. This training
includes items such as: risk plans,
ISP’s, BSP’s, restrictions in place,
programming, and medication
review.
Monthly supervisory visit
check sheets to be completed by the
QIDP. These will be forwarded to
the Area Director for review.
5.  What is the date by which the
systemic changes will be
completed?
June 5th, 2016
W 0436 483.470(g)(2)
SPACE AND EQUIPMENT
Bldg. 00 | The facility must furnish, maintain in good
repair, and teach clients to use and to make
informed choices about the use of dentures,
eyeglasses, hearing and other
communications aids, braces, and other
devices identified by the interdisciplinary
team as needed by the client.
Based on observation, record review, and W 0436 W 436 Space and Equipment 06/05/2016
interview, for 4 of 4 sampled clients The fa;ility must f;:niSll'l’ ’:{ai';tatin
. o in good repair, and teach clients to
(clients A, B, C, and D), the facility useg and topmake informed choices
failed to ensure client A's wheelchair was about the use of dentures,
in good repair, to ensure clients B, C, and eyeglasses, hearing and other
D wore their prescribed eye glasses, and communications aids, braces, and
: ! : other devices identified by the
to ensure client D's walker was in good . o
. interdisciplinary team as needed
repair. by the client.
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Findings include: 1. What corrective action will
be accomplished?
. Client A has been discharged
1. On 4/25/16 from 2:55pm until 5:15pm , . g
) from IN Mentor’s services.
and on 4/26/16 from 6:00am until Client B, C and D will have
8:00am, observation and interviews were formal programming implemented
conducted at the group home. During for them to wear their glasses.
both observation periods client A was not Client B, C and D will have
1 th h dhad b formal programming implemented
p resént in the group Ome. and had been for them to learn how to properly
admitted at the local hospital. On store their glasses.
4/26/16 at 7:00am, GHS (Group Home Client B’s glasses will be
Staff) #4 showed client A's wheelchair found or a new pair will be obtained
(w/c) stored on the larger facility bus. accord12% toth[1)s Erescéip,noz
. . 1en as optaineda a new
GHS #4 stated client A's w/c "was dirty," walker
the two arm rest coverings were worn, The Program Coordinator will
the seatbelt on the w/c was not functional complete weekly adaptive equipment
and was broken, and the back rest checks to ensure adaptive equipment
covering was worn. GHS #4 indicated 151 g,OOd W(_)rkmg order. The,se
i A's w/ . dof . d adaptive equipment checks will be
client A's w/c was in nee .0 repairs ?m forwarded to the Program
the agency had been working on getting Director/QIDP for review and to
the repairs completed or a new w/c for ensure concerns are addressed
client A since 2015. timely.
The reasons to contact the
. . L. Program Coordinator and Program
'
The facility's reportable and investigative Director/QIDP have been updated to
I‘eCOI‘dS from 1 1/1/1 5 through 4/25/1 6 include reporﬁng adaptive equipment
were reviewed on 4/25/16 at 1:40pm, concerns.
4/27/16 at 12:20pm, and on 5/6/16 at Staff t_raining regarding: .
9:15am. The review included the © Encouraging the use of adaptive
) R . equipment by the residents including
following for client A. wearing glasses,
-A 11/9/15 BDDS (Bureau of 0 Reporting concerns with adaptive
Developmental Disabilities Services) equipment
report for an incident on 11/9/15 at 0 Checking and cleaning adaptive
10:00am indicated client A "was placed equipment Su?h as walkers and
Lo . wheelchairs nightly.
in his wheel chair. As staff started to
buckle the safety belt. [Client A] started 2. How will we identify other
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to shake as he does often. [Client A] fell residents having the potential to be
