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

This visit was done in conjunction with the
PCR (Post Certification Revisit) to the
investigation of complaint #IN00244442
completed on 11/17/17.

Dates of Survey: 1/8/18, 1/9/18, 1/10/18,
1/11/18 and 1/12/18.

Facility Number: 000963
Provider Number: 15G449
AIMS Number: 100244740

These deficiencies reflect state findings in
accordance with 460 IAC 9.

Quality Review of this report completed by
#15068 on 1/25/18.

483.410

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

Based on observation, record review and

interview, the facility failed to meet the

W 0000

W 0102 CORRECTION:

The facility must ensure that

02/07/2018

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 determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

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 disclo

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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Condition of Participation: Governing Body specific governing body and
for 3 of 3 sampled clients (A, B and C), plus managem_ent requirements are
.- . met. Specifically:
3 additional clients (D, E and F).
The governing body failed to provide
general policy, budget and operating The interdisciplinary team_ has
di . he facili h assembled a comprehensive
rection over the tacility to ensure the medical record for client E. A
Operations Team systemically implemented review of facility documentation
the facility's Plan of Correction, to ensure indicated that this deficient
client E's record contained his medical and plr_acttlce did ot affect other
. . clients.
health care documentation, to ensure clients
A, B, C, D and F's personal rights to retain
and use their personal belongings were
protected regarding client E's behavior, to All staff l_1ave been trained on
i A BandC' : expectations for one to one
ensure clients A, 5 an S persona observation of Client E, including
finances were accounted for, to ensure the but not limited to preventing client
facility implemented its written policy and E from accessing his housemate’s
procedures to ensure an injury of unknown belongings. The Residential
.. . Jiatel dto th Manager will assure one to one
origin was immediately reported to the staffing is scheduled on all shifts
facility administrator regarding client A. The and will provide the Program
governing body failed to implement its Manager and Operations Manager
written policy and procedures to prevent with a one to one specific schedule
b d devel dimol focti detailing who will be on duty to
abuse and develop and implement effective handle one to one responsibilities.
corrective measures to address client E's Supervisory staff from in and
ongoing verbal and physically aggressive outside of the facility will fill any
behaviors (yelling, threats, biting, head 9aps In coverage. Addltlonally_, the
butti q biti d head interdisciplinary team has assisted
utting and attempts at biting and hea Client A with placing a lock on his
butting, theft/attempted theft of clients door. Fill-in staff will receive client
personal belongings) and verbal and physical specific training for all clients prior
disruption (jumping, screaming and entering to working at the facility.
other clients rooms during overnight hours to
attempt to fight clients or steal their personal
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T11H11 Facility ID: 000963 If continuation sheet Page 2 of 235
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belongings) in the home creating an Personal financial ledgers for all
emotionally intimidating and hostile cller_1ts W_'” be updated by th?
. . hat is difficul Residential Manager and reviewed
environment (an environment that is difficult by the Area Supervisor and
or uncomfortable) for clients B, C, D and F, certified as accurate per facility
to ensure an injury of unknown origin was protocol. The Residential Manager
immediately reported to the facility W!” receive detailed training and
dmini he facili will maintain an up to date ledger
admunistrator, to ensure the faclity to track purchases for all clients.
developed and implemented effective All staff will assure that clients
corrective measures to address client E's provide receipts for purchases as
ongoing verbal and physically aggressive appropriate and the Residential
behavi i h bitine. head Manager will maintain copies of
chaviors (yelling, threats, biting, hea receipts for purchases recorded on
butting and attempts at biting and head the ledgers.
butting, theft/attempted theft of clients
personal belongings) and verbal and physical
disruption (jumping, screaming and entering Al facility supervisory and direct
other clients rooms during overnight hours to support staff will be retrained to
attempt to fight clients or steal their personal report suspected abuse, neglect,
belongings) in the home creating an rplstrea_ntment and e_xplmtatlon,
onally intimidat; d hostil -including but not limited to
emotionally intimidating and hostile injuries of undetermined origin.
environment (an environment that is difficult
or uncomfortable) for clients A, B, C, D and
F, to ensure the QIDP (Qualified Intellectual )
Disabilities Professional) i q All staff have been trained on
isabilities Professional) integrated, expectations for one to one
coordinated and monitored clients A, B, C, observation of Client E, including
D, E and F's active treatment programs by but not limited to preventing client
failing to provide sufficient direct care staff E from_ €ngaging In aggressive
ol i E . behavior including yelling, threats,
to implement client E's active treatment biting, head butting and attempts
program and to manage his nighttime at biting, head butting and
disruptive behaviors or implement his 1:1 accessing his housemate’s
staff to client ratio supervision as described belongings. The house manager
1 his BSP (Behavior S Pl d will assure one to one staffing is
1n s (Behavior Support Plan) and to scheduled on all shifts and will
ensure the agency owned and operated day provide the Operations Manager
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T11H11 Facility ID: 000963 If continuation sheet Page 3 of 235
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service provider for clients A, B, C, D, E with a one to one specific schedule
and F had current copies of their ISPs detailing who will be on du_ty_ to
Individual S Pl BSPs (Behavi handle one to one responsibilities.
(Individual Support Plans), s (Behavior Supervisory staff from in and
Support Plans) or current HRHPs (High outside of the facility will fill any
Risk Health Plans), to provide sufficient gaps in coverage. Additionally, the
direct care staff to implement client E's interdisciplinary team has assisted
. d hi Client A with placing a lock on his
active treatment program and. to manage his door. Fill-in staff will receive client
nighttime disruptive behaviors or implement specific training for all clients prior
his 1:1 staff to client ratio supervision as to working at the facility, including
described in his BSP (Behavior Support but not limited to client E's
enhanced supervision protocols.
Plan), to ensure the agency owned and
operated day service provider for clients A,
B, C, D, E and F had current copies of their
ISPs (Individual Support Plans). BSPs The governing b°‘?y has directed
Behavior S Pl HRHP the facility to modify the staffing
(Behavior Support Plans) or current s matrix to assure client E has one
(High Risk Health Plans), to ensure client E to one staffing while awake,
participated in his day service's active including on the overnight shift
treatment program, to ensure client D had an when _d'rECt suppor_t personnel are
I physical L. unavailable to provide coverage as
annual physical examination, to ensure described above, salaried
clients A, B, C, D and E had routine and supervisory staff will fill in,
recommended vision assessments and providing direct support as
services, to monitor and proactively address needed. Staff assigned to work
i E's chronic i . dd . with client E have been trained on
client E's chronic insomnia and day time active treatment expectations, per
lethargy, to ensure staff working with clients client E's plan.
A, B, C, D, E and F were trained regarding
their individual High Risk Health Plans, to
1 1
ensure clients A, B, D, E and F's dental The fadility’s contracted day
recommendations were implemented and service provider has received
clients received routine dental examinations, current copies of all clients’
to ensure staff administered client E's current Incﬁwdual Support Plans
. . and Behavior Support Plans.
medication without error and to conduct
quarterly evacuation drills for each shift of
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T11H11 Facility ID: 000963 If continuation sheet Page 4 of 235
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personnel for clients A, B, C, D, E and F.
The facility is providing sufficient
. . . staff to assure client E may attend
The governing body failed to exercise day service. Through observation
general policy, budget and operating the governing body has
direction over the facility to ensure the determined that this deficient
facility met the Condition of Participation: PrZ_Ct_'ge ‘Ij'd not affect other
. . . Individuais.
Client Protections for 3 of 3 sampled clients
(A, B and C), plus 3 additional clients (D, E
and F).
Client D has received a physical
. . . examination from his primary care
The governing body failed to exercise physician. Through a review of
general policy, budget and operating facility medical records, the
direction over the facility to ensure the governing body has determined
facility met the Condition of Participation: tha_t_all clients who reside in the
Facility Staffine for 3 of 3 led cli facility have current annual
acility Staffing for 3 of 3 sampled clients physical examinations.
(A, B and C), plus 3 additional clients (D, E
and F).
. . . All clients who reside in the facility
The governing body failed to exercise have received current vision
general policy, budget and operating assessments.
direction over the facility to ensure the
facility met the Condition of Participation:
Health Care Services for 3 of 3 sampled The interdisciplinary team has
clients (A, B and C), plus 3 additional clients developed a comprehensive high
(D, E and F). risk plan to monitor and address
client E's insomnia. All staff will be
Findi include: trained on implementation of the
ndings melude: plan. Additionally, client E has an
appointment with his new
1. The governing body failed to provide attending psychiatrist on 2/5/18 to
general policy, budget and operating review h's currgnt psychotror?lc _
di . he facili h medication regime to determine if
irection over the tacility to ensure the adverse interactions could be
Operations Team systemically implemented impacting client E’s ability to sleep
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T11H11 Facility ID: 000963 If continuation sheet Page 5 of 235
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the facility's Plan of Correction, to ensure through the night consistently.
client E's record contained his medical and
health care documentation, to ensure clients
A, B, C, D and F's personal rights to retain All facility staff have been
and use their personal belongings were retrained on implementation of
protected regarding client E's behavior, to high r'sfk plans and the plar_ls are
i A Band C I stored in a manner to provide staff
ensure clients A, 5 an S persona with easy access to review when
finances were accounted for, to ensure the needed.
facility implemented its written policy and
procedures to ensure an injury of unknown
origin was immediately reported to the The team has scheduled
facility administrator regarding client A. The comprehensive dental
governing body failed to implement its examinations for all clients who
written policy and procedures to prevent reside at the facility at the earliest
. . available appointments.
abuse and develop and implement effective
corrective measures to address client E's
ongoing verbal and physically aggressive
behaviors (yelling, threats, biting, head Al fa_cmty staff have been
butt d bit 4 head retrained to on proper
utting and attempts at biting and hea measurement of liquid medication,
butting, theft/attempted theft of clients prior to administration. Although
personal belongings) and verbal and physical this deficient practice did not affect
disruption (jumping, screaming and entering aC.idItIOI:la| clients, the fa?cmt_y nurse
h I duri i oht h will review agency medication and
other clients rooms during overnight hours to treatment administration protocols
attempt to fight clients or steal their personal with all staff.
belongings) in the home creating an
emotionally intimidating and hostile
environment (an environment that is difficult The facility has conducted
or uncomfortable) for clients B, C, D and F, additional evacuation drills on each
to ensure an injury of unknown origin was shift during the current quarter.
immediately reported to the facility
administrator, to ensure the facility
developed and implemented effective Root Cause Analysis of why
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T11H11 Facility ID: 000963 If continuation sheet Page 6 of 235
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corrective measures to address client E's corrections implemented after
ongoing verbal and physically aggressive :h_‘i ldll 17/17 survey have
. . . ailed.
behaviors (yelling, threats, biting, head
butting and attempts at biting and head -The governing body failed to
butting, theft/attempted theft of clients assure appropriate staffing was in
personal belongings) and verbal and physical place in the hpme to suppf)rt a
di . . . . d . recently admitted aggressive client
isruption (jumping, screaming and entering with adjusting to his new
other clients rooms during overnight hours to environment.
attempt to fight clients or steal their personal “The governing body failed to
belongings) in the home creating an propgrly prepare admlnlstraFlve
onally intimidat; d hostil monitors to provide appropriate
emotionally intimidating and hostile oversight and guidance to facility
environment (an environment that is difficult staff.
or uncomfortable) for clients A, B, C, D and “The governing body failed to
F, to ensure the QIDP (Qualified Intellectual pro.vllde sufﬁment oversight to
e . . facility nursing staff.
Disabilities Professional) integrated,
coordinated and monitored clients A, B, C,
D, E and F's active treatment programs by
failing to provide sufficient direct care staff PERVENTION:
. . , .
to implement client E's active treatment The Fadility Nurse and QIDP have
program and to manage his nighttime been retrained on the need to
disruptive behaviors or implement his 1:1 assemble a comprehensive
staff to client ratio supervision as described medical record at the time clients
1 his BSP (Behavior S Pl d are admitted and to update the
1n-his (Behavior Support Plan) and to record as assessments are
ensure the agency owned and operated day completed. When new clients are
service provider for clients A, B, C, D, E admitted to the facility, the Nurse
and F had current copies of their ISPs Manager and QIDP manager V_‘””
Individual S Pl BSPs (Behavi conduct weekly document reviews
(Individual Support Plans), s (Behavior to assure records are assembled
Support Plans) or current HRHPs (High as required.
Risk Health Plans), to provide sufficient
direct care staff to implement client E's
active treatment program and to manage his Supervisory staff will review all
nighttime disruptive behaviors or implement facility documentation to assure
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T11H11 Facility ID: 000963 If continuation sheet Page 7 of 235
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his 1:1 staff to client ratio supervision as incidents are reported as required.
described in his BSP (Behavior Support Additionally, internal and day
Pl h dand service incident reports will be
an), to ensure the agency owned an sent via electronic fax directly to
operated day service provider for clients A, the administrator. The QIDP
B, C, D, E and F had current copies of their Manager will coordinate and
ISPs (Individual Support Plans). BSPs follow-up with thg Quality
Behavior S Pl HRHP Assurance Coordinators, QIDPs
(Behavior Support Plans) or current s and other staff responsible for
(ngh Risk Health Plans), to ensure client E reporting to outside agencies, to
participated in his day service's active assure incidents are reported to
treatment program, to ensure client D had an state agencies as reqwred. If{
| physical L. through investigation, supervisors
annual physical examination, to ensure discover that an employee has
clients A, B, C, D and E had routine and failed to accurately report
recommended vision assessments and allegations of mistreatment,
services, to monitor and proactively address neglect or abuse, as well as
i E's chronic i . dd . injuries of unknown source, the
client E's chronic insomnia and day time governing body will administer
lethargy, to ensure staff working with clients written corrective action up to and
A, B, C, D, E and F were trained regarding including termination of
their individual High Risk Health Plans, to employment.
ensure clients A, B, D, E and F's dental
recommendations were implemented and
clients received routine dental examinations, When incidents occur, The QIDP
to ensure staff administered client E's Manager W|Il.gwde_ the?* QIDbP
dicati it d d through the investigation and
medication without error and to conduct corrective measure
quarterly evacuation drills for each shift of implementation process, providing
personnel for clients A, B, C, D, E and F. follow-up as needed but no less
Please see W104 than daily. Additionally, the Quality
Assurance Manager and QIDP
Manager will follow-up with
2. The governing body failed to exercise administrative level program staff
general policy, budget and operating (Program Manager and Operations
direction over the facility to ensure the Manager)
facility met the Condition of Participation:
Client Protections for 3 of 3 sampled clients
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T11H11 Facility ID: 000963 If continuation sheet Page 8 of 235
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(A, B and C), plus 3 additional clients (D, E The QIDP has been retrained on
and F). Please see W122. the need to provide current
support documents to day service
providers and families to assure
3. The governing bOdy failed to exercise continuity in each client's active
general policy, budget and operating treatment program. Members of
direction over the facility to ensure the the Operat_lons Team comprlsgd of
. . L. the Executive Director, Operations
facility met the Condition of Participation: Managers, Program Managers,
Facility Stafﬁng for 3 of 3 sampled clients Quality Assurance Manager, QIDP
(A, B and C), plus 3 additional clients (D, E Manager, Quality Assurance
and F). Please see W158. Coordinators, and Nurse Manager)
will review Day service observation
checklists, document receipts and
4. The governing bOdy failed to exercise e-mail properties to assure day
general policy, budget and operating service staff and families have
direction over the facility to ensure the been provided W(;th copies of
facility met the Condition of Participation: current support documents.
Health Care Services for 3 of 3 sampled
clients (A, B and C), plus 3 additional clients
(D, E and F). Please see W318. The Residential Manager and Area
Supervisor will submit schedule
revisions to Program Manager for
9-3-1(a) approval prior to implementation.
Professional staff will be retrained
regarding the need to conduct
evacuation drills on each shift for
all staff each quarter. The
Operations Team will review all
facility evacuation drill reports and
follow up with professional staff as
needed to assure drills occur as
scheduled. Program Manager will
track evacuation drill compliance
and follow up with facility
professional staff and the agency
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T11H11 Facility ID: 000963 If continuation sheet Page 9 of 235
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Safety Committee accordingly.

The nurse formerly assigned to
the facility has been placed on
administrative leave pending a full
review of her work product to
determine necessary corrective
measures and appropriate
performance action, and a new
nurse has been assigned to the
facility.

The facility nurse will maintain a
tracking grid for all clients to
assure that routine medical
assessments, including but not
limited to physical examinations
occur no less than annually.

The QIDP will work with the facility
nurse will coordinate training with
the facility direct support medical
coach and Residential Manager to
assure that all medical
assessments and evaluations

occur as required.

The QIDP will coordinate with the
facility nurse and facility direct
support staff and supervisors to
facilitate ongoing training toward
competency in implementation of
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high risk plans.

The Residential Manager will be
present, supervising active
treatment during no less than five
active treatment sessions per
week, on varied shifts to assist
with and monitor skills training
including but not limited to
including but not limited to proper
implementation of behavior
supports and high risk plans, as
well as assuring sufficient staff are
present, filling in gaps in staffing
as needed.

Members of the Operations Team
(comprised of the Executive
Director, Operations Managers,
Program Managers, Quality
Assurance Manager, QIDP
Manager, Quality Assurance
Coordinators, Nurse Manger and
Registered Nurse) will review
facility support documents and
perform visual assessments of the
facility no less than daily for the
next 30 days, and after 30 days,
will conduct administrative
observations no less than three
times weekly until all staff
demonstrate competence. At the
conclusion of this period of
enhanced administrative
monitoring and support, the
Executive Director and Regional
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Director will determine the level of
ongoing support needed at the
facility. Active Treatment sessions
to be monitored are defined as:

Mornings: Beginning at 6:30 AM
and through morning transport
and including the following:
Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
skills training through transport to
work and day service. Morning
active treatment monitoring will
include staff from both the day and
overnight shifts.

Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including the
following: domestic and hygiene
skills training, leisure skills
training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced spot
checks later in the evening toward
bed time.

In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
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shift no less than twice monthly
—more frequently if training issues
or problems are discovered.

Administrative support at the
home will include:

-Assuring staff provide
continuous active treatment during
formal and informal opportunities,
including but not limited to
assuring adequate direct support
staff are on duty to meet the
needs of all clients.

-Assuring a complete and
accurate accounting of client
finances is present.

-Assuring corrective measures
are developed after substantiated
incidents and implemented
effectively.

-Assuring client E attends day
programming with appropriate
staffing in place.

-Assuring that routine medical
assessments, including but not
limited to annual physical and
visual examinations, occur as
required.

-Assuring that routine dental
evaluations and recommended
dental follow-up occur as required.

-Assuring Medications are
administered without error.

-Assuring evacuation drills occur
as required.
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Preventative measures to be
implemented based on Root
Cause Analysis of why
corrections implemented after
the 11/17/17 survey have
failed.

The Residential Manager has been
directed to provide the Program
Manager and Operations Manager
with copies of a specific schedule
listing client E’s assigned one to
one staff. The Operations Manager
will review all requests for staffing
reductions, with emphasis on
safety considerations, prior to
approving implementation.

The Quality Assurance Manager
and QIDP Manager or other
designated Quality Assurance staff
will perform spot checks of
attendance records to assure
ongoing compliance. If deficiencies
are noted, the QA staff will notify
the Program Manager, Operations
Manager and Executive Director to
assure prompt corrective action.
Prior to each schedule period, the
Operations Team will follow-up
verbally and via email to assure
that appropriate coverage has
been arranged.
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Operations Team members have
been trained on monitoring
expectations. Specifically,
Administrative Monitoring is
defined as follows:

-The role of the administrative
monitor is not simply to observe &
Report.

‘When opportunities for training
are observed, the monitor must
step in and provide the training
and document it.

-If gaps in active treatment are
observed the monitor is expected
to step in, and model the
appropriate provision of supports.