to his right side out of the chair to the affected bydthehsame deficient
C g . ractice and what corrective action
floor." The report indicated client A was Sv il be taken?
seen at the ER (Emergency Room), and All residents have the
the physician "had to glue his cut closed potential to be affected by the same
above his right eye." The report deficient practice.
indicated "staff will be retrained on gait The Program Coordinator will
belt and t ferring." do home observations weekly to
clt and {ransierring. ensure staff are implementing the
plans of clients and the client’s needs
Client A's record was reviewed on are being met.
4/27/16 at 12:55pm. Client A's 1/29/16 The Program Director/QIDP
ISP (Individual Support Plan) and 2016 will do home observations bi-weekly
. - . to ensure staff are implementing the
Risk Plan indicated he used a wheelchair . o
. - i plans of clients and the client’s needs
for his mobility. Client A's 3/3/16 wheel are being met.
chair evaluation indicated a new electric The Program Coordinator will
wheel chair was recommended on complete weekly adaptive equipment
8/10/15. Client A's 1/22/16 IDT ,Ch_eCkS to ensure adaptive equipment
. . is in good working order. These
(Interdisciplinary Team) meeting adaptive equipment checks will be
indicated client A needed a new wheel forwarded to the Program
chair. Client A's diagnoses included, but Director/QIDP for review and to
were not limited to: Cerebral Palsy, ensure concerns are addressed
Scoliosis, and Edema. Client A's record nmely.Th . et th
. . . . € reasons to contac c
%ndlcated he used.a. Wheel.chalr for his Program Coordinator and Program
independent mobility. Client A's 2016 Director/QIDP have been updated to
"Fall Risk" plan was reviewed 5/26/15. include reporting adaptive equipment
The Fall risk plan indicated "staff are to concerns.
. . . Training completed with the
ensure that any adaptive devices are in aff g
. . staff regarding:
good repair, broken .equlf.)ment should be 0 Encouraging the use of adaptive
reported to the [Residential Manager] equipment by the residents including
immediately...." wearing glasses.
0 Reporting concerns with adaptive
On 4/27/16 at 12:45pm, an interview was ungn e? d cleaning adanfi
. . €cKing and cleaning adaptive
conducted with the AD (Area Director). equipment such as walkers and
The AD indicated it was not known how wheelchairs nightly.
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long client A's seat belt had been broken.
The AD indicated the Residential 3i Wha;measureS.WIILbe put “.‘;[10
place or wi at systemlc changes wi
Manager had attempted to order 2 new be made to ensure that the deficient
seat belt for the w/c and the replacement practice does not recur:
did not fit in 11/2015. The AD indicated The Program Coordinator will
the staff should have used a gait belt do home observations weekly to
while transferring client A. The AD e;lsure ?ta]ff aie 1m§1ime?t1n§ the ;
. . . . ans of clients and the client’s needs
indicated client A was at risk for falls zre being met
before the incident occurred. The Program Director/QIDP
will do home observations bi-weekly
2. On 4/25/16 from 2:55pm until 5:15pm to ensure staff are implementing the
and on 4/26/16 from 6:00am until plans of clients and the clients needs
. . . are bemg met.
8:00am, observation and interviews were & . .
) The Program Coordinator will
conducted at the group home. During complete weekly adaptive equipment
both observation periods clients B, C, checks to ensure adaptive equipment
and D did not wear their prescribed eye is in good working order. These
glasses. During both observation periods adaptive equipment checks will be
I B.C.and D leted medicati forwarded to the Program
¢ 1er1.ts. > an completed medication Director/QIDP for review and to
administration, shaved, dressed, bathed, ensure concerns are addressed
cooked in the kitchen, watched timely.
television, walked throughout the group The reasons to contact the
home, and did not wear their eye glasses. Er.ogr?m/g;)];;d;qnatoland Pr(zigiaglt
. . 1rector; ave obeen upaated to
On 4/25/16 at 4:25pm, client C showed include reporting adaptive equipment
his bedroom. Client C picked up a pile P —
of dirty clothing from the floor, his Training completed with the
prescribed eye glasses were underneath staff Tegafdin}%: .
the clothing, and they bounced on the ° Encouragmg the use of ?dapm,/e
. . . equipment by the residents including
floor when client C shifted the dirty wearing glasses
clothing in his arms. Client C indicated 0 Reporting concerns with adaptive
he wore prescribed eye glasses to see. equipment
On 4/26/16 at 7:45am, client B indicated 0 Checking and cleaning adaptive
. equipment such as walkers and
he wore prescribed eye glasses to see and o
. . wheelchairs nightly.
stated he "didn't know" how long his
glasses had been "gone." Client B 4. How will the corrective action
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indicated he had not had his prescribed be monitored to ensure the deficient
eye glasses for "several" months. During practlctfr\gll;not recu]r; OIDP
. . . € Program Director,
both observation periods clients B, C, . . € . Q
) will monitor to ensure the clients
and D were not encouraged to wear their plans and needs are being met during
prescribed eye glasses. their bi-weekly observations.
The Program Coordinator will
Client B's record was reviewed on monitor to ensure the clients plans
4/27/16 at 12:45pm and on 4/28/16 at and needs are being met during their
’ weekly observations.
9:10am. Client B's 4/26/16 ISP Mentor’s nurse will be in the
(Individual Support Plan) and 7/21/15 home on a regular basis or more
vision evaluation both indicated client B frequently as needed to monitor for
wore prescribed eye glasses to see concerns and assess residents. When
. .- . she is in the home she will check the
Client B's ISP indicated a goal/objective dapti . o
. . adaptive equipment to be sure it is in
for him to take care of his eye glasses. good working order. These adaptive
equipment checks will be forwarded
Client C's record was reviewed on to the Program Director/QIDP for
4/27/16 at 1:00pm and on 4/28/16 at r?;:w ag‘i,to elnsure concerns are
. al €Ssed iumely.
8:40am. Client C's 9/11/15 ISP and Y
- ) o The reasons to contact the
4/24/14 vision evaluation both indicated Program Coordinator and Program
client C wore prescribed eye glasses to Director/QIDP have been updated to
see. Client C's ISP indicated a include reporting adaptive equipment
goal/objective for him to wear his concerns. _
bed 1 New staff hired to work at the
prescribed cye glasses. site will receive client specific
training for each individual prior to
Client D's record was reviewed on working a shift. This training
4/28/16 at 9:35am. Client D's 2/23/16  atU e L
ISP and 5/16/14 vision evaluation both adaptive equlpm?m needs, HSI? P l'fms’
Lo . . ISP’s, programming, and medication
indicated client D wore prescribed eye review.
glasses to see. Client D's ISP indicated a
goal/objective to wear his prescribed eye 5. What is the date by which the
glasses. systemic changes will be completed?
June 5th, 2016
On 4/27/16 at 12:45pm, an interview was
conducted with the AD (Area Director).
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The AD indicated clients B, C, and D
wore prescribed eye glasses to see. The
AD indicated the facility staff should
have encouraged clients B, C, and D to
wear their prescribed eye glasses during
formal and informal opportunities.