-Assuring the health and safety
of individuals receiving supports at
the time of the observation is the
top priority.

-‘Review all relevant
documentation, providing
documented coaching and training
as needed.

The Executive Director and
Director of Operations/Regional
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —-making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility.

Additional Preventative Healthcare
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Services Measures:
1.Nursing caseloads have
been reduced to 3-4 SGL homes
per nurse.
2.The Nurse Manager will no
longer be responsible for a
caseload.
3.The Nurse Manager will do
side by side audits of SGL home
with the assigned nurse weekly.
4.Copies of Nurse Manager
Audits will be provided to the
Executive Director and Regional
Director (Area Manager) for review.
5.The Executive Director and
Regional Director will meet with
the Nurse Manager weekly to
review concerns raised through
audits, incident reports or other
concerns brought to management
attention.
RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Health Services Team,
Direct Support Staff, Operations
Team, Regional Director
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 The interdisciplinary team has 02/07/2018
interview for 3 of 3 sampled clients (A, B asse_mbled a compre_hensnve
medical record for client E. A
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and C), plus 3 additional clients (D, E and review of facility documentation
F), the governing body failed to provide indicated that this deficient
. . practice did not affect other
general policy, budget and operating dlients
direction over the facility to ensure the
Operations Team systemically implemented
the facility's Plan of Correction, to ensure )
lient E! d ined hi dical and All staff have been trained on
client E's record contained his medical an expectations for one to one
health care documentation, to ensure clients observation of Client E, including
A, B, C, D and F's personal rights to retain but not limited to preventing client
and use their personal belongings were E from accessing his housemate’s
d di lient E's behavior. t belongings. The Residential
protected regarding client E's behavior, to Manager will assure one to one
ensure clients A, B and C's personal staffing is scheduled on all shifts
finances were accounted for, to ensure the and will provide the Program
facility implemented its written policy and Mgnager and Operatlor_15_ Manager
g .. £ unk with a one to one specific schedule
procedures to ensure an injury of unknown detailing who will be on duty to
origin was immediately reported to the handle one to one responsibilities.
facility administrator regarding client A. The Supervisory staff from in and
governing body failed to implement its outsnd.e of the facility V_‘”_” fill any
. i d g gaps in coverage. Additionally, the
written policy and procedures to prevent interdisciplinary team has assisted
abuse and develop and implement effective Client A with placing a lock on his
corrective measures to address client E's door. Fill-in staff will receive client
ongoing verbal and physically aggressive specmc_tralnlng for a_II_ clients prior
. . .. to working at the facility.
behaviors (yelling, threats, biting, head
butting and attempts at biting and head
butting, theft/attempted theft of clients
personal belongings) and verbal and physical Pgrsonal _ﬂnanual ledgers for all
di . . . . d . clients will be updated by the
isruption (jumping, screaming and entering Residential Manager and reviewed
other clients rooms during overnight hours to by the Area Supervisor and
attempt to fight clients or steal their personal certified as accurate per facility
belongings) in the home creating an protocol. The Residential Manager
onally intimidat; d hostil will receive detailed training and
emotionally intimidating and hostile will maintain an up to date ledger
environment (an environment that is difficult to track purchases for all clients.
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or uncomfortable) for clients B, C, D and F, All staff will assure that clients
to ensure an injury of unknown origin was provide _recelpts for purc_hase§ as
. diatel d to the facili appropriate and the Residential
immediately reported to the facility Manager will maintain copies of
administrator, to ensure the facﬂlty receipts for purchases recorded on
developed and implemented effective the ledgers.
corrective measures to address client E's
ongoing verbal and physically aggressive
behaviors (yelling, threats, biting, head All facility supervisory and direct
butting and attempts at biting and head support staff will be retrained to
butting, theft/attempted theft of clients re_port suspected abuse,_ ne_glect,
1 bel . d verbal and phvsical mistreatment and exploitation,
personal belongings) and verbal and physica -including but not limited to
disruption (jumping, screaming and entering injuries of undetermined origin.
other clients rooms during overnight hours to
attempt to fight clients or steal their personal
belongings) in the home creating an All staff have been trained on
emotionally 1nt1m1dat1ng and hostile expectations for one to one
environment (an environment that is difficult observation of Client E, including
or uncomfortable) for clients A, B, C, D and Euft not I'm'te‘_j to_ preventmg client
. rom engaging in aggressive
F, to ensure the QIDP (Qualified Intellectual behavior including yelling, threats,
Disabilities Professional) integrated, biting, head butting and attempts
coordinated and monitored clients A, B, C, at biting, head butting and
D, E and F's active treatment programs by accessing his housemate’s
fuili de sufficient di o belongings. The house manager
ailing to provide sufficient direct care sta will assure one to one staffing is
to implement client E's active treatment scheduled on all shifts and will
program and to manage his nighttime provide the Operations Manager
disruptive behaviors or implement his 1:1 W'th_a_' one to one specific schedule
o i . . 4 bed detailing who will be on duty to
statt to client ratio supervision as describe handle one to one responsibilities.
in his BSP (Behavior Support Plan) and to Supervisory staff from in and
ensure the agency owned and operated day outside of the facility will fill any
service provider for clients A, B, C, D, E gaps in coverage. Additionally, the
dF had . £ their ISP interdisciplinary team has assisted
an ad current copies of their S Client A with placing a lock on his
(Individual Support Plans), BSPs (Behavior door. Fill-in staff will receive client
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Support Plans) or current HRHPs (High specific training for all clients prior
Risk Health Plans), to provide sufficient EO ENorlthr?g _itdt:e fT_ahttyé,mcludmg
ut not limited to client E’s
. . . ,
direct care staff to implement client E's enhanced supervision protocols.
active treatment program and to manage his
nighttime disruptive behaviors or implement
his 1:1 staff to client ratio supervision as H a0 body has directed
. S . e governing body has directe
described in his BSP (Behavior Support the fadility to modify the staffing
Plan), to ensure the agency owned and matrix to assure client E has one
operated day service provider for clients A, to one staffing while awake,
B, C, D, E and F had current copies of their mﬁludl(r;_g O: the ovctarnlght Sh";t
. when direct support personnel are
ISPs (Individual Support Plans). BSPs unavailable to provide coverage as
(Behavior Support Plans) or current HRHPs described above, salaried
(High Risk Health Plans), to ensure client E supervisory staff will fill in,
participated in his day service's active pro‘gd:jngs‘:'rf?d sfjpp?jrttas )
. needed. Staff assigned to wor
treatment program, to ensure client D had an with dlient E have been trained on
annual physical examination, to ensure active treatment expectations, per
clients A, B, C, D and E had routine and client E's plan.
recommended vision assessments and
services, to monitor and proactively address
client E's chronic insomnia and day time The facility’s contracted day
lethargy, to ensure staff working with clients service provider has received
A, B, C, D, E and F were trained regarding current copies of all clients
heir individual Hieh Risk Ith PI current Individual Support Plans
their individual High Risk Health Plans, to and Behavior Support Plans.
ensure clients A, B, D, E and F's dental
recommendations were implemented and
clients received routine dental examinations, o o »
ff admini dcli E The facility is providing sufficient
to ensure staft administered client E's staff to assure client E may attend
medication without error and to conduct day service. Through observation
quarterly evacuation drills for each shift of the governing body has
personnel for clients A, B, C, D, E and F. deter_mlne_d that this deficient
practice did not affect other
individuals.
Findings include:
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1. The facility Plan of Correction dated Client D h ved a phvsical
. ient D has received a physica
12/17/17 was reviewed on 1/8/18 at 10:00 examination from his primary care
AM. The facility's Plan of Correction dated physician. Through a review of
12/17/17 indicated, "The Nurse Manager facility medical records, the
with the assistance of the remainder of the governing body has de_tern_mned
o . T ised of th that all clients who reside in the
perations Team (comprised of the facility have current annual
Executive Director, Operations Managers, physical examinations.
Program Managers, Quality Assurance
Manager, QIDP Manager and Quality
Assurance Coordinators) will conduct a All clients who reside in the facility
ComprehenSiVe review of facﬂlty medical and have received current vision
training records to: assessments.
1. Assure chronic healthcare conditions are
properly monitored by facility nursing. The interdisciplinary team has
developed a comprehensive high
2. Assure comprehensive High Risk Plans r|§k plan t.o mom_tor and addre_:ss
ad 1 cli ' ch ‘< health client E’s insomnia. All staff will be
address all clients - chronic healthcare trained on implementation of the
conditions. plan. Additionally, client E has an
appointment with his new
3. Assure staff are trained and demonstrate a“‘?”d‘”‘-? psychiatrist on 2/5/ _18 to
. o h i< health review his current psychotropic
competency in caring for chronic healt medication regime to determine if
conditions and implementing high risk plans. adverse interactions could be
impacting client E’s ability to sleep
4. Assure facility nursing has monitored through the night consistently.
clients ' medical condition and informed
clients ' doctors regarding emerging medical
conditions including but not limited to blood All facility staff have been
pressure and weight gain/loss. rgtralr_med on implementation of
high risk plans and the plans are
stored in @ manner to provide staff
5. Assure routine and preventative with easy access to review when
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healthcare occurs as required." needed.
-The facility Plans of Correction dated
12/17/17 indicated, "The facﬂlty must The team has scheduled
provide or obtain preventive and general comprehensive dental
medical care. Specifically, through a review exa_mlnatlons for. gll clients Wh?
£ facili dical ds. th . reside at the facility at the earliest
of facility medical records, the governing available appointments.
body has determined this deficient practice
affected one additional client and the team
will obtain an annual physical examination
for th All facility staff have been
or the retrained to on proper
affected client. measurement of liquid medication,
prior to administration. Although
PREVENTION: this deficient practice did not affect
The facili d Residential M additional clients, the facility nurse
¢ facility nurse and Residential Manager will review agency medication and
will be retrained regarding the need to obtain treatment administration protocols
and preventative and general medical care with all staff.
including but not limited to annual physical
examinations. The Nurse Manager/RN will
provide direct assistance with The facility has conducted
provision of the facility ' s healthcare needs additional evacuation drills on each
directly until the facility demonstrates shift during the current quarter.
competency. The facility nurse will maintain
a tracking grid for all clients to assure that
routine medical assessments, including but Root Cause Analysis of why
not limited to physical examinations corrections implemented after
the 11/17/17 survey have
occur no less than annually. Members of the failed
Operations Team (comprised of the
Executive Director, Operations Managers, “The governing body failed to
Program Managers, Quality Assurance assure appropriate staffing was in
M IDP M T place in the home to support a
anager, Q anager, Quality recently admitted aggressive client
Assurance Coordinators, and Nurse with adjusting to his new
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Manager) as well as the QIDP will environment.
incorporate medical chart reviews into a “The governing bOdY fa'led. to
iod of i . properly prepare administrative
period of intensive monitors to provide appropriate
administrative oversight at the facility oversight and guidance to facility
-weekly until the team demonstrates staff.
competence. At the conclusion of this period "The governing body failed to
fenh J admini . L. d provide sufficient oversight to
of enhanced administrative monitoring an facility nursing staff.
support, the Executive Director and
Regional Director will determine the level
of ongoing support needed at the facility. At
. . . PERVENTION:
that time, the Operations Team will
incorporate medical chart reviews into their The Facility Nurse and QIDP have
formal audit process, which will occur no been retrained on the need to
less than twice monthly to assure that routine asse_mble a comprehen_snve _
dical eludine b medical record at the time clients
medical assessments, including but not are admitted and to update the
limited to annual physical examinations, record as assessments are
occur as required." completed. When new clients are
admitted to the facility, the Nurse
.. . Manager and QIDP manager will
-The facility Plans of Correction dated conduct weekly document reviews
12/17/17 indicated, "Nursing services must to assure records are assembled
include implementing with other members of as required.
the interdisciplinary team, appropriate
protective and preventive health measures
that include, but are not limited to training Supervisory staff will review all
direct care staff in detecting signs and facility documentation to assure
symptoms of illness or dysfunction, first aid '”C"?‘?“ts are_reported as required.
f Additionally, internal and day
or service incident reports will be
accidents or illness, and basic skills required sent via electronic fax directly to
to meet the health needs of the clients. the administrator. The QIDP
Specifically: The Nurse Manager with the Manager W”_l coordmate_ and
. fth d fth follow-up with the Quality
assistance of the remainder of the Assurance Coordinators, QIDPs
Operations Team (comprised of the and other staff responsible for
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Executive Director, Operations Managers, reporting to outside agencies, to
Program Managers, Quality Assurance assure incidents are reported to
M IDP M d i state agencies as required. If,
anager, Q anager and Quality through investigation, supervisors
Assurance discover that an employee has
Coordinators) will conduct a comprehensive failed to accurately report
review of facility medical and training allegations of mistreatment,
d ff ined and neglect or abuse, as well as
records to assure statf are trained an injuries of unknown source, the
demonstrate Competency 1n caring for governing body will administer
chronic health conditions and implementing written corrective action up to and
high risk plans." including termination of
employment.
Nurse Manager (NM) #1 was interviewed
on 1/8/18 at 1:45 PM. NM #1 indicated
clients A, B, C, D, E and F's High Risk When incidents occur, The QIDP
T Manager will guide the QIDP
Health Plans had been updated by LPN #1. through the investigation and
corrective measure
NM #1 was interviewed on 1/8/18 at 1:59 implementation process, providing
PM. NM #1 indicated the updated High :ﬁ”m’:“_f aigj}:?e" I?”tt:O ESSI_W
. . ) an daily. Additionally, the Quali
Risk Health Plans would be provided via Assurance Manager and QIDP
email. Manager will follow-up with
administrative level program staff
NM #1 provided clients A, B, C, D, E and (Program Manager and Operations
. . T Manager)
F's High Risk Health Plans via email on
1/8/18 at 2:34 PM. Review of the attached
risk plans indicated the following:
The QIDP has been retrained on
the need to provide current
. R . .
-Client A's High Risk Health Plans regarding support documents to day service
Allergies, Anemia, Prostate Cancer, providers and families to assure
Seizures, Choking, Skin Infection and continuity in each client's active
Respiratory Infection were reviewed/revised treatment program. Members of
1/17/17 the Operations Team comprised of
on ) the Executive Director, Operations
Managers, Program Managers,
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-Client B's High Risk Health Plans regarding Quality Assurance Manager, QIDP
Skin Infection were reviewed/revised on Manaqer, Quality Assurance
1/17/17 Coordinators, and Nurse Manager)
: will review Day service observation
checklists, document receipts and
-Client C's High Risk Health Plans regarding e-mail properties to assure day
Respiratory Infection, Skin Infection and service Stafff and _famlllgs have
Chokine P il . drevised been provided with copies of
oking Potential were reviewed/revised on current support documents.
11/17/17.
-Client D's High Risk Health Plans regarding o
Hvpokalemia (low blood platel The Residential Manager and Area
ypokalemia (low blood platelets), Supervisor will submit schedule
ChOkil’lg, Skin Breakdown, Constipation or revisions to Program Manager for
Bleeding were reviewed/revised on approval prior to implementation.
11/17/17.
-Client E's High Risk Health Plan regarding Professional staff will be retrained
Skin Infection were reviewed/revised on regarding the need to conduct
11/17/17 evacuation drills on each shift for
all staff each quarter. The
Operations Team will review all
-Client F's High Risk Health Plans regarding facility evacuation drill reports and
Choking, Dermatitis, Hyponatremia (not follow up with professional staff as
enough salt in body fluids), Skin needed to assure drills occur as_
Breakd Respi Infecti Sei scheduled. Program Manager will
reakdown, Respiratory Infection, Seizures track evacuation drill compliance
and Hyperlipidemia were reviewed/revised and follow up with facility
on 11/17/17. professional staff and the agency
Safety Committee accordingly.
Staff #2 was interviewed on 1/8/18 at 4:45
PM. Staff #2 indicated she worked the
evening shift from 2 PM-10 PM and on The nurse formerly assigned to
weekends from 8 AM -12 PM. When tf(‘je f_aqltltyt_haslbeen plac:_d on »
. . administrative leave pending a tu
asked if she had received any recent review of her work product to
retraining regarding client high risk plans, determine necessary corrective
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staff #2 stated, "No." Staff #2 stated she measures and appropriate
"remembers signing some training but performance action, and a new
. . . nurse has been assigned to the
nothing at the home with [LPN (Licensed fadility
Practical Nurse) #1]."
MC (Med Coach) #1 was interviewed on 3 o
1/%/18 at 5 PM. Wh ed to d b The facility nurse will maintain a
at : en asked to describe tracking grid for all clients to
clients A, B, C, D, E and F's High Risk assure that routine medical
Health Plans and BSP (Behavior Support assessments, including but not
Plans), MC #1 stated, "Don't think [client limited tol phy;cal examlrlmlatlons
. occur no less than annually.
C] has one. [Clients A, D and F] not had
house training on them." MC #1 indicated
she had received some client specific training
for the home but was uncertain whom she The QID_IFI) will ‘(’j"_orkt Wt'th_the fac_::y
. . . . nurse will coordinate training wi
had been trained on. MC #1 indicated client the facility direct support medical
A had skin picking behaviors. MC #1 coach and Residential Manager to
indicated client F was on a fluid restriction. assure that all medical
MC #1 indicated client D had incontinence assessments ifm?j evaluations
. . occur as required.
issues, stole food and should be monitored
when he ate. MC #1 did not demonstrate
retention or knowledge of client C's choking
risk plan, client B's seizure risk plan, client Th?_QIDP will C°°rd'r_'?te V_V'th the
A's all dsi tis risk ol i facility nurse and facility direct
s allergy and sinusitis risk plan or client support staff and supervisors to
D's constipation and Thrombocytopenia facilitate ongoing training toward
(low blood platelet) risk plans. competency in implementation of
high risk plans.
Staff #1 was interviewed on 1/8/18 at 5:15
PM. Staff #1 indicated he started working at
the home on 12/26/17 and worked the 4 The Residential Manager will be
PM -12 AM shift during weekdays. When present, supervising active _
ked to d be cli A B.C.D.E and treatment during no less than five
asked to describe clients A, B, C, D, E an active treatment sessions per
F's High Risk Health Plans and BSP, staff week, on varied shifts to assist
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#1 stated, "Don't know about risk plans. with and monitor skills training
[Client C] was on leave when I started and !nclud!ng but not I!m!ted to
. back thi K | Ked including but not limited to proper
Just came back this week so only worke implementation of behavior
with him for about one week. [Clients B and supports and high risk plans, as
C] were both gone and just recently came well as assuring sufficient staff are
back. [Client D] has to be watched for present, filling in gaps in staffing
. . as needed.
choking and will eat fast. He has to have
help getting in and out of the shower."
Staff #1 did not demonstrate retention or E’Iembe.rs Zf tfhE:hOrl)Eeratic;ns Team
. L comprised of the Executive
1
knowledge of client C's choking risk plan, Director, Operations Managers,
client B's seizure risk plan, client A's allergy Program Managers, Quality
and sinusitis risk plan or client D's Assurance Manager, QIDP
constipation and Thrombocytopenia (low Manaqer, Quality Assurance
blood platel sk pl Coordinators, Nurse Manger and
ood platelet) risk plans. Registered Nurse) will review
facility support documents and
Client B's day services record was reviewed perform visual assessments of the
on 1/9/18 at 9:24 AM. Client B's day facility no less than daily for the
. dindi dcli B had a Hich next 30 days, and after 30 days,
service record indicated client ad a Hig will conduct administrative
Risk Health Plan dated 8/22/17 regarding observations no less than three
seizures. Client B's record did not indicate times weekly until all staff
documentation of client B's updated/revised demonstrate competence. At the
11/17/17 Hieh Risk Health Pl & conclusion of this period of
1gh Risk Healt an regarding enhanced administrative
se1zures. monitoring and support, the
Executive Director and Regional
Client C's day services record was reviewed Director will detterm":je (tjhet l:r:/d of
. . . ongoing support needed at the
. '
on 1/9/18 at 9:20 AM. Client C's High Risk facility. Active Treatment sessions
Plans included Respiratory Infection, Skin to be monitored are defined as:
Infection, Choking Potential all dated
8/21/17. Client C's day services record did
L . . ,
not indicate documentation of client C's Mornings: Beginning at 6:30 AM
updated/revised 11/17/17 ngh Risk Health and through morning transport
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Plans regarding Respiratory Infection, Skin and including the following:
Infection and Choking Potential Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
Client D's day services record was reviewed skills training through transport to
on 1/9/18 at 9:28 AM. Client D's work and day service. Morning
day services record indicated client D's ISP ?Ctl'vj tretatfrfn:nt mbor;:ot:ngdwul ]
include staff from both the day an
was dated 11/22/16, BSP was dated overnight shifts.
11/22/16 and High Risk Health Plans
regarding Skin Integrity, Constipation and
Choking were all dated 4/8/16. Client D's Eveninas: Bedinning at
. . . venings: Beginning a
day services record did not indicate approximately 4:30 PM through
documentation of client D's ISP dated the evening meal and including the
11/2/17, BSP dated 11/22/17 or High Risk following: domestic and hygiene
Health Plans regarding Hypokalemia (low SK'I_IS_ tralnmg,_ Ie|§ure skills
blood olatel Choki Skin Breakd training, medication
ood platelets), oKing, Skin breakdown, administration, meal preparation
Constipation or Bleeding all dated 11/17/17. and dinner. Evening monitoring
will also include unannounced spot
Client E's day services record was reviewed Cbhzcl(_s later in the evening toward
. . ed time.
on 1/9/18 at 9 AM. Client E's day services
record indicated client E's ISP was dated
8/2/16, BSP was dated 8/2/16 and did not
include any High Risk Health Plans. Client Iladd't't‘_)n to gctwe:rea?ent
, . . o observations, Operations Team
E's day services record did not indicate Members and/or the Residential
documentation of client E's ISP dated Manager will perform spot checks
11/17/17, BSP dated 12/14/17 or High at varied times on the overnight
Risk Health Plan regarding Skin Infection shift no less than Fwnce_ rfwon.thly
dated 11/17/17 —more frequently if training issues
ate : or problems are discovered.
Client F's day services record was reviewed
on 1/9/18 at 9:26 AM. Client F's day o
. dindi dcli F's Hich Administrative support at the
services record indicated client F's Hig home will include:
Risk Health Plans regarding Hyperlipidemia,
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Hyponatremia, Dermatitis, Choking, *Assuring staff provide
Seizures, Respiratory Infection and Skin continuous .actlve treatment qgrlng
Breakd 1l dated 8/22/17 formal and informal opportunities,
reakdown were all date ) including but not limited to
assuring adequate direct support
Day Services training logs were reviewed on staff are on duty to meet the
1/9/18 at 9:30 AM. The review did not needs of all clients.
indi d . £ staff traini -Assuring a complete and
indicate documentation of staff tramning accurate accounting of client
regarding clients B, C, D, E or F's finances is present.
updated/most current High Risk Health *Assuring corrective measures
Plans dated 11/17/17 by LPN #1 are developed after substantiated
' incidents and implemented
effectively.
DSM #1 was interviewed on 1/9/18 at 9:31 -Assuring client E attends day
AM. DSM #1 indicated there was not programming with appropriate
documentation of fluid tracking for staffing in place. .
D ber 2017 or 2018 di -Assuring that routine medical
ecember or January regarding assessments, including but not
client F's fluid restriction/intake. DSM #1 limited to annual physical and
indicated LPN #1 had not provided training visual examinations, occur as
for day services staff regarding clients B, C, required. _
D.E or F' dated/ Hich Risk -Assuring that routine dental
» £ or ks updated/most current High Ris evaluations and recommended
Health Plans dated 11/17/17. dental follow-up occur as required.
-Assuring Medications are
Client A's group home record was reviewed adnAwlnlstfared W'thm:,t err::rl‘l
] . R -Assuring evacuation drills occur
on 1/9/18 at 12:01 PM. Client A's High as required.
Risk Health Plans regarding Allergies,
Anemia, Prostate Cancer, Seizures,
Choking, Skin Infection and Respiratory .
Infecti 1 dated 10/18/16. Client A" Preventative measures to be
niection were all date - Llent A's implemented based on Root
record did not indicate documentation of Cause Analysis of why
updated/revised High Risk Health Plans corrections implemented after
since 10/18/16 the 11/17/17 survey have
’ failed.
Client B's group home record was reviewed
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on 1/9/18 at 10:48 AM. Client B's Record
of Visit form dated 11/28/17 indicated he The Residential Manager has been
| dand df h bi directed to provide the Program
was evaluated and treated for a human bite Manager and Operations Manager
wound. Client B's Record of Visit form with copies of a specific schedule
dated 12/11/17 indicated client B was listing client E’s assigned one to
evaluated and treated for a human bite °r_‘”e Sta_ff' TT Operailo?s Mfr;?_ger
. ' . Lo will review all requests for staffing
wound. Client B's record did not indicate reductions, with emphasis on
documentation of client B's 11/17/17 ngh safety considerations, prior to
Risk Health Plan regarding Skin Infection. approving implementation.
Client C's group home record was reviewed
on 1/9/18 at 10:19 AM. Client C's record The Quality Assurance Manager
did not indicate documentation of client C's and QIDP Manager or other
updated/revised 11/17/17 High Risk Health dcfﬁlgnlé‘lfted Qualltty hAsskusrarfme staff
. . . . will perform spot checks of
Plans regarding Respiratory Infection, Skin attendance records to assure
Infection and Choking Potential. ongoing compliance. If deficiencies
are noted, the QA staff will notify
Client D's group home record was reviewed the Program Manager, Operations
1/9/18 at 11:22 AM. Cli D Manager and Executive Director to
on at 11: - Llient 1's assure prompt corrective action.
record did not indicate documentation of Prior to each schedule period, the
client D's ISP dated 11/2/17, BSP dated Operations Team will follow-up
11/22/17 or High Risk Health Plans verbally and via email to assure
ding 1 Kalemia (1 blood that appropriate coverage has
regarding Hypokalemia (low bloo been arranged.
platelets), Choking, Skin Breakdown,
Constipation or Bleeding all dated 11/17/17.
Operations Team members have
. . .
Client E's group home record was reviewed been trained on monitoring
on 1/9/18 at 12:24 PM. expectations. Specifically,
Client E's record did not indicate Administrative Monitoring is
documentation of client E's High Risk Health defined as follows:
Plan regarding Skin Infection dated “The role of the administrative
11/17/17. monitor is not simply to observe &
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Report.
Client F's group home record was reviewed "When opportunities for training
are observed, the monitor must
on 1/9/18 at 11:47 AM. step in and provide the training
Client F's record did not indicate and document it.
documentation of client F's High Risk Health If gaps in active treatment are
Plans regarding Choking, Dermatitis, observgd the monitor is expected
. . to step in, and model the
Hyponatremia (not enough salt in body appropriate provision of supports.
fluids), Skin Breakdown, Respiratory -Assuring the health and safety
Infection, Seizures and Hyperlipidemia all of individuals receiving supports at
dated 11/17/17. the time of the observation is the
top priority.
‘Review all relevant
QIDP (Qualified Intellectual Disabilities documentation, providing
Professional) #1, AS (Area Supervisor) #1, documented coaching and training
HM (Home Manager) #1 and LPN as needed.
(Licensed Practical Nurse) #1 were The Executive Director and
interviewed on 1/9/18 at 1:07 PM. QIDP Director of Operations/Regional
#1 indicated the day services should have Manager (area manager) will
current copies of ISP's, BSP's and High review documentation of
. ) administrative level monitoring of
Risk Health Plans. When asked to provide the facility —making
documentation of staff training regarding recommendations as appropriate.
updated/current High Risk Health Plans, As stated above, the Executive
LPN #1 indicated clients A, B, C, D, E and Director will participate directly in
administrative monitoring of the
F's charts at the group home and at day facility.
services should contain the 11/17/17
updated High Risk Health Plans. LPN #1 Additional Preventative Healthcare
indicated all staff working with clients A, B, Services Measures:
C, D, E and F should be trained regarding 1 Nursing caseloads have
clients A, B, C, D, E and F's High Risk been reduced to 3-4 SGL homes
Health Plans. LPN #1 stated, "Yes, the per nurse.
in-service paper should be here (looking 2.The Nurse Manager will no
. , . longer be responsible for a
through the home's MAR). Can't find it. I caseload.
will have to get back to you." LPN #1 3.The Nurse Manager will do
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stated, "Yes, I did an in-service on High side by side audits of SGL home
Risk Plans and updated the risk plans." LPN with the as.3|gned nurse weekly.
41 indi d she had q .. 4.Copies of Nurse Manager
indicated she had not conduct retraining Audits will be provided to the
on high risk health plans with day services Executive Director and Regional
staff. No additional documentation of staff Director (Area Manager) for review.
training was provided by LPN #1. , 5.The .Executw.e D|recto.r and
Regional Director will meet with
the Nurse Manager weekly to
HM #1 indicated client B's 11/28/17 and review concerns raised through
12/11/17 bite wounds were a result of client audits, incident reports or other
E biting him. HM #1 indicated clients B and c?tnccirns brought to management
. attention.
E were roommates. QIDP #1 indicated staff
working in the home had been retrained on
implementation of client E's 1 to 1 ratio staff
supervision following the 1/2/18 IDT. QIDP RESPONSIBLE PARTIES: QIDP,
41 indi d staff should be impl . Area Supervisor, Residential
indicated staft should be implementing Manager, Health Services Team,
one to one ratio supervision during the day Direct Support Staff, Operations
and completing 15 minute checks during Team, Regional Director
sleep. When asked to clarify client E's 15
minute checks during sleeping hours in
contrast to client E's 12/14/17 BSP protocol
indicating 1 to 1 ratio should continue being
implemented during the overnight/sleeping
hours, QIDP #1 stated, "We discussed that
and thought he probably needed the one to
one ratio supervision over night but there
were staffing concerns." QIDP #1 indicated
the facility did not have enough overnight
staff available to implement one to one ratio
staff supervision as described in his
12/14/17 BSP regarding client E assessed
supervision needs. QIDP #1 indicated
clients B and E were roommates. QIDP #1
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indicated the day services should participate
in client E's 12/11/17 and 1/2/18 IDT
meetings and the recommendations should
have been communicated with the day
services regarding client E's one to one ratio
supervision. QIDP #1 indicated the day
services should be tracking client F's fluid
intake as described in his fluid restriction
High Risk Health Plan. QIDP #1 indicated
there should be two staff on duty in the
home to implement client E's one to one
ratio supervision.