3. On 4/25/16 from 2:55pm until
5:15pm and on 4/26/16 from 6:00am
until 8:00am, observation and interviews
were conducted at the group home.
During both observation periods client D
used a walker to walk throughout the
group home and the right side hand grip
of client D's walker moved back and
forth as the walker moved. On 4/25/16 at
3:55pm, client D and GHS (Group Home
Staff) #2 both indicated client D's right
side hand grip which should have locked
into place was broken and the right side
of client D's walker was not secure. GHS
#2 stated client D's walker had been
broken "like that" for "over three (3)
months."

Client D's record was reviewed on
4/28/16 at 9:35am. Client D's 2/23/16
ISP and 2016 Risk Plans indicated "Risk
plan for clubfoot...5/26/15 Clubfoot
describes a range of foot abnormalities
usually present at birth...The tissues
connecting the muscles to the bone are
shorter than usual...refer to the sharp
angle to the ankle, like the head of a golf
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club...." Client D's ISP indicated
Adaptive Equipment "walker, built up
shoe right foot, and leg braces."
On 4/27/16 at 12:45pm, an interview was
conducted with the AD (Area Director).
The AD indicated it was not known how
long client D's walker had been broken.
The AD indicated she was not aware the
walker was broken.
This federal tag relates to complaint
#IN00198671.
9-3-7(a)
W 0440 | 483.470(i)(1)
EVACUATION DRILLS
Bldg. 00 The facility must hold evacuation drills at
least quarterly for each shift of personnel.
Based on record review and interview, W 0440 W 440 Evacuation Drills 06/05/2016
for 4 of 4 sampled clients (clients A, B, Thertfacllhzly _Il?ulsct hom;‘t :j?:t ;
C, and D) and 3 additional clients (clients gzjsoirnzl T foT cach SO
E, F, and G), the facility failed to ensure
an evacuation drill was conducted 1. What corrective action will
quarterly for the each shift of personnel be accomplished?
every 90 days for the overnight shift N A SChEd‘ﬂj ?ﬁelil“fyl?i When
. . . c€ach emergenc r1il shou € ran
(12:00midnight until 8:00am) 6/20/15 . eeney
i as been implemented.
through 4/25/16, for the day shift (6am The Program Coordinator will
until 2pm) from 4/30/15 through 4/25/16, receive training on the emergency
and for the evening shift (2:00pm until drill tracking.
12:00midnight) from 8/18/15 until The importance of ensuring
1/12/16 emergency drills are ran each month
: for the appropriate time period will
be completed at the staff meeting.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: LW2M11 Facility ID: 000869 If continuation sheet Page 130 of 135