2. The governing body failed to provide
general policy, budget and operating
direction over the facility to ensure client E's
record contained his medical and health care
documentation. Please see W111.

3. The governing body failed to provide
general policy, budget and operating
direction over the facility to ensure clients
A, B, C, D and F's personal rights to retain
and use their personal belongings were
protected regarding client E's behavior.
Please see W137.

4. The governing body failed to provide
general policy, budget and operating
direction over the facility to ensure clients A,
B and C's personal finances were accounted
for. Please see W140.
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5. The governing body failed to provide
general policy, budget and operating
direction over the facility to ensure the
facility implemented its written policy and
procedures to ensure an injury of unknown
origin was immediately reported to the
facility administrator regarding client A. The
governing body failed to implement its
written policy and procedures to prevent
abuse and develop and implement effective
corrective measures to address client E's
ongoing verbal and physically aggressive
behaviors (yelling, threats, biting, head
butting and attempts at biting and head
butting, theft/attempted theft of clients
personal belongings) and verbal and physical
disruption (jumping, screaming and entering
other clients rooms during overnight hours to
attempt to fight clients or steal their personal
belongings) in the home creating an
emotionally intimidating and hostile
environment (an environment that is difficult
or uncomfortable) for clients B, C, D and F.
Please see W149.

6. The governing body failed to provide
general policy, budget and operating
direction over the facility to ensure an injury
of unknown origin was immediately reported
to the facility administrator regarding client
A. Please see W153.
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7. The governing body failed to provide
general policy, budget and operating
direction over the facility to ensure the
facility developed and implemented effective
corrective measures to address client E's
ongoing verbal and physically aggressive
behaviors (yelling, threats, biting, head
butting and attempts at biting and head
butting, theft/attempted theft of clients
personal belongings) and verbal and physical
disruption (jumping, screaming and entering
other clients rooms during overnight hours to
attempt to fight clients or steal their personal
belongings) in the home creating an
emotionally intimidating and hostile
environment (an environment that is difficult
or uncomfortable) for clients A, B, C, D and
F. Please see W157.

8. The governing body failed to provide
general policy, budget and operating
direction over the facility by failing to ensure
the QIDP (Qualified Intellectual Disabilities
Professional) integrated, coordinated and
monitored clients A, B, C, D, E and F's
active treatment programs by failing to
provide sufficient direct care staff to
implement client E's active treatment
program and to manage his nighttime
disruptive behaviors or implement his 1:1
staff to client ratio supervision as described
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in his BSP (Behavior Support Plan) and to
ensure the agency owned and operated day
service provider for clients A, B, C, D, E
and F had current copies of their ISPs
(Individual Support Plans), BSPs (Behavior
Support Plans) or current HRHPs (High
Risk Health Plans). Please see W159.

9. The governing body failed to provide
general policy, budget and operating
direction over the facility to provide
sufficient direct care staff to implement client
E's active treatment program and to manage
his nighttime disruptive behaviors or
implement his 1:1 staff to client ratio
supervision as described in his BSP
(Behavior Support Plan). Please see W186.

10. The governing body failed to provide
general policy, budget and operating
direction over the facility to ensure the
agency owned and operated day service
provider for clients A, B, C, D, E and F had
current copies of their ISPs (Individual
Support Plans), BSPs (Behavior Support
Plans) or current HRHPs (High Risk Health
Plans). Please see W248.

11. The governing body failed to provide
general policy, budget and operating
direction over the facility to ensure client E
participated in his day service's active
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treatment program. Please see W249.

12. The governing body failed to provide
general policy, budget and operating
direction over the facility to ensure client D
had an annual physical examination. Please
see W322.

13. The governing body failed to provide
general policy, budget and operating
direction over the facility to ensure clients A,
B, C, D and E had routine and
recommended vision assessments and
services. Please see W323.

14. The governing body failed to provide
general policy, budget and operating
direction over the facility to monitor and
proactively address client E's chronic
insomnia and day time lethargy. Please see
W331.

15. The governing body failed to provide
general policy, budget and operating
direction over the facility to ensure staff
working with clients A, B, C, D, E and F
were trained regarding their individual High
Risk Health Plans. Please see W342.

16. The governing body failed to provide
general policy, budget and operating
direction over the facility to ensure clients A,
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W 0111

Bldg. 00

B, D, E and F's dental recommendations
were implemented and clients received
routine dental examinations. Please see
W356.

17. The governing body failed to provide
general policy, budget and operating
direction over the facility to ensure staff
administered client C's medication without
error. Please see W3609.

18. The governing body failed to provide
general policy, budget and operating
direction over the facility to conduct
quarterly evacuation drills for each shift of
personnel for clients A, B, C, D, E and F.
Please see W440.

9-3-1(a)

483.410(c)(1)

CLIENT RECORDS

The facility must develop and maintain a
recordkeeping system that documents the
client's health care, active treatment, social
information, and protection of the client's
rights.

Based on record review and interview for 1
additional client (E), the facility failed to
ensure client E's record contained his

medical and health care documentation.

WOl11 CORRECTION:

The facility must develop and

care, active treatment, social

maintain a record keeping system
that documents the client's health

02/07/2018
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Findings include: information, and protection of the
client’s rights. Specifically, the
HM (H M 41 . . d interdisciplinary team has
(Home Manager) #1 was interviewe assembled a comprehensive
on 1/9/18 at 10:15 AM. HM #1 indicated medical record for client E. A
client E did not have a medical chart review of facility documentation
available for review indicated that this deficient
practice did not affect other
clients.
LPN (Licensed Practical Nurse) #1 was
interviewed on 1/9/18 at 12:48 PM. LPN
#1 provided a chart for client E. LPN #1
. . . . . PERVENTION:
indicated client E's chart did not have his
physical, vision examination, dental The Facility Nurse and QIDP have
examination or other information related to been retrained on the need to
his medical status. LPN #1 indicated she asse_mble a comprehen_snve )
1d check h Ll I medical record at the time clients
would check her personal files to locate are admitted and to update the
additional documentation of client E's record as assessments are
physical, vision, dental and recent medical completed. When new clients are
visits admitted to the facility, the Nurse
' Manager and QIDP manager will
conduct weekly document reviews
Client E's record was reviewed on 1/9/18 at to assure records are assembled
12:48 PM. Client E's chart contained a copy as required.
of his physicians orders dated December
2017. The chart did not contain additional RESPONSIBLE PARTIES: QIDP,
medical documentation regarding client E's Area Supervisor, Residential
medical status. Manager, Health Services Team,
Direct Support Staff, Operations
Team, Regional Director
9-3-1(a) 9
W 0122 483.420
CLIENT PROTECTIONS
Bldg. 00 | The facility must ensure that specific client
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protections requirements are met.
Based on observation, record review and W 0122 CORRECTION: 02/07/2018
interview, the facility failed to meet the The facilty must that
.. L . . e facility must ensure tha
Condition of Participation: Client Protections specific dlient protections
for 3 of 3 sampled clients (A, B and C), plus requirements are met. Specifically,
3 additional clients (D, E and F). the governing body facilitated the
following:
The facility failed to ensure clients A, B, C,
D and F's personal rights to retain and use
their personal belongings were protected All staff have been trained on
regarding client E's behavior, to ensure e);peCtaE'_ons ffoélf’ni? 9"? i
. observation of Client E, including
1
clients A, B and C's personal finances were but not limited to preventing client
accounted for and to implement its written E from accessing his housemate’s
policy and procedures to ensure an injury of belongings. The Residential
unknown origin was immediately reported to Manager will assure one to one
he facili dmini di i A staffing is scheduled on all shifts
the facility administrator regarding client A. and will provide the Program
The facility failed to implement its written Manager and Operations Manager
policy and procedures to prevent abuse and with a one to one specific schedule
develop and implement effective corrective seta:jl:lng whto will be on du_tgl_ttc_)
. ) andle one to one responsibilities.
'
measures to address client E's ongoing Supervisory staff from in and
verbal and physically aggressive behaviors outside of the facility will fill any
(yelling, threats, biting, head butting and gaps in coverage. Additionally, the
attempts at biting and head butting interdisciplinary team has assisted
. ’ Client A with placing a lock on his
theft/attempted theft of clients personal door. Fill-in staff will receive client
belongings) and verbal and physical specific training for all clients prior
disruption (jumping, screaming and entering to working at the facility.
other clients rooms during overnight hours to
attempt to fight clients or steal their personal
belongings) in the home creating an All facility supervisory and direct
emotionally intimidating and hostile support staff will be retrained to
environment (an environment that is difficult re_pt;rt stuspe:teddabusle,_tn:._gIect,
. mistreatment and exploitation,
or uncomfortable) for clients B, C, D and F. -including but not limited to
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injuries of undetermined origin.
Findings include:
1. The facility failed to ensure clients A, B, All staff have been trained on
C, D and F's personal rights to retain and expectations for one to one
use their personal belongings were protected observation of Client E, including
di lient E's behavior. Pl but not limited to preventing client
regarding client E's behavior. Please see E from engaging in aggressive
W137. behavior including yelling, threats,
biting, head butting and attempts
2. The facility failed to ensure clients A, B at bltm_g, hgad butting and
e 1 q accessing his housemate’s
and C's personal finances were accounte belongings. The house manager
for. Please see W140. will assure one to one staffing is
scheduled on all shifts and will
3. The facility failed to implement its written pr.owde the Operatlons_ Manager
i d d .. ¢ with a one to one specific schedule
policy and procedures to ensure an injury o detailing who will be on duty to
unknown origin was immediately reported to handle one to one responsibilities.
the facility administrator regarding client A. Supervisory staff from in and
The facility failed to implement its written outsnd.e of the facility V_‘”_” fill any
T d g b d gaps in coverage. Additionally, the
policy and procedures to prevent abuse an interdisciplinary team has assisted
develop and implement effective corrective Client A with placing a lock on his
measures to address client E's ongoing door. Fill-in staff will receive client
verbal and physically aggressive behaviors specmc_trammg for a_II_ C“e_nts prior
i h biti head butti d to working at the facility, including
(yelling, threats, biting, head butting an but not limited to client E’s
attempts at biting and head butting, enhanced supervision protocols.
theft/attempted theft of clients personal
belongings) and verbal and physical
disruption (jumping, screaming and entering PERVENTION:
other clients rooms during overnight hours to
attempt to fight clients or steal their personal
belongings) in the home creating an
. 1lv intimidati d hostil Supervisory staff will review all
emotionally intimidating and hostile facility documentation to assure
environment (an environment that is difficult incidents are reported as required.
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or uncomfortable) for clients B, C, D and F. Additionally, internal and day
Please see W149 service incident reports will be
sent via electronic fax directly to
the administrator. The QIDP
4. The facility failed to ensure an injury of Manager will coordinate and
unknown origin was immediately reported to follow-up with the Quality
the facility administrator regarding client A. Assurance Coordlnators_, QIDPs
Pl w153 and other staff responsible for
case see : reporting to outside agencies, to
assure incidents are reported to
5. The facility failed to develop and state agencies as required. If,
implement effective corrective measures to through investigation, supervisors
ad I E . bal and discover that an employee has
address client E's ongoing verbal an failed to accurately report
physically aggressive behaviors (yelling, allegations of mistreatment,
threats, biting, head butting and attempts at neglect or abuse, as well as
biting and head butting, theft/attempted theft injuries of unknown source, the
feli 1bel . d bal governing body will administer
of clients personal belongings) and verba written corrective action up to and
and physical disruption (jumping, screaming including termination of
and entering other clients rooms during employment.
overnight hours to attempt to fight clients or
steal their personal belongings) in the home
creating an emotionally intimidating and When incidents occur, The QIDP
hostile environment (an environment that is Manager will guide the QIDP
difficult or uncomfortable) for clients A, B, througr_l the investigation and
C.DandF. Pl W157 corrective measure
» L) and t. Fllease sce : implementation process, providing
follow-up as needed but no less
9-3-2(a) than daily. Additionally, the Quality
Assurance Manager and QIDP
Manager will follow-up with
administrative level program staff
(Program Manager and Operations
Manager)
The Residential Manager and Area
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Supervisor will submit schedule
revisions to Program Manager for
approval prior to implementation.
Members of the Operations Team
(comprised of the Executive
Director, Operations Managers,
Program Managers, Quality
Assurance Manager, QIDP
Manager, Quality Assurance
Coordinators, Nurse Manger and
Registered Nurse) will review
facility support documents and
perform visual assessments of the
facility no less than daily for the
next 30 days, and after 30 days,
will conduct administrative
observations no less than three
times weekly until all staff
demonstrate competence. At the
conclusion of this period of
enhanced administrative
monitoring and support, the
Executive Director and Regional
Director will determine the level of
ongoing support needed at the
facility. Active Treatment sessions
to be monitored are defined as:

Mornings: Beginning at 6:30 AM
and through morning transport
and including the following:
Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
skills training through transport to
work and day service. Morning
active treatment monitoring will
include staff from both the day and
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overnight shifts.

Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including the
following: domestic and hygiene
skills training, leisure skills
training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced spot
checks later in the evening toward
bed time.

In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training issues
or problems are discovered.

Operations Team members have
been trained on monitoring
expectations. Specifically,
Administrative Monitoring is
defined as follows:

-The role of the administrative
monitor is not simply to observe &
Report.

‘When opportunities for training
are observed, the monitor must
step in and provide the training
and document it.
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-If gaps in active treatment are
observed the monitor is expected
to step in, and model the
appropriate provision of supports.

-Assuring the health and safety
of individuals receiving supports at
the time of the observation is the
top priority.

-‘Review all relevant
documentation, providing
documented coaching and training
as needed.

The Executive Director and
Director of Operations/Regional
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —-making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility.

Administrative support at the
home will include:

-Assuring staff provide
continuous active treatment during
formal and informal opportunities,
including but not limited to
assuring adequate direct support
staff are on duty to meet the
needs of all clients.

-Assuring corrective measures
are developed after substantiated
incidents and implemented
effectively.
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The Quality Assurance Manager
and QIDP Manager or other
designated Quality Assurance staff
will perform spot checks of
attendance records to assure
ongoing compliance. If deficiencies
are noted, the QA staff will notify
the Program Manager, Operations
Manager and Executive Director to
assure prompt corrective action.
Prior to each schedule period, the
Operations Team will follow-up
verbally and via email to assure
that appropriate coverage has
been arranged.
RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Health Services Team,
Direct Support Staff, Operations
Team, Regional Director
W 0137 483.420(a)(12)
PROTECTION OF CLIENTS RIGHTS
Bldg. 00 | The facility must ensure the rights of all
clients. Therefore, the facility must ensure
that clients have the right to retain and use
appropriate personal possessions and
clothing.
Based on record review and interview for 3 W 0137 CORRECTION: 02/07/2018
of 3 sampled clients (A, B and C), plus 2 B )
L . . . The facility must ensure the rights
additional clients (D and F), the facility failed of all clients. Therefore, the facility
to ensure clients A, B, C, D and F's must ensure that dlients have the
personal rights to retain and use their right to retain and use appropriate
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personal belongings were protected personal possessions and clothing.
regarding client E's behavior. Spgcmcally, al Staff_ have been
trained on expectations for one to
) one observation of Client E,
Findings include: including but not limited to
preventing client E from accessing
HM (Home Manager) #1 was interviewed his _house_:mate’s be'°”9'”95- The
1/%/18 at 4:26 PM. HM #1 q Residential Manager will assure
on at 4: : stated, one to one staffing is scheduled on
"[Client E] takes everything. [Client D] can't all shifts and will provide the
play with his trucks. [Client E] takes them. Program Manager and Operations
[Client A] wants a lock for his room, [client Manager with aone to one specific
E1 tak 1l of his thi Ifhe d \ schedule detailing who will be on
] takes all of his things. e doesn't get duty to handle one to one
what he wants he will take it or get responsibilities. Supervisory staff
aggressive." HM #1 indicated clients B and from in and outside of the facility
E were roommates will fill any gaps in coverage.
’ Additionally, the interdisciplinary
team has assisted Client A with
Staff #2 was interviewed on 1/8/18 at 4:45 placing a lock on his door. Fill-in
PM. Staff #2 indicated she worked the staff will receive client specific
evening shift from 2 PM-10 PM and on training for all clients prior to
working at the facility.
weekends from 8 AM -12 PM. When
asked if the clients in the home got along,
staff #2 stated, "They all do except [client
E]. He doesn't get along with anybody." PERVENTION:
n \ 1
Staff #2 stated, "He's so aggressive. We try The Residential Manager and Area
to redirect him. [Client D] has toys and Supervisor will submit schedule
[client E] will steal them from him. [Client D] revisions to Program Manager for
will get mad and try to take it back. [Client approval prior to |mpler_nentat|on.
Dlis afraid. S . li E h Members of the Operations Team
] is afraid. Sometimes [client E] pushes. (comprised of the Executive
We try to redirect. [Chent B] likes to stay n Director, Operations Managers,
his room. [Client B] avoids [client E] and Program Managers, Quality
will go to the other room to get away from Assurance Man_ager, QIbP
him. Th 1 d him." Staff 42 d Manager, Quality Assurance
1m. They all avoid him.” Sta stated, Coordinators, Nurse Manger and
"[Client E] steals from [client C] and goes Registered Nurse) will review
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through [client A's] pictures. This makes facility support documents and
[client A] angry. [Clients B and C] are pertff)rm visual assessments of the
fraid." Staff £2 indi dcli B and E facility no less than daily for the
afraid.” Sta Indicated clients B an next 30 days, and after 30 days,
were roommates. will conduct administrative
observations no less than three
MC (Med Coach) #1 was interviewed on times weekly until all staff
1/%/18 at 5 PM. MC #1 4"y lient demonstrate competence. At the
at : stated, "Yes, [clien conclusion of this period of
E] takes (others) personal belongings." enhanced administrative
monitoring and support, the
Staff #1 was interviewed on 1/8/18 at 5:15 E’_‘eﬂ:t've !?I"dectmr and Efg'f”a: }
Lo . irector will determine the level o
PM. Staff #1 indicated he started working at ongoing support needed at the
the home on 12/26/17 and worked the 4 facility. Active Treatment sessions
PM -12 AM shift during weekdays. When to be monitored are defined as:
asked if the other clients in the home were
afraid of client E, staff #1 stated, "Afraid?
[Clients B, C and D] are but not [clients A Mornings: Beginning at 6:30 AM
or F]. He steals and takes toys. [Client E's] and through morning transport
a bully." and _|ncl.ud|ng th_e _foIIO\{vmg:
Medication administration, meal
preparation and breakfast,
Client E's record was reviewed on 1/11/18 morning hygiene and domestic
at 9:18 AM. Client E's Progress Notes skills training through transport to
(PNs) dated from 11/15/17 through 1/9/18 work and day service. Morning
ndi d the followine: active treatment monitoring will
indicated the following: include staff from both the day and
overnight shifts.
PN dated 11/15/17 10 AM - 1 PM shift
indicated, "[Client E] has been very
aggressive this morning. He continues to go Evenings: Beginning at
in roommates room and taking items." approximately 4:30 PM through
the evening meal and including the
PN dated 11/18/17, 8 AM- 8 PM shift following: domestic and hygiene
di 4"V led . | skills training, leisure skills
Indicated, "Very unsettled, trying to elope training, medication
from the house. Only settle (SiC) a bit when administration, meal preparation
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his mom and brother visited. [Client E's] and dinner. Evening monitoring
mom brought him lunch, (sic) ate fine. After will also '”C“{de unanno_unced spot
. . . . checks later in the evening toward
his mom left [client E] was still trying to bed time
elope but staff (unspecified) kept redirecting
him. [Client E] has been going in and out of
other housemates' room (sic) taking their - _
fF (sic) hitti lient B1." In addition to active treatment
stuff, (sic) hitting [client B]. observations, Operations Team
Members and/or the Residential
PN dated 11/19/17, 9 PM- 9 AM shift Manager will perform spot checks
indicated, "[Client E] awake (sic) was slept at varied times on the overnight
41 AM. Af few h T E shift no less than twice monthly
aroun - After (a) few hours [client E] —more frequently if training issues
woke up and (started) jumping, screaming or problems are discovered.
and walking around the house, (sic) he trying
to open the med room door also. At 7 AM, Operations Team members have
dq .. . d Tclient E been trained on monitoring
med's were giving (sic) and [client E] (was) expectations. Specifically,
trying to take [client D's] [toy] and push the Administrative Monitoring is
staff and [HM #1]." defined as follows:
. -The role of the administrative
PN dated 11/19/17, 8 AM- 8 PM shift monitor is not simply to observe &
indicated, "[Client E] was already awake on Report.
staff's arrival at site. He pulled staff and ‘When opportunities for training
clients during the shift, he attempted to elope are o.bserved, th.e monitor .m.ust
d . ke what d step in and provide the training
(and was) trying to take what does not and document it.
belong to him." ‘If gaps in active treatment are
observed the monitor is expected
PN dated 11/20/17, 8 PM- 9 AM shift to step ',”'ta”d model "‘fe .
. . appropriate provision of supports.
n
indicated, "[Client E] woke up around 2 -Assuring the health and safety
AM and (was) trying to fight with staff and of individuals receiving supports at
go into [client C's] room and (sic) trying to the time of the observation is the
wake [client C] up and (sic) trying to fight top prlgrlty.
ith hi d (sic) i . d (si ‘Review all relevant
with him and (sic) jumping and (sic) documentation, providing
screaming.” documented coaching and training
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as needed.
PN dated 11/20/17, 8 AM- 8 PM shift The Executive Direct g
. I e Executive Director an
indicated, "[Client E] woke up around 2 Director of Operations/Regional
AM and (was) trying to fight with staff and Manager (area manager) will
go into [client C's] room and trying to wake review documentation of
[client C] up and (sic) trying to fight with admlnl.s.tratlve Ieyel monitoring of
him. And i . d oy the facility —making
m. And jumping and screaming. recommendations as appropriate.
As stated above, the Executive
PN dated 11/20/17, 4 PM- 12 AM shift Director will participate directly in
indicated, "[Client E] started walking around ?dT'tn'Strat'Ve monitoring of the
. . acility.
going from one bedroom to another , (sic) Y
making several demands." Administrative support at the
home will include assuring staff
PN dated 11/23/17,9 AM - 9 PM shift fm"t'de th’gt”?“m;s aCt'Ive ;
. I ) reatment during formal an
indicated, "[Client E] was up walking around informal opportunities, including
the house upon staffs arrival, ate fine, very but not limited to assuring
unsettled all day. Mom visited him and adequate direct support staff are
brought him lunch. Trying to elope, trying to OP stJty to meet the needs of all
. . . clients.
hit staff when staff tried to stop him from
going out. Still unsettled, kept going to The Quality Assurance Manager
[client A's] room packing his pictures." and QIDP Manager or other
designated Quality Assurance
. staff will perform spot checks of
PN dated 11/24/17, 4 PM - 12 AM shift attendance records to assure
indicated, "[Client E] staff (sic) met him ongoing compliance. If
walking around in the evening, taking what deficiencies are noted, the QA
does (sic) not belong to him. Attempted to staff will notify the Program
| d ki d . Manager, Operations Manager and
elope (and) making unnecessary demands. Executive Director to assure
prompt corrective action. Prior to
PN dated 11/27/17 12 AM - 8 AM shift each schedule period, the
indicated client E was up during the Operations Tgam W'l! follow-up
ot h d L. hi verbally and via email to assure
overnight house and was going into his that appropriate coverage has
housemates rooms and jumping around the been arranged.
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house.

PN dated 12/1/17 2 PM - 10 PM shift
indicated, "[Client E] has been unsettled all
evening. Attended Christmas party at the
office, he refused to settle down at the party.
Came back home and went to [client A's]
room got most of his pictures out. This
resulted in making [client A] very angry and
upset. Staff redirected [client E] but he
refused. He later left (sic) for [client C's]
room whenever staff redirected him [client
E] uses [expletives] on staff."

PN dated 12/2/17 8 AM - 8 PM shift
indicated, "[Client E] was already up upon
staffs arrival. Very unsettled and aggressive
towards housemates and staff. Kept going

to [client A's] room to get his pictures and
other stuff out to place items on the floor in
the living room, he became aggressive when
staff redirected him. Kept pulling [client B]
out of the chair whenever [client B] tried to
settle down on the sofa. Still unsettled at
time of report. Stood right in front of staff in
the dining area and peed on himself twice
and he will start laughing whenever he does
it."

PN dated 12/3/17 8 AM - 8 PM shift
indicated, "[Client E] was already awake
jumping around the house upon staff arrival.

RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Health Services Team,
Direct Support Staff, Operations
Team, Regional Director
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He later became aggressive to the clients
and staff in the house. Taking what does not
belong to him with force, going from one
bedroom to another. He made several
attempts to open the kitchen cabinets and
deliberately peed on himself."

PN dated 12/4/17 4 PM - 12 AM shift
indicated, "[Client E] was running around the
house with his blankets in his hand upon
staff's arrival at the site. He frequently going
to (sic) other consumers bedroom, packing
their belongings out (sic) playing with kitchen
sink, attempting to bite staff and clients. Staff
made (sic) they redirected him whenever he
attempts to bite and elope."

PN dated 12/6/17 2 PM- 10 PM shift
indicated, "[Client E] has been very
unsettled upon his arrival from day program.
Picking stuff from housemates room. Mostly
[client A's]. Very angry. [Client E] kept
saying he will bite [client C] but staff kept
him in line of sight."

PN dated 12/7/17 4 PM - 12 AM shift
indicated, "[Client E] was trying to gain
access to the kitchen while staff was
preparing the dinner. Jumping around
snatching other clients stuff aggressively."

PN dated 12/8/17, 12 AM- 8 AM shift
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indicated, "[Client E] slept for (a) few hours
in (sic) the midnight woke up and started
walking around the house and opened [client
C's] door throughout the night."

PN dated 12/8/17, 2 PM- 10 PM shift
indicated, "Upon picking [client E] up from
day program, day program staff reported
[client E that (sic) he's been saying he was
going to bite someone. Staff asked if [client
E] mentioned any names but day program
staff said he did not but he kept saying he
was going to do it. [HM #1] was informed
immediately. [Client E] has been very
unsettled, fighting with [client D] over [client
D's] toy truck and entering [client A's]
room, taking his pictures and placing them
on the floor. [Client A] was so angry about
it but staff told [client A] to calm down.
[Client E] has been using [expletives] on
staff while staff were trying to redirected
(sic) him. Pushing and trying to bite staff
while staff told him to stay (away) from (the)
hot stove and while he was trying to open
the oven when the oven was in use and very
hot. Staff did what they could but [client E]
still remains adamant."

PN dated 12/13/17, 2 PM - 10 PM shift
indicated, "[Client E] was picked up at day
program. Very unsettled. On getting home
(sic) he starts going into [client A's] room to
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some of his pictures out. Staff redirected him
but he wouldn't listen. Trying to force some
of the kitchen cabinets back open."

PN dated 12/16/17, 8 AM - 8 PM shift
indicated, "Very unsettled all day, fighting his
housemates over their toys and stuff.

Refused to be redirected."

PN dated 12/17/17 8 AM- 8 PM shift
indicated, "[Client E] was already awake
running around upon staffs arrival at the site.
He was very unsettled, stealing, aggressive
towards staff and consumers attempting to
bite."

PN dated 12/17/17, 2 PM -10 PM shift
indicated, "[Client E] has been very
unsettled upon his arrival from day program.
In and out of the kitchen, taking [client D's]
toys and fighting him for his trucks. Went to
[client A's] room and took some of his
pictures and placed them on the floor in the
living room. Refused to be redirected. Peed
on himself."

PN dated 12/19/17, 2 PM- 10 PM shift
indicated, "[Client E] was picked up at day
program. Came back home usual unsettled
self. Fight with housemates over their
belongings, taking out blankets from the
closet and taking out stuff from (the) kitchen
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cabinet. Refused to be redirected very
aggressive towards housemates and staft."

PN dated 12/20/17, 2 PM- 10 PM shift
indicated, "[Client E] has been very
unsettled, fighting, refused to be redirected.
Kept going in and out of [client A's] room.
This makes [client A] angry and [client A]
was using [expletives] while trying to explain
to staff."

PN dated 12/22/17, 2 PM- 10 PM shift
indicated, "[Client E] was picked up at day
program. Slept through while transported to
the house. On his arrival at the house he
became restless, wondering around the
housemates room, picking their stuff and
picking stuff from the kitchen cabinet. Very
unsettled all evening."

PN dated 12/29/17, 6 AM - 2 PM shift
indicated, "[Client E] was very active this
morning. Kept trying to take things from
kitchen while staff was preparing breakfast.
[Client E] ate breakfast, then began to
bother other housemates taking their
personal belongings."