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

PRINTED: 07/18/2016
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
15G353 B. WING 05/06/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1012 PARKWAY DR
REM OCCAZIO LLC ANDERSON, IN 46012
(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
Findings include: A drill for the overnight, day
and evening shift personnel will be
o . . completed.
The facility's evacuation drills were i The Program Director will
reviewed on 4/25/16 at 2:55pm and on monitor the emergency drills
4/27/16 at 12:00noon. The review monthly.
indicated the facility had failed to
conduct evacuation drills for clients A, B, 2. y H‘t’whW'l_l Wil‘lde“t:fy :’_ﬂ;‘;r .
. . resiaents naving € potential to be
C, D, E, F, and G for the following: affected by the same deficient
practice and what corrective
-After an emergency drill on 6/20/15 at action will be taken?
2am and before 4/25/16 at 2:55pm, for Allresidents have the
the overnight shift of personnel. potential to be affected by the same
. deficient practice.
-After an emergency drill on 4/30/15 at AIs)che dule identifying when
8:45am and before 4/25/16 at 2:55pm, for each emergency drill should be ran
the day shift of personnel. has been implemented.
-After an emergency drill on 8/18/15 at ' Th§ Program Coordinator will
7:16pm and before 1/12/16 at 7:30pm receive training on the emergency
) . . ) ’ drill tracking.
for the evening shift personnel. The importance of ensuring
emergency drills are ran each month
An interview with the Residential for the appropriate time period will
Manager (RM) was conducted on 4/27/16 be completed at the staff meeting.
at 12:00noon. The RM indicated the 4 A,drllllf,ofi the ovemllgh.tl’l iay
. . and evening shiit personnel wi [§]
overnight shift of personnel was from completed.
12:00midnight until 8:00am, the day shift The Program Director will
of personnel was from 6:00am until monitor the emergency drills
2:00pm, and the evening shift of monthly.
rsonnel was from 2:00pm until 12:00
pe. SO, ¢l was Iro L. pmu 3. What measures will be put
midnight. The RM indicated no further into place or what systemic
emergency drills had been located. changes will be made to ensure
that the deficient practice does not
On 4/27/16 at 12:00noon, an interview recur: A sehedule identifving wh
. . sche e 1dentityin; cn
with the AD (Area Director) was e ICentiying w
o each emergency drill should be ran
conducted. The AD indicated she was has been implemented.
unable to locate any further evacuation The Program Coordinator will
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drills for the overnight, day, and evening receive training on the emergency
shifts of personnel for clients A, B, C, D, drill tracking. .
The importance of ensuring
E,F, and G. .
emergency drills are ran each month
for the appropriate time period will
9-3-7(a) be completed at the staff meeting.
A drill for the overnight, day
and evening shift personnel will be
completed.
The Program Director will
monitor the emergency drills
monthly.
4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?
The Program Coordinator will
monitor staff daily when they are in
the home.
The Program Director will
monitor on a regular basis when they
are in the home and during monthly
supervisory visits.
The Area Directors will
monitor as they complete their
audits.
The Quality Assurance
Specialist will monitor as they
complete their audits.
5.  What is the date by which the
systemic changes will be
completed?
June 5th, 2016
W 0475 483.480(b)(2)(iv)
MEAL SERVICES
Bldg. 00 Food must be served with appropriate
utensils.
Based on observation and interview, for 3 W 0475 W 475 Meal Services 06/05/2016
of 4 sampled clients (clients B, C, and D) Food must be served with
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and 3 additional clients (clients E, F, and appropriate utensils.
Q), the facility failed to teach and
. 1.  What corrective action will
encourage a full set of standard utensils .
) ] o be accomplished?
available for use during dining The Program Coordinator will
opportunities. do home observations weekly to
ensure staff are implementing the
Findings include: plans of clients and the client’s needs
are being met.
) The Program Director will do
On 4/25/16 from 2:55pm until 5:15pm, home observations bi-weekly to
clients B, C, D, E, F, and G were ensure staff are implementing the
observed at the group home. Client A plans of clients and the client’s needs
had been admitted at the local hospital. are being H.le.t' .
. . . . Training completed with the
During the observation period clients B, o
’ staff regarding:
C, D, E, F, and G were provided a spoon 0 Ensuring all appropriate
and a fork to eat with and no knives were tableware settings are out for meals.
offered by the facility staff during dining. Formal programming will be
During the observation period clients B, tmp 1emented ,for Clients B-G .
C.D.EF and G dth 1 d regarding setting the table and using
> T a.rl served t err.lse Vves an appropriate utensils during meals.
consumed pieces of baked chicken, peach
slices, and peas and corn. 2. How will we identify other
residents having the potential to be
On 4/27/16 at 1:15pm, an interview with affect.ed by the same deﬁcfent
. practice and what corrective
the AD (Area Director) was conducted. action will be taken?
The AD indicated clients B, C, D, E, F, All residents have the
and G should use a full set of utensils at potential to be affected by the same
the group home during dining deficient practice.
opportunities The Program Coordinator will
pp ’ do home observations weekly to
ensure staff are implementing the
9-3-8(a) plans of clients and the client’s needs
are being met.
The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.
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Training completed with the
staff regarding:
o0 Ensuring all appropriate
tableware settings are out for meals.

Formal programming will be
implemented for Clients B-G
regarding setting the table and using
appropriate utensils during meals.

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

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

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

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

Training completed with the
staff regarding:

o0 Ensuring all appropriate
tableware settings are out for meals.

Formal programming will be
implemented for Clients B-G
regarding setting the table and using
appropriate utensils during meals.

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

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

LW2M11 Facility ID: 000869 If continuation sheet

Page 134 of 135




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

PRINTED: 07/18/2016
FORM APPROVED
OMB NO. 0938-0391

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

15G353

X2) MULTIPLE CONSTRUCTION
A. BUILDING 00
B. WING

X3) DATE SURVEY
COMPLETED

05/06/2016

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

1012 PARKWAY DR
ANDERSON, IN 46012

(X4) ID
PREFIX
TAG

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

PREFIX

1D

TAG DEFICIENCY)

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

(X5)
COMPLETION
DATE

needs.

4.  How will the corrective

bi-weekly observations.

weekly observations.

be implemented.

systemic changes will be

completed?
June 5th, 2016

action be monitored to ensure the
deficient practice will not recur?
The Program Director will
monitor to ensure the clients plans
and needs are being met during their

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

The QIDP will monitor and

review the resident’s needs. As the
needs arise, formal programming will

5.  What is the date by which the
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