PN dated 1/8/18, 4 PM- 9 PM shift
indicated, "[Client E] took away other
clients toys."
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9-3-2(a)
W 0140 | 483.420(b)(1)(i)
CLIENT FINANCES
Bldg. 00 | The facility must establish and maintain a
system that assures a full and complete
accounting of clients' personal funds
entrusted to the facility on behalf of clients.
Based on record review and interview for 3 W 0140 CORRECTION: 02/07/2018
of 3 sampled clients (A, B and C), the B )
facility failed i A Band C' The facility must establish and
acility 1alled to ensure chents A, B and C's maintain a system that assures a
personal finances were accounted for. full and complete accounting of
clients' personal funds entrusted to
Findings include: the facility on behalf of clients.
’ Specifically, personal financial
ledgers for all clients will be
1. Client A's RFMSS (Resident Fund updated by the Residential
Management Service Statement) dated Manager and reviewed by the
10/13/17 through 1/11/18 was reviewed on Area S:perwsfor T:: Certt'ﬂe‘lj i‘;
] ) ' accurate per facility protocol. The
1/11/18 at 12:40 PM. Client A's RFMSS Residential Manager will receive
dated 10/13/17 through 1/11/18 indicated detailed training and will maintain
client A received $10.00 of his personal an up to date ledger to track
money for "Weekly Spending" on 10/16/17, purchases for all clients. All staff
10/23/17, 10/30/17, 11/6/17, 11/13/17 vl assure that clients provide
> 4 4 > receipts for purchases as
1 1/17/17, 1 1/27/17, 12/4/17, 12/1 1/17, appropriate and the Residential
12/18/17, 12/22/17, 1/2/18 and 1/8/18. Manager will maintain copies of
Client A's RFMSS dated 10/13/17 through receipts for purchases recorded on
.. . . the ledgers.
1/11/18 indicated client A received $75.00 9
of his personal money for "Christmas
Shopping" on 12/20/17. The review did not
indicate documentation of an itemized ledger PREVENTION:
. . ,
regarding client A's personal weekly The Residential Manager will
spending money greater than $5.00 or client maintain responsibility for
maintaining client financial records
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A's personal Christmas shopping money in and the Area Supervisor will audit
the amount of $75.00 these records no less than weekly.
e All staff will be retrained regarding
) the need to assist clients with
2. Client B's RFMSS dated 10/13/17 budgeting and collecting receipts,
through 1/11/18 was reviewed on 1/11/18 with appropriate accompanying
at 12:43 PM. Client B's RFMSS dated documentation. The rea
Lo . upervisor will turn in clien
10/13/17 through 1/11/18 indicated client B financial records to the Business
received $10.00 of his personal money for Manager no less than monthly for
"Weekly Spending" on 10/16/17, 10/23/17, review and filing. Additionally,
10/30/17, 11/6/17, 11/13/17, 11/17/17, memb?rSdOffti‘: Ogerat't‘?“s Team
comprised of the Operations
11/27/17, 12/4/17, 12/11/17, 12/18/17, Managers, Program Managers,
12/22/17, 1/2/18 and 1/8/18. Client B's Nurse Manager, Registered Nurse,
RFMSS dated 10/13/17 through 1/11/18 Executive Director, Quality
indicated client B received $89.97 of his sturance I\/(I:jagagtla_;;&IDP
" R anager and Quality Assurance
personal money for "[Store Clothes]" on Coordinators, will include audits of
12/27/17. The review did not indicate client finances as part of an
documentation of an itemized ledger ongoing facility audit process.
regarding client B's personal weekly Operations Team audits will occur
di h 500 li weekly until all staff and
spending money greatert a.n $5.00 or c 1ent supervisors demonstrate
B's personal clothing shopping money in the competence. At the conclusion of
amount of $89.97. this period of enhanced
administrative monitoring and
. , support, the Executive Director and
3. Client C's RFMSS dated 10/13/17 Regional Director will determine
through 1/11/18 was reviewed on 1/11/18 the level of ongoing support
at 12:45 PM. Client C's RFMSS dated needed at the facility, which will
10/13/17 through 1/11/18 indicated client C oceur no less than twice monthly.
ved $10.00 of hi | f Administrative support will include
received $10. .0 1S personal money for assuring a complete and accurate
"Weekly Spending" on 10/16/17, 10/23/17, accounting of client finances is
10/30/17, 11/6/17, 11/13/17, 11/17/17, present.
11/27/17, 12/4/17, 12/11/17, 12/18/17,
12/22/17, 1/2/18 and 1/8/18. Client C's
RFMSS dated 10/13/17 through 1/11/18 RESPONSIBLE PARTIES: QIDP,
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indicated client C received $89.97 of his Area Supervisor, Residential
personal money for "[Store Clothes]" on Manager, Direct Support Staff,
. . .. Operations Team, Regional
12/27/17. The review did not indicate Di
irector
documentation of an itemized ledger
regarding client C's personal weekly
spending money greater than $5.00 or client
C's personal clothing shopping money in the
amount of $89.97.
QIDP (Qualified Intellectual Disabilities
Professional) #1 was interviewed on
1/11/18 at 12:32 PM. QIDP #1 indicated
there was no documentation available for
review regarding clients A, B and C's petty
cash ledgers.
9-3-2(a)
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 CORRECTION: 02/07/2018
interview for 3 of 3 sampled clients (A, B The ficility must develop and
. . e facility must develop an
and C), plus 3 additional clients (D, E and implement written policies and
F), the facility failed to implement its written procedures that prohibit
policy and procedures to ensure an injury of mistreatment, neglect or abuse of
unknown origin was immediately reported to the client. Specifically:
the facility administrator regarding client A.
The facility failed to implement its written
All staff have been trained on
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policy and procedures to prevent abuse and expectations for one to one
develop and implement effective corrective observation of Client E, including
ad i E . but not limited to preventing client
measures to address client E's ongoing E from accessing his housemate’s
verbal and physically aggressive behaviors belongings. The Residential
(yelling, threats, biting, head butting and Manager will assure one to one
attempts at biting and head butting, staffing is scheduled on all shifts
heft/ d theft of cli | and will provide the Program
theft/attempted thett of clients persona Manager and Operations Manager
belongings) and verbal and physical with a one to one specific schedule
disruption (jumping, screaming and entering detailing who will be on duty to
other clients rooms during overnight hours to handle.one to one resp_on5|b|I|t|es.
fioht cli | thei | Supervisory staff from in and
attempt to fight clients or steal their persona outside of the facility will fill any
belongings) in the home creating an gaps in coverage. Additionally, the
emotionally intimidating and hostile interdisciplinary team has assisted
environment (an environment that is difficult Client A with placing a lock on his
f ble) f i C d door. Fill-in staff will receive client
or uncomfortable) for clients B, C, D and F. specific training for all clients prior
to working at the facility.
Findings include:
1. Observations were conducted at the Al facility supervisory and direct
group home on 1/8/18 from 4:00 PM support staff will be retrained to
through 5:30 PM. Client A was present in report suspected abuse, neglect,
the home throughout the observation period. mistreatment and exploitation,
Cli A had a 1 CM (Centi oul -including but not limited to
tent ada (Centimeter) circular injuries of undetermined origin.
shaped dark to light red area on his
forehead above his right eyebrow area.
Client A's fingernails on his left hand All staff have been trained
. . . sta ave been trained on
(dominant hand) had jagged edges with expectations for one to one
finger #5's (pinky) nail 0.4 millimeters, finger observation of Client E, including
#4's (ring finger) nail 0.5 millimeters, finger but not limited to preventing client
#3's (middle) nail 0.2 millimeters and finger E from_ €ngaging In aggressive
4's (ind 1 0.4 milli . behavior including yelling, threats,
s (index) nail was 0.4 millimeters in biting, head butting and attempts
length. at biting, head butting and
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accessing his housemate’s
Client A was interviewed on 1/8/18 at 4:11 bglonglngs. The house manager
PM. Cli A ked how h ved will assure one to one staffing is
- Client A ‘was asked how he receive scheduled on all shifts and will
the mark on his forehead, client A stated, provide the Operations Manager
"Don't know. Probably got bumped." HM with a one to one specific schedule
(Home Manager) #1 who was present detailing who will be on duty to
duri he i . deli A handle one to one responsibilities.
uring the iterview stated client Supervisory staff from in and
"Scratches himself sometimes". HM #1 outside of the facility will fill any
indicated client A's finger nails were trimmed gaps in coverage. Additionally, the
weekly. Client A was asked if he bumped interdisciplinary team has assisted
. hi ith hed hi If Client A with placing a lock on his
into something or it he scratched himself, door. Fill-in staff will receive client
client A stated, "Yeah, scratched. Ran into a specific training for all clients prior
door." to working at the facility, including
but not limited to client E’s
. . enhanced supervision protocols.
Client A's record was reviewed on 1/9/18 at
12:01 PM. Client A's PN (Progress Note's)
dated from 11/1/17 through 1/8/18 did not
indicate documentation of client A scratching PERVENTION:
. . . ,
or attempting to scratch himself. Client A's Supervisory staff will review all
ISP (Individual Support Plan) dated 2/22/17 facility documentation to assure
and BSP (Behavior Support Plan) dated incidents are reported as required.
2/22/17 did not identify scratching or skin Addl_tlon_all_y, internal and fiay
ki d behavi for cli A service incident reports will be
picking as targeted behaviors for client A. sent via electronic fax directly to
Client A's TR (Treatment Record) dated the administrator. The QIDP
January 2018 indicated, "Trim fingernails Manager will coordinate and
and toenails weekly on Wednesday at 7 follow-up with the Quality
PM." Client A's TR dated J 2018 Assurance Coordinators, QIDPs
: lent A's ated January and other staff responsible for
indicated staff completed/initialed reporting to outside agencies, to
completion of trimming client A's fingernails assure incidents are reported to
and toenails on the previous Wednesday state agencies as required. If,
1/3/18 through investigation, supervisors
( )- discover that an employee has
failed to accurately report
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QIDP (Qualified Intellectual Disabilities allegations of mistreatment,
Professional) #1, AS (Area Supervisor) #1, _r'GfQI?Ct or abuse, as well as
HM (H M #1 and LPN injuries of unknown source, the
(Home Manager) #1 an governing body will administer
(Licensed Practical Nurse) #1 were written corrective action up to and
interviewed on 1/9/18 at 1:07 PM. When including termination of
asked if client A had any injuries regarding employment.
his skin, HM #1 indicated client A had a
circular red area on his forehead. When
asked how client A described/reported how When incidents occur, The QIDP
he sustained the injury, HM #1 stated, "He :’rllanagﬁrthwnl.gwds th: QIDPd
. . . o rough the investigation an
said he hit a door." When asked if client A corrective measure
was able to self-report injuries, HM #1 implementation process, providing
stated, "No." HM #1 stated, "It looked like follow-up as needed but no less
he scratched himself." When asked if she than daily. Additionally, the Quality
had wi deli A hi ki Assurance Manager and QIDP
ad witnessed client A scratching or picking Manager will follow-up with
his skin, HM #1 stated, "No." When asked administrative level program staff
if staff had reported seeing client A (Program Manager and Operations
scratching or picking his skin, HM #1 Manager)
stated, "No." When asked if client A's
fingernails appeared to have been trimmed
on 1/3/18 during the 1/8/18 The Residential Manager and Area
interview/observations at the group home, Supervisor will submit schedule
HM #1 4. "No. I don't beli h revisions to Program Manager for
stated, "No, 1 don't believe they approval prior to implementation.
were trimmed." HM #1 stated, "It was an Members of the Operations Team
injury of unknown origin and should have (comprised of the Executive
been reported." QIDP #1 indicated she had Director, Operations Managers,
b Fied of cli A's 1/8/18 ini Program Managers, Quality
not been notitied of client A's mnjury Assurance Manager, QIDP
of unknown origin on his forehead. LPN #1 Manager, Quality Assurance
indicated she had not been notified of client Coordinators, Nurse Manger and
A's 1/8/18 injury of unknown origin on his Seg_jll_itered Nl:trsde) will re;newd
L acility support documents an
forehead. AS #1 indicated she had not been perform visual assessments of the
notified of client A's 1/8/18 injury of facility no less than daily for the
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unknown origin on his forehead. QIDP #1 next 30 days, and after 30 days,
indicated injuries of unknown origin should wil cond_uct administrative
b di diatel h . observations no less than three
e reported immediately to the supervisor times weekly until all staff
and nurse and an investigation should be demonstrate competence. At the
initiated. conclusion of this period of
enhanced administrative
An additi | BDDS ved monitoring and support, the
n additiona report was receive Executive Director and Regional
via email and reviewed on 1/9/18 at 5:47 Director will determine the level of
PM. The review indicated a BDDS report ongoing support needed at the
had been completed regarding client A's facility. AcFlve Treatmen_t sessions
.. . . to be monitored are defined as:
injury of unknown origin. The date of
knowledge listed on the BDDS report was
1/9/18 at 5 PM. The review indicated client
A's injury of unknown origin identified and Mornings: Beglnnlﬁg at 6:30 AM
di 4 with HM #1 1/%/18 at 411 and through morning transport
1scussed wit on at4: and including the following:
PM was not immediately reported to AS Medication administration, meal
#1, QIDP #1 or LPN #1. preparation and breakfast,
morning hygiene and domestic
. skills training through transport to
2. Observations were conducted at the work and day service. Morning
group home on 1/8/18 from 4 PM through active treatment monitoring will
5:30 PM. At 4:22 PM, client E was in the include staff from both the day and
medication administration room with HM overnight shifts.
(Home Manager) #1 and was being
prompted to exit the medication
administration room to prepare for the Evenings: Beginning at
evening meal by HM #1. Client E repeatedly approxmately 4:30 PIV_' thro‘fgh
Ked f g hil . Ik the evening meal and including the
asked for candy while attempting to wa following: domestic and hygiene
past HM #1 toward a desk in the room. skills training, leisure skills
HM #1 stated, "He wants the jar of candy I training, medication
keep on my desk." HM #1 then picked up a administration, meal preparation
| . ¢ d ch | di d and dinner. Evening monitoring
glass jar of assorted chocolate candies an will also include unannounced spot
asked client E "Is this what you want"? HM checks later in the evening toward
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T11H11 Facility ID: 000963 If continuation sheet Page 61 of 235




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

PRINTED: 02/23/2018
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES  |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING 00 COMPLETED
15G449 B. WING 01/12/2018
STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROVIDER OR SUPPLIER
7859 DELBROOK DR
COMMUNITY ALTERNATIVES-ADEPT INDIANAPOLIS, IN 46260
(X4) ID SUMMARY STATEMENT OF DEFICIENCIE D ROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CAEACH CORRECTIVE ACTIONSHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG DEFICIENCY) DATE
#1 then directed client E to exit the room bed time.
and repeatedly told him "You can have
candy after you eat dinner. You have to eat
your dinner and be nice". Client E continued In addition to active treatment
repeatedly asking for the candy while observations, Operations Team
attempting to reach the jar in HM #1's Members a.nd/ or the Residential
hands. FIM £1 d staff #1 . Manager will perform spot checks
ands. requested sta to assist at varied times on the overnight
redirecting client E out of the medication shift no less than twice monthly
room and to join his housemates in the —more frequently if training issues
kitchen for the evening meal. Client E exited or problems are discovered.
the medication administration room while Operations Team members have
HM #1 shut the medication administration been trained on monitoring
room door and stood next to it holding it expectations. Specifically,
shut. Client E continued demanding candy Administrative Monitoring is
. .. defined as follows:
from outside of the medication room door
and began banging on the door while “The role of the administrative
attempting to push his way inside the med monitor is not simply to observe &
room to get the candy jar from HM #1. Report. . .
‘When opportunities for training
are observed, the monitor must
HM #1 was interviewed on 1/8/18 at 4:26 step in and provide the training
PM. HM #1 stated client E "Perseverates and document it.
over food" and "Will get aggressive towards 'If gaps in active treatment are
ffand cli " Wh red if fth observed the monitor is expected
statt and clients. en asked 1t any of the to step in, and model the
other clients in the home were fearful or appropriate provision of supports.
intimidated regarding client E, HM #1 *Assuring the health and safety
stated, "[Client F] is not. [Client A] is not. of m@wduals receiving §upports at
Cli B.Cand D Th the time of the observation is the
[Clients B, C and D] are. They are top priority.
non-verbal so they can't tell you but you can -Review all relevant
tell by the way they act. Just visual. They documentation, providing
don't want to be anywhere near [client E]. documjn:jed coaching and training
o as needed.
They go the opposite direction, both at
home and work. We are in the process of The Executive Director and
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putting [client E] in a different classroom Director of Operations/Regional
than [clients B, C and D]." HM #1 indicated Mapager (area mar.wager) wil
lient E di h h review documentation of
client £ moved into the group home on administrative level monitoring of
11/14/17 after the death of another client in the facility —making
the home. HM #1 indicated she was aware recommendations as appropriate.
of 2 BDDS (Bureau of Developmental A_S stated fabove., t.he Exe.cutlve.
Disabilities Servi for fichti Director will participate directly in
isabilities Services) reports for fighting. administrative monitoring of the
HM #1 stated, "[Client E] takes everything. facility.
[Client D] can't play with his trucks. [Client
E] takes them. [Client A] wants a lock for Admlnls.tre?tlve support at the
. . . home will include:
his room, [client E] takes all of his things. If
he doesn't get what he wants he will take it -Assuring staff provide
or get aggressive. [Client E] will bite and continuous active treatment during
head butt. He takes sheets and flushes them formal and informal opportunities,
d he toilet." HM #1 indi deli B including but not limited to
own the torlet. indicated clients assuring adequate direct support
and E were roommates. staff are on duty to meet the
needs of all clients.
Staff #2 was interviewed on 1/8/18 at 4:45 'Ajsu“lng Cg"?tc“ve g‘etastfrjsd
C are developed after substantiate
PM. Staff #2 indicated she worked the incidents and implemented
evening shift from 2 PM-10 PM and on effectively.
weekends from 8 AM -12 PM. When
asked if the clients in the home got along,
n 1
staff #2 stated, "They all do except [client The Quality Assurance Manager
E]. He doesn't get along with anybody." and QIDP Manager or other
Staff #2 stated, "He's so aggressive. We try designated Quality Assurance staff
to redirect him. [Client D] has toys and will perform spot checks of
i B will | them i hi Cli D attendance records to assure
[client E] will steal them from him. [Client D] ongoing compliance. If deficiencies
will get mad and try to take it back. [Client are noted, the QA staff will notify
D] is afraid. Sometimes [client E] pushes. the Program Manager, Operations
We try to redirect. [Client B] likes to stay in Manager and Exec“t'v_e Dlrec_tor to
hi Cli B id li E d assure prompt corrective action.
is room. [Client B] avoids [client E] an Prior to each schedule period, the
will go to the other room to get away from Operations Team will follow-up
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him. They all avoid him." Staff #2 stated,
"[Client E] steals from [client C] and goes
through [client A's] pictures. This makes
[client A] angry. [Clients B and C] are
afraid. [Client E] does have a BSP
(Behavior Support Plan) but it doesn't work.
Staff #2 indicated clients B and E were
roommates.

MC (Med Coach) #1 was interviewed on
1/8/18 at 5 PM. MC #1 stated, "Yes, [client
E] takes (others) personal belongings. He
tries to make other clients to do what he
wants. He will hit, head butt and takes things
from the kitchen and puts them down vents
and toilets. I've heard about this from other
staff and seen him do it on the weekends.
He doesn't follow directions." When asked if
the other clients were afraid of client E, MC
#1 stated, "Some are. I see it when clients
leave the area to get away from him. Some
are non-verbal but I can tell. [Clients B, C
and D] are. [Client B] is his roommate.
[Client B] is afraid of him. [Client B] has
scars on his arm and finger from where
[client E] bit him." MC #1 indicated clients
B and E were roommates.

MC #1 indicated client E was currently on 1
to 1 ratio staff supervision. MC #1 stated,
"They are supposed to be having a meeting
to take him off 1 to 1 ratio staff supervision,
I don't think its safe. He needs 1 to 1 ratio

verbally and via email to assure
that appropriate coverage has
been arranged.

RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Health Services Team,
Direct Support Staff, Operations
Team, Regional Director
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staff supervision." MC #1 indicated 1 to 1
ratio staff supervision meant one staff was
assigned to client E and remained shoulder
to shoulder with him to monitor him and
keep the other clients safe. MC #1 stated,
"They want us to work by ourselves.
Doesn't feel safe. If we are toileting or
helping another client in the bathroom or
bedroom while everyone is in the living room
with [client E] he might attack them." MC
#1 indicated she had expressed this concern
with HM #1. MC #1 indicated she had
worked in the home by herself and didn't
know client E was supposed to be 1 to 1
ratio staff supervised at the time. MC #1
indicated she had only become aware of
client E's 1 to 1 ratio staff supervision
protocol three days ago.

Staff #1 was interviewed on 1/8/18 at 5:15
PM. Staff #1 indicated he started working at
the home on 12/26/17 and worked the 4

PM -12 AM shift during weekdays. Staff #1
stated he had "worked a couple of times
during the week by himself." Staff #1 stated,
"[Client E] is very difficult. Can't leave him
alone with others. Gets violent and will
attach others. Bites and head butts." When
asked if the other clients in the home were
afraid of client E, staff #1 stated, "Afraid?
[Clients B, C and D] are but not [clients A
or F]. He steals and takes toys. [Client E's]
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a bully." Staff #1 indicated 1 to 1 ratio staff
supervision meant to maintain client E at
arms length.

The facility's BDDS (Bureau of
Developmental Disabilities Services) reports
and investigations were viewed on 1/8/18 at
6 PM. The review indicated the following:

1. BDDS report dated 11/29/17 indicated,
"Staff reported as [client B] and [client E]
were in the dining area engaging in horse
play. Staff discovered a bite mark with
broken skin on [client B's] right arm,
approximately 3 inches in length. The
ResCare nurse (unknown) was present

when it happened and instructed staff to
clean the area and take [client B] to

[medical clinic] to be assessed. [Client B]
was taken to [medical clinic] where he was
assessed and prescribed antibiotics for the
bite. [Client E] has a history of physical
aggression and harming others. Both
individuals were provided emotional support
from the staff. [Client E] will receive testing
to rule out the presence of blood borne
pathogen. The administrative team is aware
of the incident and the IDT (Interdisciplinary
Team) will meet to put additional protective
measure in place. Staff will notify the
administrative team of any further concerns."
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2. BDDS report dated 12/9/17 indicated,

"As [client B] was exiting the medication
room, before staff could intervene, [client E]
grabbed [client B's] right hand and bit him.
Staff immediately separated the two
individuals and redirected [client E] verbally.
The ResCare nurse was notified and
instructed staff to have [client Blexamined
by a physician. [Client B] was taken to
[hospital] where he was assessed and
diagnosed with a bite on (his) right hand,
and was prescribed an antibiotic to be taken
twice daily for seven days. [Client E] has a
history of physical aggression and harming
others. Both individuals were provided
emotional support from the staff. Immediate
protective measures are in place.
Specifically, [client E] has been placed on
one on one supervision during wakening
(sic) hours and 15 minute checks during
sleeping hours. The administrative team is
aware of the incident and staff will notify the
administrative team of any further concerns."

3. BDDS report dated 12/29/17 indicated,
"While preparing to eat breakfast, [client E]
moved [client F's] chair from behind him and
[client F] hit [client E] in the back of the
head with an open hand. Staff immediately
separated the two and verbally redirected
them both. There were no injuries noted.
Both individuals were provided emotional
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support from the staff and physical
aggression is addressed in both individuals
behavior support plans. The administrative
team is aware of the incident and the IDT
will meet to discuss additional protective
measures. Staff will notify the administrative
team of any further concerns."

-Investigation Final Report dated 1/8/18
indicated MC #1 was the only staff on duty
in the home at the time of clients E and F's
incident of physical aggression.

The facility's Time Detail Sheets dated
1/2/18 through 1/9/18 were reviewed on
1/9/18 at 10:49 AM. The review indicated
the following:

-1/2/18: The review did not indicate
documentation of staff working in the home
from 10 PM- 11:59 PM.

-1/3/18: The review did not indicate
documentation of staff working in the home
from 12 AM through 7 AM and from 3 PM
through 6 PM. The review indicated one
staff was on duty in the home from 7 AM to
3 PM.

-1/4/18: The review did not indicate
documentation of staff working in the home
from 3 PM to 6 PM. The review indicated
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one staff was on duty at the home from 6:30
PM through 11:59 PM.

-1/6/18: The review indicated one staff was
working in the home from 12 AM to 8§ AM
and from 7 PM to 11:59 PM.

-1/7/18: The review indicated one staff was
working in the home from 12 AM to 8 AM
and from 7 PM to 11:59 PM.

-1/8/18: The review indicated one staff was
working in the home from 12 AM to 9 AM.

Interview with HM #1 on 1/8/18 at 5:30

PM indicated clients A, B, C, D, E and F
got up for day program at 6 AM, completed
hygiene, received medications, participated
in the home's family style morning meal and
then departed for day services between 8
AM and 8:30 AM.

Day Service Manager (DSM) #1 was
interviewed on 1/9/18 at 9:14 AM. DSM

#1

indicated clients B, C, D and F were in the
same classroom. DSM #1 indicated client E
had been in the same classroom until
yesterday (1/8/18). DSM #1 indicated she
was not aware client E had been placed on
1:1 supervision or have a copy of his most
recent (12/14/17) BSP with his 1 to 1 ratio
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protocol. DSM #1 indicated she was not a
participant in the 12/11/17 or 1/2/18 IDT
meetings and the IDT recommendations
regarding 1:1 supervision or keeping client E
separated from clients B and F had not been
communicated. DSM #1 stated, "They were
in the same class and did group." DSM #1
stated, "[Client E] slept most days but has
improved."

Client E's day services record was reviewed
on 1/9/18 at 9 AM. Client E's day services
record indicated client E's ISP was dated
8/2/16, BSP was dated 8/2/16. Client E's
day services record did not indicate
documentation of client E's ISP dated
11/17/17, BSP dated 12/14/17.

QIDP (Qualified Intellectual Disabilities
Professional) #1, AS (Area Supervisor) #1,
HM (Home Manager) #1 and LPN
(Licensed Practical Nurse) #1 were
interviewed on 1/9/18 at 1:07 PM. QIDP
#1 indicated the day services should have
current copies of ISP's, BSP's and High
Risk Health Plans. HM #1 indicated client
B's 11/28/17 and 12/11/17 bite wounds
were a result of client E biting him. HM #1
indicated clients B and E were roommates.
QIDP #1 indicated staff working in the
home had been retrained on implementation
of client E's 1 to 1 ratio staff supervision
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following the 1/2/18 IDT. QIDP #1
indicated staff should be implementing one
to one ratio supervision during the day and
completing 15 minute checks during sleep.
When asked to clarify client E's 15 minute
checks during sleeping hours in contrast to
client E's 12/14/17 BSP protocol indicating
1 to 1 ratio should continue being
implemented during the overnight/sleeping
hours, QIDP #1 stated, "We discussed that
and thought he probably needed the one to
one ratio supervision over night but there
were staffing concerns." QIDP #1 indicated
the facility did not have enough overnight
staff available to implement one to one ratio
staff supervision as described in his
12/14/17 BSP regarding client E assessed
supervision needs. QIDP #1 indicated
clients B and E were roommates. QIDP #1
indicated the day services should participate
in client E's 12/11/17 and 1/2/18 IDT
meetings and the recommendations should
have been communicated with the day
services regarding client E's one to one ratio
supervision. QIDP #1 indicated the day
services should be tracking client F's fluid
intake as described in his fluid restriction
High Risk Health Plan. QIDP #1 indicated
there should be two staff on duty in the
home to implement client E's one to one
ratio supervision.
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QIDP #1 indicated all allegations of abuse,
neglect, mistreatment and injuries of
unknown origin should be immediately
reported to the administrator, reported to
BDDS within 24 hours of knowledge of the
allegation, thoroughly investigated and
corrective measures should be developed
and implemented to prevent recurrence.

Client E's record was reviewed on 1/11/18
at 9:18 AM. Client E's BSP (Behavior
Support Plan) dated 12/14/17 indicated the
following:

-"[Client E] at times will become obsessive
over things. [Client E] will steal items at the
store, takes items from housemates,
non-compliance, obsesses over what is on
his mind (always food), kitchen and food are
locked. He struggles with biting self, hitting,
head butts, and he has alarms on door due

to eloping and will pick at his skin."

-"Some of his targeted behaviors consist of
physical aggression, self-injurious behavior,
pacing around, leaving assigned area, and
repetitive actions."

-"Physical Aggression: any time [client E]
strikes, spits, grabs, kicks, bites, pinches, is
threatening, and throwing objects at others
that have the potential to cause injury."
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-"Verbal Aggression: any time [client E]
shouts and/or screams at peers and/or staff
to include insults, vulgar comments,
obscenities and demeaning comments.

-"Threats to Harm Others: any time [client
E] makes a statement that he will harm staff
and/or peers (kill them in their sleep, burn
the house down, break their knee) or refers
to events in his past when he has harmed
others."

-"The following precursor behaviors have
been identified: change (minor or major),
family conflict, staff conflict, persons
violating his personal space, sitting up in bed
in the middle of the night, not sleeping at
night, taking things from others, making
threats to harm others, repeating
words/phrases to staff to gain attention.
[Client E] will seek out targets, i.e. he will
stare for a short period of time and will have
rapid eye movement prior to engaging in
verbal and physical aggression."

-"When [client E] engages in physical
aggression, his tendency is to lash out in
every direction with his hands/fists and his
feet in order to attack anyone in his reach.
Staff must provide personal space to his and
must insure the environment surrounding
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[client E] is clear of obstructions and that
[client E] is given plenty of space to
maneuver. [Client E] has a tendency to drop
to the floor when he is physically aggressive
and continue to swing at and/or kick at
anyone and anything within his reach."”

-"Property Destruction/Disruption,
Self-Injury and Physical Aggression.

Do not overreact, try to maintain a calm and
emotionless demeanor. Immediately ensure
the health and safety of everybody in the
immediate area. In a firm and polite voice
ask his to stop the behavior, and redirect his
to a quieter area away from other, either
outside (back patio) or to his room.
Encourage his to use his calming strategies
(alone time; journaling; listening to music;
writing letters; writing and telling funny
stories.) Throughout this process minimize
verbal interactions with his and never get
into a power struggle. If the behavior
persists and he is placing himself or others in
immediate danger implement You're Safe
I'm Safe (YSIS). Position yourself between
[client E] and his peers. In a calm but firm
voice verbally redirect [client E] to a
different location/area/activity. Block
physical aggression and property
destruction. If [client E] is continuing to
place himself or others in jeopardy, use the
YSIS procedures in the following order:
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Physically redirect. One person hold. Two
person hold. When using these holds, be
aware that [client E] may attempt to bite, hit
or struggle, position yourself so that you are
safe. If needed have his peers move to a

safe location where [client E] cannot aggress
towards them. Let his know what you are
doing but do not engage in conversations
with his."

-"Staff Actions: One to One ratio Staffing.
[Client E] will have a 1:1 staff as determined
by the QIDP and Behaviorist. The purpose
of the 1:1 staff is to provide uninterrupted
observation of and intervention toward
[client E] to keep him from harming himself
or others. [Client E] is that staff's only focus.
Staff will be in the same room with [client E]
and will be positioned close enough to
physically intervene using you're Safe I'm
Safe (YSIS); [client E] will be within staff
line of sight if he attempts to harm himself or
others. This includes every room he enters

as well as in his room overnight while he is
asleep. Whenever [client E] is awake in a
room sitting down or lying down, the staff
will position themselves as close to [client E]
as possible while remaining standing and be
prepared to block his access to the nearest
hard surface.

When [client E] is asleep, staff will position
themselves as close to [client E] as possible.
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Staff may sit or stand but must still be able
to block his access to the nearest hard
surface if needed. [Client E's] head and face
must be visible to staff at all times when
[client E] is sleeping. If [client E] pulls the
blanket over his face/head, staff will
immediately move it to insure his head and
face is visible. Every 15 minutes staff must
visually and physically check [client E] to
insure he is breathing, the space around his
face/neck is clear of obstructions and clear
the space if necessary. The 1:1 staff may
have a paper copy of [client E's] BSP and
therapy coping skills for reference to assist
[client E] in understanding his actions and
their consequences. These copies must
remain in staff's possession at all times and
may be passed to the next staff during
change over. Staff will not have a pen or
pencil on their person while performing 1:1
with [client E]. When [client E] requires 1:1
staff, every staff scheduled on each shift will
rotate through and provide direct oversight
of [client E] in 30 minute intervals. Staff will
change out every 30 minutes and will sign
in/out on a 1:1 staffing sheet.

The non-1:1 staff will conduct a room
sweep and all objects will be removed from
[client E's] room (including curtains/rods and
all dolls) except one pillow and one blanket.
Staff may talk with [client E], while on 1:1, if
[client E] initiates conversation, but staff

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

T11H11 Facility ID:

000963 If continuation sheet

Page 76 of 235




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

PRINTED: 02/23/2018
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER
15G449

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

A. BUILDING 00
B. WING

COMPLETED
01/12/2018

NAME OF PROVIDER OR SUPPLIER

COMMUNITY ALTERNATIVES-ADEPT

STREET ADDRESS, CITY, STATE, ZIP COD
7859 DELBROOK DR
INDIANAPOLIS, IN 46260

TAG REGULATORY OR

(X4)ID SUMMARY STATEMENT OF DEFICIENCIE
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL

LSC IDENTIFYING INFORMATION

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

(X5)
COMPLETION
DATE

demonstrating at

coping skills. No

himself or others

may use to harm

window in order

must keep it supportive, encouraging in
nature and related to the behaviors he is

the time and their

resolution. This includes discussion of his
BSP, proactive and reactive strategies and

superficial conversation

should occur between 1:1 staff and [client E]
or 1:1 staff and other staff. The 1:1 will
position themselves between [client E] and
the nearest hard surface (walls, hard tables
etc) while maintaining line of sight with [client
E]. The 1:1 will walk slightly behind [client
E] and to one side, the side closest to the
nearest hard surface and close enough to
physically intervene if he attempts to harm

. Whenever [client E] walks
into another room, the 1:1 staff will scan the
room for any possible item that [client E]

himself and inform the

other staff to remove the items.

When [client E] is on 1:1, he may not sit on
the front porch, front yard or non-fenced
area of the property as there is risk of his
running to the street and into traffic. He may
sit on the patio in the fenced back yard.
When [client E] is on 1:1, he may only be
transported in the group home van and may
only sit on one of the bench seats with staff
sitting next to him. He may not sit in the
passenger front seat. Staff will sit next to the

to block [client E] from

hitting his head or body on it. Working on
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goals that allow him access to items that he
could use to harm or kill himself. At the first
sign of a precursor behavior by [client E] or
by one of his housemates, lock the sharps
(or items which can easily be made into a
sharp) as well as the cleaning chemicals
which could be ingested. This includes eating
utensils (such as forks, spoons, knives),
cooking utensils (spatulas, wooden spoons,
serving spoons, measuring cups, measuring
spoons, ice cream Scoops, pizza cutters,
whisk, cookie cutters, meat thermometers,
potato peelers). This also includes cleaning
chemicals (such as laundry soap, dish soap,
hand soap, dryer sheets, general purpose
cleaner, toilet bowel cleaner, hand sanitizer).
These items should remain secured until the
immediate risk from exposure has passed
and/or until [client E] is off of 1:1 and has
been assessed as being in control and not a
danger to himself and/or others."

-"Staff Actions: Day Service. If the
precursors occur while at day service: his
workshop supervisor will notify additional
staff and QIDP. [Client E] will have 1:1 staff
while at day service. That staff will remove
[client E] from the day service area and sit
with him in a different area. Staff will be
positioned close enough to him to use day
service/residential provider approved crisis
intervention procedures to ensure his health
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and safety as well as that of peers and staff.
Day service Supervisor will notify the QIDP
and Behaviorist and the above steps will be
followed for precursor behaviors. Day
service Supervisor will notify QIDP if [client
E] requires dismissal from day service and
when suspension from day service is
necessary."

Client E's 12/11/17 IDT note indicated,
"The team met because [clients B and E] has
been involved in two client to client
aggression incidents within the last two
weeks. The team decided that it would be
best to place [client E] on line of sight at all
times to ensure the safety of the other
clients. Staff will also keep [clients B and E]
separated from one another." The list of
participants was as follows: QIDP #1, HM
#1, PM #1. The 12/11/17 IDT did not
include documentation of Day Services
staff's participation in the IDT discussion or
recommendations.

Client E's 1/2/18 IDT note indicated, "The
team met because [clients E and F] was

(sic) involved in a client to client aggression
(incident). The team decided that it [client E]
(sic) was to be placed on 1:1 (ratio)
supervision and this will help to reduce to
(sic) incidens (sic) of client to client
aggression. Staff is to also ensure that the
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two individuals are kept separated from one
another." The list of participants was as
follows: QIDP #1, HM #1, PM #1. The
1/2/18 IDT did not include documentation
of Day Services staff's participation in the
IDT discussion or recommendations.

Progress Note (PN) dated 11/15/17 10 PM
-10 AM shift indicated, "[Client E] was
walking up and down the whole house. He
didn't sleep all the night. He started
requesting for (sic) all kinds of stuff. He
struggled with staff because he didn't get his
way to the fridge, or med room."

PN dated 11/15/17 10 AM - 1 PM shift
indicated, "[Client E] has been very
aggressive this morning. He continues to go
in roommates room and taking items. [Client
E] has tried biting and pushing so that he
was able to get out of (the) door or inside
the med room."

PN Dated 11/15/17, 2 PM -10 PM shift
indicated, "Came back (from transport) very
unsettled in the house. He became
aggressive with [client B] and trying to head
butts (sic) him. Kept going in and out of the
kitchen trying to open the oven while staff
was making dinner. Both staff and house
manager redirected him several times. Only
settled down at dinner time, ate fine and
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stole his housemates food. Kept telling staff
he was going to bite his roommate, [client
B], and staff. Since then kept him on line of
sight."

PN dated 11/18/17, 9 PM- 9 AM
indicated, "[Client E] awake around 3 AM
walking up and down (sic), jumping,
screaming and yelling. [Client E] (was)
asking for some stuff in the house."

PN dated 11/18/17, 8 AM- 8 PM shift
indicated, "Very unsettled, trying to elope
from the house. Only settle (sic) a bit when
his mom and brother visited. [Client E's]
mom brought him lunch, (sic) ate fine. After
his mom left [client E] was still trying to
elope but staff (unspecified) kept redirecting
him. [Client E] has been going in and out of
other housemates' room (sic) taking their
stuff, (sic) hitting [client B]."

PN dated 11/19/17, 9 PM- 9 AM shift
indicated, "[Client E] awake (sic) was slept
around 1 AM. After (a) few hours [client E]
woke up and (started) jumping, screaming
and walking around the house, (sic) he trying
to open the med room door also. At 7 AM,
med's were giving (sic) and [client E] (was)
trying to take [client D's] [toy] and push the
staff and [HM #1]."
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PN dated 11/19/17, 8 AM- 8 PM shift
indicated, "[Client E] was already awake on
staff's arrival at site. He pulled staff and
clients during the shift, he attempted to elope
(and was) trying to take what does not
belong to him."

PN dated 11/20/17, 8 PM- 9 AM shift
indicated, "[Client E] woke up around 2
AM and (was) trying to fight with staff and
go into [client C's] room and (sic) trying to
wake [client C] up and (sic) trying to fight
with him and (sic) jumping and (sic)
screaming."

PN dated 11/20/17, 8 AM- 8 PM shift
indicated, "[Client E] woke up around 2
AM and (was) trying to fight with staff and
go into [client C's] room and trying to wake
[client C] up and (sic) trying to fight with
him. And jumping and screaming."

PN dated 11/20/17, 4 PM- 12 AM shift
indicated, "[Client E] started walking around
going from one bedroom to another , (sic)
making several demands."

PN dated 11/21/17 12 AM - 8 AM shift
indicated, "Upon arrival [client E] was
watching TV and walking towards [client
A's] room to wake him up by keeping open
his door. Also he does not allow [client C]
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to sleep by opening his door too. Staff
redirect him to the living room which he did
and continued to waking around the house."

PN dated 11/22/17 12 AM - 8 AM shift
indicated, "[Client E] was met in the house
sitting on the floor and looking at his book.
[Client E] didn't slept (sic) at all. He started
walking around asking (for the) same things
all the times (sic). He try

ing (sic) to open the fridge and snack
cabinet."

PN dated 11/23/17, 12 AM - 8 AM shift
indicated, "[Client E] was met on bed upon
arrival. He slept a few hours and (sic) getting
up to waking around for period of couple of
hours. Writer prompted him to go to bed

and he went back and lay (sic) on the bed."

PN dated 11/23/17,9 AM - 9 PM shift
indicated, "[Client E] was up walking around
the house upon staffs arrival, ate fine, very
unsettled all day. Mom visited him and
brought him lunch. Trying to elope, trying to
hit staff when staff tried to stop him from
going out. Still unsettled, kept going to [client
A's] room packing his pictures."

PN dated 11/24/17,4 PM - 12 AM shift
indicated, "[Client E] staff (sic) met him
walking around in the evening, taking what
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does (sic) not belong to him. Attempted to
elope (and) making unnecessary demands."

PN dated 11/24/17, 12 AM -8 AM shift
indicated, "[Client E] slept until 1:30 AM.
He was up toileting and stay(ed) in the living
room. Talking, jumping, walking around the
house."

PN dated 11/27/17 12 AM - 8 AM shift
indicated client E was up during the
overnight house and was going into his
housemates rooms and jumping around the
house.

PN dated 12/1/7 12 AM - 8 AM shift
indicated, "[Client E] at home walking
around the house. Taking stuff, asking for
stuff. Jumping and screaming until 4 AM. He
went to bed and was up at 7 AM."

PN dated 12/1/17 2 PM - 10 PM shift
indicated, "[Client E] has been unsettled all
evening. Attended Christmas party at the
office, he refused to settle down at the party.
Came back home and went to [client A's]
room got most of his pictures out. This
resulted in making [client A] very angry and
upset. Staff redirected [client E] but he
refused. He later left (sic) for [client C's]
room whenever staff redirected him [client
E] uses [expletives] on staff."
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PN dated 12/2/17 12 AM - 8 AM shift
indicated, "[Client E] slept till 3: 15 AM and
up walking around the house. Jumping,
screaming, asking for some stuff and taking
some stuff."

PN dated 12/2/17 8 AM - 8 PM shift
indicated, "[Client E] was already up upon
staffs arrival. Very unsettled and aggressive
towards housemates and staff. Kept going to
[client A's] room to get his pictures and
other stuff out to place item on the floor in
the living room, he became aggressive when
staff redirected him. Kept pulling [client B]
out of the chair whenever [client B] tried to
settle down on the sofa. Still unsettled at
time of report. Stood right in front of staff in
the dining area and peed on himself twice
and he will start laughing whenever he does
it."

PN dated 12/3/17 8 PM - 8 AM shift
indicated, "[Client E] slept until around 2
AM and up walking around the house.
Jumping and screaming and asking for some
stuff. Taking stuff."

PN dated 12/3/17 8 AM - 8 PM shift
indicated, "[Client E] was already awake
jumping around the house upon staff arrival.
He later became aggressive to the clients
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and staff in the house. Taking what does not
belong to him with force, going from one
bedroom to another. He made several
attempts to open the kitchen cabinets and
deliberately peed on himself."

PN dated 12/4/17 12 AM - 8 AM shift
indicated, "[Client E] slept until 2 AM and
up walking around the house. Jumping,
screaming, asking for some stuff and food.
He was assisted with hygiene, dressing and
took his med's. Ate breakfast, trying to hold
[client B's] arms and he was stopped."

PN dated 12/4/17 4 PM - 12 AM shift
indicated, "[Client E] was running around the
house with his blankets in his hand upon
staff's arrival at the site. He frequently going
to (sic) other consumers bedroom, packing
their belongings out (sic) playing with kitchen
sink, attempting to bite staff and clients. Staff
made (sic) they redirected him whenever he
attempts to bite and elope."

PN dated 12/6/17 12 AM - 8 AM shift
indicated, "[Client E] slept until 12:20 AM
and up walking around the house not
sleeping until morning. Jumping, screaming
and asking for stuff like food."

PN dated 12/6/17 7 AM- 3 PM shift
indicated, "[Client E] was constantly trying

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

T11H11 Facility ID:

000963 If continuation sheet

Page 86 of 235




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

PRINTED: 02/23/2018

FORM APPROVED
OMB NO. 0938-039

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

15G449

X2) MULTIPLE CONSTRUCTION

A. BUILDING
B. WING

00

X3) DATE SURVEY
COMPLETED
01/12/2018

NAME OF PROVIDER OR SUPPLIER

COMMUNITY ALTERNATIVES-ADEPT

STREET ADDRESS, CITY, STATE, ZIP COD
7859 DELBROOK DR
INDIANAPOLIS, IN 46260

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

to fight with his housemates saying he is
going to bite [clients B and C]. I redirected
[client E] away from but but he continued to
push and try to force himself where they
were. He then turned his attention toward
staff because he was not able to go out or
get to housemates."

PN dated 12/6/17 2 PM- 10 PM shift
indicated, "[Client E] has been very unsettled
upon his arrival from day program. Picking
stuff from housemates room. Mostly [client
A's]. Very angry. [Client E] kept saying he
will bite [client C] but staff kept him in line of
sight."

PN dated 12/7/17 12 AM - 8 AM shift
indicated, "Upon arrival [client E] was in his
room sleeping. At 1 AM, he woke up and
started walking around the house. [Client
E]started picking up some stuff out of from
the kitchen. He did not slept (sic) at all
throughout the night."

PN dated 12/7/17 4 PM - 12 AM shift
indicated, "[Client E] was trying to gain
access to the kitchen while staff was
preparing the dinner. Jumping around
snatching other clients stuff aggressively."

PN dated 12/8/17, 12 AM- 8 AM shift
indicated, "[Client E] slept for (a) few hours
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in (sic) the midnight woke up and started
walking around the house and opened [client
C's] door throughout the night."

PN dated 12/8/17, 2 PM- 10 PM shift
indicated, "Upon picking [client E] up from
day program, day program staff reported
[client E that (sic) he's been saying he was
going to bite someone. Staff asked if [client
E] mentioned any names but day program
staff said he did not but he kept saying he
was going to do it. [HM #1] was informed
immediately. [Client E] has been very
unsettled, fighting with [client D] over [client
D's] toy truck and entering [client A's] room,
taking his pictures and placing them on the
floor. [Client A] was so angry about it but
staff told [client A] to calm down. [Client E]
has been using [expletives] on staff while
staff were trying to redirected (sic) him.
Pushing and trying to bite staff while staff
told him to stay (away) from (the) hot stove
and while he was trying to open the oven
when the oven was in use and very hot. Staff
did what they could but [client E] still
remains adamant."

PN dated 12/10/17, 12 AM- 8 AM shift
indicated, "[Client E] bit [client B] on his
way out from the med room. [Client E]
quickly grab (sic) [client B's] hand and bite
(sic) him. Staff intervene and rescue(d)
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[client B] from [client E]. [Client E] attacked
staff and writer redirect him to (the) living
room."

PN dated 12/10/17, 8 AM- 8 PM shift
indicated, "[Client E] was already awake in
the morning upon staffs arrival at the site.
After an hour [client E] suddenly rushed to
where [client C] was sitting in an attempt to
bite [client C]. Immediately staff quickly
intervened and redirected him from [client
E]. After his breakfast he went back to
[client C] again an attempt to bite but staff
prevented him, while staff was trying to
divert his attention from [client C] he was
furious at the staft."

PN dated 12/12/17 12 AM- 8 AM shift
indicated, "Upon arrived (sic) [client E] was
slept (sic) in his room. After 1 hour he woke
up at 1:30 A and started walking around,
jumping around and still picking up some
stuff up (sic) and playing with it until this
morning at 5:45 AM he went to his room
and lay down without any issue (sic)."

PN dated 12/12/17, 4 PM- 12 AM shift
indicated, "[Client E] was entering the house
when staff arrived, was aggressive at other
clients. Staff diverted his attention when he
made attempts to bite."
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PN dated 12/13/17, 10 PM- 9 AM shift
indicated, "Upon arrived (sic) [client E] was
slept (sic) in his room. After few hours he
woke up at 1:20 AM and started walking
around, jumping around and playing with (a)
toy until this morning."

PN dated 12/13/17, 2 PM - 10 PM shift
indicated, "[Client E] was picked up at day
program. Very unsettled. On getting home
(sic) he starts going into [client A's] room to
some of his pictures out. Staff redirected him
but he wouldn't listen. Trying to force some
of the kitchen cabinets back open."

PN dated 12/16/17, 9 PM- 9 AM shift
indicated, "Upon arrived [client E] was
playing in the living room, after few minutes
he slept (sic) and he woke up at 2 AM and
started walking around, jumping around."

PN dated 12/16/17, 8 AM - 8 PM shift
indicated, "Very unsettled all day, fighting his
housemates over their toys and stuff.

Refused to be redirected."

PN dated 12/17/17, 9 AM-9 PM shift
indicated, "[Client E] didn't slept (sic)
throughout the night. [Client E] walking
around the house jumping, screaming (and)
also opened other clients doors."
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PN dated 12/17/17 8 AM- 8 PM shift
indicated, "[Client E] was already awake
running around upon staffs arrival at the site.
He was very unsettled, stealing, aggressive
towards staff and consumers attempting to
bite."

PN dated 12/17/17, 2 PM -10 PM shift
indicated, "[Client E] has been very unsettled
upon his arrival from day program. In and
out of the kitchen, taking [client D's] toys
and fighting him for his trucks. Went to
[client A's] room and took some of his
pictures and placed them on the floor in the
living room. Refused to be redirected. Peed
on himself."

PN dated 12/18/17 8 PM- 8 AM shift
indicated, "[Client E] didn't slept (sic)
throughout the night. [Client E] walking
around the house jumping, screaming around
(sic)."

PN dated 12/18/17 4 PM- 12 AM shift
indicated, "[Client E] was trying to gain his
access to the kitchen upon staffs arrival at
the site. Several attempts were made by him
to forcibly open the medications room in
order to disorganize (unknown) the office.
He said repeatedly that he is going to bite
someone. Staff kept eyes on him throughout
the shift."
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PN dated 12/19/17, 9 PM- 9 AM shift
indicated, "Upon arrived (sic) [client E] was
in the living room walking around, screaming
around the house. [Client E] slept around 4
AM this morning."

PN dated 12/19/17, 2 PM- 10 PM shift
indicated, "[Client E] was picked up at day
program. Came back home usual unsettled
self. Fight with housemates over their
belongings, taking out blankets from the
closet and taking out stuff from (the) kitchen
cabinet. Refused to be redirected very
aggressive towards housemates and staff."

PN dated 12/20/17, 9 PM - 9 AM shift
indicated, "[Client E] didn't sleep all through
the night. His activities woke his roommate,
[client B], up. He attempted to bite his
roommate, [client B], countless times. Staff
stood against him and redirected him though
forcefully thereby also attempted biting staff.
He started sleeping at about 6:45 AM."

PN dated 12/20/17, 2 PM- 10 PM shift
indicated, "[Client E] has been very
unsettled, fighting, refused to be redirected.
Kept going in and out of [client A's] room.
This makes [client A] angry and [client A]
was using [expletives] while trying to explain
to staff."
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PN dated 12/21/17, 12 AM- 8 AM shift
indicated, "[Client E] slept (sic) upon arrived
(sic). After one hour he woke up, said he
needs shower and staff gave him shower.
[Client E] started walking around the house.
At 5:30 AM [client E] trying to attack [client
B]. Staff redirected him to another area."

PN dated 12/22/17 9 PM -9 AM shift
indicated, "[Client E] was asleep when staff
arrived. He was woken up for his bedtime
meds, he took the med and went back to
sleep. He then woke up by himself at 12
AM and remained awake all through the
night. He kept roaming the living room."

PN dated 12/22/17, 2 PM- 10 PM shift
indicated, "[Client E] was picked up at day
program. Slept through while transported to
the house. On his arrival at the house he
became restless, wondering around the
housemates room, picking their stuff and
picking stuff from the kitchen cabinet. Very
unsettled all evening."

PN dated 12/29/17, 9 PM -9 AM shift
indicated, "[Client E] slept between 9 PM-
12 AM. He was awake from 12 AM to this
morning. He kept disturbing staff all through
the night. [Client E] going to the closet to get
the blankets out, taking stuff out of kitchen
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cabinet."

PN dated 12/29/17, 6 AM - 2 PM shift
indicated, "[Client E] was very active this
morning. Kept trying to take things from
kitchen while staff was preparing breakfast.
[Client E] ate breakfast, then began to
bother other housemates taking their
personal belongings."

PN dated 12/31/17, 6 PM- 10 AM shift
indicated, "[Client E] slept upon arrived.
after few hours he woke up. He was awake
from 1 AM till this morning. He kept
jumping around the house screaming
around."”

PN dated 12/31/17, 8 AM- 4 PM shift
indicated, "[Client E] had a busy morning he
continued to bother housemates taking their
items and approaching staff in negative
manners. [Client E] did not follow any
instructions given by staff. [Client E] had to
be seated with 1 to 1 approach to sit for
long period of time. With 1 to 1 approach
by staff [client E] fell asleep for 1 hour."

PN dated 1/3/18, 9 PM - 9 AM shift
indicated, "[Client E] was awake when staff
arrived. He later dozed off and was led to
his room after he had taken his bedtime
meds. He also took his morning meds and
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ate his breakfast. No issues except his
attempts twice of wanting to bite [client D]."

PN dated 1/4/18, 5 PM - 9 AM shift
indicated, "[Client E] was awake all the night
long. He took his bedtime meds though. He
also took his morning meds and has his
breakfast and got dressed for day program.
He attempted twice to bite [client B] and
staff but staff redirected and gave him close
monitoring."

PN dated 1/5/18, 5 PM - 9 AM shift
indicated, "[Client E] only slept for 2 hours
after his bedtime meds. He was awake all
throughout the night thereafter. He took his
breakfast and his morning meds. He
attempted to bite [client F], [client B] and
staff but he was prevented."

PN dated 1/8/18, 5 PM - 9 PM shift
indicated, "[Client E] was awake till 4 AM.
He slept briefly for 2 hours and woke up
again."

PN dated 1/8/18, 4 PM- 9 PM shift
indicated, "[Client E] took away other clients
toys."

PN dated 1/9/18, 9 PM - 9 AM shift
indicated, "[Client E] was awake when staff
arrived. He stayed awake all through the
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night. He kept pacing around the whole
house. Staff prevented him from hitting
[client B] on his bed twice. Staff also
prevented himself from being bitten."

Client E's 12/11/17 IDT note, 1/2/18 IDT
note and record did not indicate review,
discussion or recommendations to address
client E's overall pattern of stealing items
from peers, his identified precursor behavior
including insomnia and physical and verbal
aggression towards his housemates,
including his roommate.

QIDP #2, LPN #1 and QIDP #1 were
interviewed on 1/10/18 at 12 PM. QIDP #1
stated, "The 1/2/18 IDT meeting should say
1 to 1 ratio supervision to continue. He had
already been on 1 to 1 ratio supervision
from the 12/11/17 IDT." QIDP #1 stated,
"Staff were not implementing his 1:1 ratio
supervision. We did retraining. He should be
1: 1 ratio supervision during wake hours and
15 minute checks on overnight." QIDP #1
was asked to clarify the difference in
supervision recommendations from the
12/11/17 and 1/2/18 IDT notes versus client
E's 12/14/17 BSP which indicated 24 hour

1 to 1 supervision, QIDP #1 stated, "We
aren't doing 1 to 1 ratio supervision on the
overnights. We talked about it. We had
staffing issues, the BSP should be clarified.”
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QIDP #1 indicated there was only one staff
on duty at the time of the 12/28/17 incident.
QIDP #1 indicated client E should have
been on 1 to 1 ratio supervision at the time
of the 12/28/17 incident of client to client
aggression between clients E and client F.
When asked if one staff working in the home
could implement client E's 1 to 1 ratio
supervision, QIDP #1 stated, "No. We had
staffing issues."

When asked if the IDT had reviewed or
discussed client E's pattern of insomnia,
disruptive overnight behaviors or verbal and
physical intimidation and theft of clients'
personal property, QIDP #1 stated, "No,
just the 1: 1 supervision."

When asked if she was aware of ongoing
issues regarding client E's insomnia, LPN #1
stated, "Yes. I'm pretty sure he's on a
sleeping pill. Several including Melatonin
(sleep aid)." LPN #1 stated, "He came with
an order for Ambien (sleep aid) but when he
saw [primary care physician], he
discontinued it. I would have to go back to
look at the record of visit to see why. Don't
quote me but I believe he increased the
Melatonin and discontinued the Ambien but
I'd have to look at the record of visit." When
asked if there had been any additional follow
up with client E's PCP (Primary Care
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Physician) or nursing measures to
track/monitor his insomnia for later follow
up, LPN #1 stated, "He saw [PCP] a
couple of weeks later but didn't change the
medication." LPN #1 stated, "It (insomnia)
wasn't officially tracked. They (staff) were
just kind of monitoring and then letting [HM
#1] know. [HM #1] would take him to his
appointments. But not officially tracked
anywhere." When asked to provide
documentation of client E's PCP visits
regarding insomnia, LPN #1 stated, "Yes, |
will have to check my folder but yes we
probably do." When asked to clarify the
reason for client E's 11/17/17 psychiatric
services visit, LPN #1 stated, "He was seen
on 11/17/17 for his initial intake. When they
first get admitted they go to [clinic] to meet
the doctor and do consultation to get
acquainted and then they go from there."
LPN #1 indicated client E had not received
additional or follow up psychiatric
review/services regarding insomnia,
aggression or obsessive behaviors since his
intake on 11/17/17. LPN #1 indicated she
had not participated in any IDT meetings to
discuss client E's behaviors or insomnia.

LPN #1 via email correspondence on
1/10/18 at 1:53 PM provided a copy of
client E's 11/16/17 Record of Visit for a
physical assessment with his PCP. The
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11/16/17 indicated client E was given a
prescription for Zolpidem 10 milligrams at
bedtime for insomnia. LPN #1's electronic
correspondence dated 1/10/18 indicated,
"Hello, after speaking with staff, I was
informed that [client E] did not go to his 2nd
appointment with [PCP]. On the day that it
was scheduled [client E] had to go to the
hospital to get his labs drawn because he bit
(sic) [client B] and we had to rule out any
infectious diseases." LPN #1 did not provide
additional documentation regarding client E's
Ambien/Zolpidem 10 milligrams for insomnia
being discontinued. LPN #1 indicated there
had not been communication with client E's
PCP regarding the effectiveness of client E's
medications for the treatment of insomnia.

The facility's policy and procedures were
reviewed on 1/12/18 at 10:00 AM. The
facility's Abuse, Neglect, Exploitation (and)
Mistreatment Policy dated 2/26/11 indicated
the following:

-"Policy: Adept staff actively advocates for
the rights and safety of all individuals. All
allegations or occurrences of abuse, neglect,
exploitation, or mistreatment shall be
reported to the appropriate authorities
through the appropriate supervisory channels
and will be thoroughly investigated under the
policies of Adept, ResCare and local state
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and federal guidelines."

-"Physical abuse: the act or failure to act that
results or could result in physical injury to an
individual. Non-accidental injury inflicted by
another person or persons."

-"Verbal abuse: the act of insulting or
profane language or gestures directed
toward an individual that subjects him/her to
humiliation or degradation. Coarse, loud
tone or language that is perceived by an
individual as offending or threatening."

-"Intimidation/emotional abuse: the act or
failure to act that results or could result in
emotional injury to an individual. The act of
insulting or coarse language or gestures
directed toward an individual that subject
him/her to humiliation or degradation.
Discouraging or inhibiting behavior by
threatening both actual or implied. Attitude
or acts that interfere with the psychological
and social well being of an individual."

-"Emotional/physical neglect: failure to
provide goods and/or services necessary for
the individual to avoid physical harm. Failure
to provide the support necessary to an
individual's psychological and social well
being. Failure to meet the basic need
requirements such as food, drink, shelter,
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W 0153

Bldg. 00

clothing and to provide a safe environment."

-"Program intervention neglect: failure to
provide goods and/or services necessary for
the individual to avoid physical harm. Failure
to implement a support plan, inappropriate
application of intervention with out a
qualified person notification/review."

-"Any Adept staff who suspects an
individual is the victim of abuse, neglect,
mistreatment, or exploitation should
immediately notify this suspicion to their
[supervisor]."

9-3-2(a)

483.420(d)(2)

STAFF TREATMENT OF CLIENTS

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
interview for 1 of 1 injuries of unknown
origin reviewed, the facility failed to ensure
an injury of unknown origin was immediately
reported to the facility administrator
regarding client A.

Findings include:

W 0153

CORRECTION:

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.
Specifically, all facility supervisory

02/07/2018
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Observations were conducted at the group and direct support staff will be
home on 1/8/18 from 4:00 PM through 5:30 ri“a'”ed t‘: :;WF i“sptec"e‘: ;
. . abuse, neglect, mistreatment an
PM. Client A was present in the home exploitation, -including but not
throughout the observation period. Client A limited to injuries of undetermined
had a 1 CM (Centimeter) circular shaped origin.
dark to light red area on his forehead above
his right eyebrow area.
PREVENTION:
Client A was interviewed on 1/8/18 at 4:11
PM. Client A was asked how he received fSuPlgtrvLsory Staﬁ; V‘t’_'” riv'ew all
) : acility documentation to assure
the mark on his forehead, client A stated, incidents are reported as required.
"Don't know. Probably got bumped." HM Additionally, internal and day
(Home Manager) #1 who was present service incident reports will be
during the interview stated client A sent via _el_ectronlc fax directly to
ng hes hi If . "M #1 the administrator. The QIDP
cratches imselt sometimes”. Manager will coordinate and
indicated client A's finger nails were trimmed follow-up with the Quality
weekly. Client A was asked if he bumped Assurance Coordinators, QIDPs
into something or if he scratched himself, and c;her:taff;gzponsnble_ fort
. " . reporting to outside agencies, to
client A stated, "Yeah, scratched. Ran into a assure incidents are reported to
door." state agencies as required. If,
through investigation, supervisors
Client A's record was reviewed on 1/9/18 at discover that an employee has
12:01 PM. Cl; A's PN (P Note' failed to accurately report
: - Client A's (Progress Note's) allegations of mistreatment,
dated from 11/1/17 thIOllgh 1/8/18 did not neglect or abuse, as well as
indicate documentation of client A scratching injuries of unknown source, the
or attempting to scratch himself. Client A's goy;:rmng bogg_' wil :lenlstter d
. written corrective action up to an
ISP (Individual Support Plan) dated 2/22/17 including termination of
and BSP (Behavior Support Plan) dated employment.
2/22/17 did not identify scratching or skin
picking as targeted behaviors for client A.
RESPONSIBLE PARTIES: QIDP,
QIDP (Qualified Intellectual Disabilities Area Supervisor, Residential
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Professional) #1, AS (Area Supervisor) #1,
HM (Home Manager) #1 and LPN
(Licensed Practical Nurse) #1 were
interviewed on 1/9/18 at 1:07 PM. When
asked was if client A had any injuries
regarding his skin, HM #1 indicated client A
had a circular red area on his forehead.
When asked how client A
described/reported how he sustained the
injury, HM #1 stated, "He said he hit a
door." When asked if client A was able to
self-report injuries, HM #1 stated, "No."
HM #1 stated, "It looked like he scratched
himself." When asked if she had witnessed
client A scratching or picking his skin, HM
#1 stated, "No." When asked if staff had
reported seeing client A scratching or
picking his skin, HM #1 stated, "No." HM
#1 stated, "It was an injury of unknown
origin and should have been reported."
QIDP #1 indicated she had not been
notified of client A's 1/8/18 injury of
unknown origin on his forehead. LPN #1
indicated she had not been notified of client
A's 1/8/18 injury of unknown origin on his
forehead. AS #1 indicated she had not been
notified of client A's 1/8/18 injury of
unknown origin on his forehead. QIDP #1
indicated injuries of unknown origin should
be reported immediately to the supervisor
and nurse and an investigation should be
initiated.

Manager, Direct Support Staff,
Operations Team, Regional
Director
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An additional BDDS report was received
via email and reviewed on 1/9/18 at 5:47
PM. The review indicated a BDDS report
had been completed regarding client A's
injury of unknown origin. The date of
knowledge listed on the BDDS report was
1/9/18 at 5 PM. The review indicated client
A's injury of unknown origin identified and
discussed with HM #1 on 1/8/18 at 4:11
PM was not immediately reported to AS
#1, QIDP #1 or LPN #1.
9-3-1(b)(5)
9-3-2(a)
W 0157 | 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
Bldg. 00 | If the alleged violation is verified, appropriate
corrective action must be taken.
Based on observation, record review and W 0157 CORRECTION: 02/07/2018
interview for 3 of 3 sampled clients (A, B
4.0). olus 3 additi 1cli d If the alleged violation is verified,
and C), plus 3 additional clients (D, E an appropriate corrective action must
F), the facility failed to develop and be taken.Specifically, all staff have
implement effective corrective measures to been trained on expectations for
address client E's ongoing verbal and one to one observation of Client E,
hvsicall e behavi i including but not limited to
physically aggressive behaviors (yelling, preventing client E from engaging
threats, biting, head butting and attempts at in aggressive behavior including
biting and head butting, theft/attempted theft yelling, threats, biting, head
of clients personal belongings) and verbal butting aer attempts at _b't'ngf’
d phvsical di . B . . head butting and accessing his
and physical disruption (jumping, screaming housemate’s belongings. The
and entering other clients rooms during house manager will assure one to
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overnight hours to attempt to fight clients or one staffing is scheduled on all
steal their personal belongings) in the home shifts a_nd will provide Fhe
. onally intimidat; d Operations Manager with a one to
creating an emotionally intimidating an one specific schedule detailing
hostile environment (an environment that is who will be on duty to handle one
difficult or uncomfortable) for clients A, B, to one responsibilities. Supervisory
C,DandF. staff from in and outside of the
facility will fill any gaps in
. coverage. Additionally, the
Findings include: interdisciplinary team has assisted
Client A with placing a lock on his
Observations were conducted at the group door-.f-F”:m- §tafffwu|| Irleclgvc: clle-nt
SPECITIC tralning Tor all clients prior
home on 1/8/18 from 4 PM through 5:30 to working at the faility, including
PM. At 4:22 PM, client E was in the but not limited to client E’s
medication administration room with HM enhanced supervision protocols.
(Home Manager) #1 and was being
prompted to exit the medication
administration room to prepare for the PREVENTION:
evening meal by HM #1. Client E repeatedly
asked for candy while attempting to walk When incidents occur, The QIDP
HM #1 da desk in th Manager will guide the QIDP
past toward a desk 1n the room. through the investigation and
HM #1 stated, "He wants the jar of candy | corrective measure
keep on my desk." HM #1 then picked up a implementation process, providing
glass jar of assorted chocolate candies and follow-up as needed but no less
ked client E "Is this what 9 M than daily. Additionally, the Quality
asked clien § this what you want: Assurance Manager and QIDP
#1 then directed client E to exit the room Manager will follow-up with
and repeatedly told him "You can have administrative level program staff
candy after you eat dinner. You have to eat I(:rogram) Manager and Operations
. . . . anager
your dinner and be nice". Client E continued
repeatedly asking for the candy while
attempting to reach the jar in HM #1's
hands. HM #1 requested staff #1 to assist The Regdenﬂal_Manage_r will be
directine client E fth dicati present, supervising active
redirecting client E out ot the medication treatment during no less than five
room and to join his housemates in the active treatment sessions per
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kitchen for the evening meal. Client E exited week, on varied shifts to assist
the medication administration room while Y‘”th a.nd monitor ?k'l_ls training
HM #1 shut th dicati dmini . including but not limited to
B including but not limited to proper
room door and stood next to it holding it implementation of behavior
shut. Client E continued demanding candy supports. Members of the
from outside of the medication room door Operatlons- Tear_n (comprised gf
db b . he d hil the Executive Director, Operations
and began banging on the door while Managers, Program Managers,
attempting to push his way inside the med Quality Assurance Manager, QIDP
room to get the candy jar from HM #1. Manager, Quality Assurance
Coordinators, Nurse Manger and
. . Registered Nurse) will review
HM #1 was interviewed on 1/8/18 at 4:26 facility support documents and
PM. HM #]1 stated client E "Perseverates perform visual assessments of the
over food" and "Will get aggressive towards facility no less than daily for the
staff and clients." When asked if any of the next 30 days, an:_:i gfter .30 days,
her cli in the h fearful will conduct administrative
other clients in the home were tearful or observations no less than three
intimidated regarding client E, HM #1 times weekly until all staff
stated, "[Client F] is not. [Client A] is not. demonstrate competence. At the
[Clients B, C and D] are. They are conclusion of th'? pe”_Od of
bal h 't tell b enhanced administrative
non-verbal so they can't tell you but you can monitoring and support, the
tell by the way they act. Just visual. They Executive Director and Regional
don't want to be anywhere near [client E]. Director will determine the level of
They go the opposite direction, both at ongoing support needed at thf:'
h d W 1 th ¢ facility. Active Treatment sessions
ome and work. We are n the process o to be monitored are defined as:
putting [client E] in a different classroom
than [clients B, C and D]." HM #1 indicated
client E moved into the group home on
11/14/17 after the death of h li . Mornings: Beginning at 6:30 AM
after the death ot another client 1n and through morning transport
the home. HM #1 indicated she was aware and including the following:
of 2 BDDS (Bureau of Developmental Medication administration, meal
Disabilities Services) reports for fighting. prepgratlon z?md breakfast, ]
HM #1 4. "ICli E1 tak hi morning hygiene and domestic
stated, "[Client E] takes everything. skills training through transport to
[Client D] can't play with his trucks. [Chent work and day service. Morning
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E] takes them. [Client A] wants a lock for active treatment monitoring will
his room, [client E] takes all of his things. If mclud_e staff_from both the day and
, . . overnight shifts.
he doesn't get what he wants he will take it
or get aggressive. [Client E] will bite and
head butt. He takes sheets and flushes them
down the toilet." HM #1 indicated clients B EVE”'”QS: Beginning at
dE approximately 4:30 PM through
an were roommates. the evening meal and including the
following: domestic and hygiene
Staff #2 was interviewed on 1/8/18 at 4:45 skills training, leisure skills
PM. Staff #2 indicated she worked the tram_mg, m§d|cat|on ]
o shift from 2 0 d administration, meal preparation
evening shift from 2 PM-10 PM and on and dinner. Evening monitoring
weekends from 8 AM -12 PM. When will also include unannounced spot
asked if the clients in the home got along, checks later in the evening toward
staff #2 stated, "They all do except [client bed time.
E]. He doesn't get along with anybody."
Staff #2 stated, "He's so aggressive. We try
to redirect him. [Client D] has toys and In addition to active treatment
[client E] will steal them from him. [Client D] observations, Operations Team
1 dand ke it back. [Cl; Members and/or the Residential
will get mad and try to take it back. [Client Manager will perform spot checks
D] is afraid. Sometimes [client E] pushes. at varied times on the overnight
We try to redirect. [Client B] likes to stay in shift no less than twice monthly
his room. [Client B] avoids [client E] and —more frequently _'f training issues
. or problems are discovered.
will go to the other room to get away from
him. They all avoid him." Staff #2 stated, Operations Team members have
"[Client E] steals from [client C] and goes been trained on monitoring
through [client A's] pictures. This makes expe_ct_atlon_s. Specn_ﬂca_lly, )
i A Cli B and C Administrative Monitoring is
[client A] angry. [Clients B and C] are defined as follows:
afraid. [Client E] does have a BSP
(Behavior Support Plan) but it doesn't “The role of the administrative
work." Staff #2 indicated clients B and E rI:onlt;)tr is not simply to observe &
eport.
QLR e ‘When opportunities for training
are observed, the monitor must
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MC (Med Coach) #1 was interviewed on step in and provide the training
1/8/18 at 5 PM. MC #1 stated, "Yes, [client and document '_t'
1 tak h 1bel . H -If gaps in active treatment are
] takes (others) personal belongings. He observed the monitor is expected
tries to make other clients to do what he to step in, and model the
wants. He will hit, head butt and takes things appropriate provision of supports.
from the kitchen and puts them down vents f-A?gznglthe health and safrfty t
) i of individuals receiving supports a
1
and toilets. I've heard about this from other the time of the observation is the
staff and seen him do it on the weekends. top priority.
He doesn't follow directions." When asked if ‘Review all relevant
the other clients were afraid of client E, MC documentation, pro.wdlng o
41 4"s I i wh i documented coaching and training
stated, "Some are. I see 1t when clients as needed.
leave the area to get away from him. Some
are non-verbal but I can tell. [Clients B, C The Executive Director and
and D] are. [Client B] is his roommate. lli)/llrector 0: Operations/ R)eglﬁlnal
. . . . . anager (area manager) wi
[Client B] is afraid of him. [Client B] has review documentation of
scars on his arm and finger from where administrative level monitoring of
[client E] bit him. MC #1 indicated clients B the facility —making
and E were roommates. MC #1 indicated recommendations as approprlate.
lient E | 1 to 1 rati o As stated above, the Executive
chient £ was currently on 1 to 1 ratio sta Director will participate directly in
supervision. MC #1 stated, "They are administrative monitoring of the
supposed to be having a meeting to take him facility.
off 1 to 1 ratio staff supervision, I don't think o
s safe. H ds 1 to 1 rati o Administrative support at the
It's safe. He needs 1 to | ratio sta home will include assuring staff
supervision." MC #1 indicated 1 to 1 ratio provide continuous active
staff supervision meant one staff was treatment during formal and
assigned to client E and remained shoulder mformallopportumtles, .|nclud|ng
hould ith hi tor hi d but not limited to assuring
to shonlder with him to monitor him an corrective measures are developed
keep the other clients safe. MC #1 stated, after substantiated incidents and
"They want us to work by ourselves. implemented effectively.
Doesn't feel safe. If we are toileting or
helpi h li in the bath RESPONSIBLE PARTIES: QIDP,
elping another client 1n the bathroom or Area Supervisor, Residential
bedroom while everyone is in the living room Manager, Direct Support Staff,
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with [client E] he might attack them." MC
#1 indicated she had expressed this concern
with HM #1. MC #1 indicated she had
worked in the home by herself and didn't
know client E was supposed to be 1 to 1
ratio staff supervised at the time. MC #1
indicated she had only become aware of
client E's 1 to 1 ratio staff supervision
protocol three days ago.

Staff #1 was interviewed on 1/8/18 at 5:15
PM. Staff #1 indicated he started working at
the home on 12/26/17 and worked the 4

PM -12 AM shift during weekdays. Staff #1
stated he had "worked a couple of times
during the week by himself." Staff #1 stated,
"[Client E] is very difficult. Can't leave him
alone with others. Gets violent and will
attach others. Bites and head butts." When
asked if the other clients in the home were
afraid of client E, staff #1 stated, "Afraid?
[Clients B, C and D] are but not [clients A
or F]. He steals and takes toys. [Client E's]

a bully." Staff #1 indicated 1 to 1 ratio staff
supervision meant to maintain client E at
arm's length.

The facility's BDDS (Bureau of
Developmental Disabilities Services) reports
and investigations were viewed on 1/8/18 at
6 PM. The review indicated the following:

Director

Operations Team, Regional
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1. BDDS report dated 11/29/17 indicated,
"Staff reported as [client B] and [client E]
were in the dining area engaging in horse
play. Staff discovered a bite mark with
broken skin on [client B's] right arm,
approximately 3 inches in length. The
ResCare nurse (unknown) was present

when it happened and instructed staff to
clean the area and take [client B] to

[medical clinic] to be assessed. [Client B]
was taken to [medical clinic] where he was
assessed and prescribed antibiotics for the
bite. [Client E] has a history of physical
aggression and harming others. Both
individuals were provided emotional support
from the staff. [Client E] will receive testing
to rule out the presence of blood borne
pathogen. The administrative team is aware
of the incident and the IDT (Interdisciplinary
Team) will meet to put additional protective
measure in place. Staff will notify the
administrative team of any further concerns."

2. BDDS report dated 12/9/17 indicated,

"As [client B] was exiting the medication
room, before staff could intervene, [client E]
grabbed [client B's] right hand and bit him.
Staff immediately separated the two
individuals and redirected [client E] verbally.
The ResCare nurse was notified and
instructed staff to have [client B] examined
by a physician. [Client B] was taken to
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[hospital] where he was assessed and
diagnosed with a bite on (his) right hand,
and was prescribed an antibiotic to be taken
twice daily for seven days. [Client E] has a
history of physical aggression and harming
others. Both individuals were provided
emotional support from the staff. Immediate
protective measures are in place.
Specifically, [client E] has been placed on
one on one supervision during wakening
(sic) hours and 15 minute checks during
sleeping hours. The administrative team is
aware of the incident and staff will notify the
administrative team of any further concerns."

3. BDDS report dated 12/29/17 indicated,
"While preparing to eat breakfast, [client E]
moved [client F's] chair from behind him and
[client F] hit [client E] in the back of the
head with an open hand. Staff immediately
separated the two and verbally redirected
them both. There were no injuries noted.
Both individuals were provided emotional
support from the staff and physical
aggression is addressed in both individuals'
behavior support plans. The administrative
team is aware of the incident and the IDT
will meet to discuss additional protective
measures. Staff will notify the administrative
team of any further concerns."

-Investigation Final Report dated 1/8/18
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indicated MC #1 was the only staff on duty
in the home at the time of clients E and F's
incident of physical aggression.

The facility's Time Detail Sheets dated
1/2/18 through 1/9/18 were reviewed on
1/9/18 at 10:49 AM. The review indicated
the following:

-1/2/18: The review did not indicate
documentation of staff working in the home
from 10 PM- 11:59 PM.

-1/3/18: The review did not indicate
documentation of staff working in the home
from 12 AM through 7 AM and from 3 PM
through 6 PM. The review indicated one
staff was on duty in the home from 7 AM to
3 PM.

-1/4/18: The review did not indicate
documentation of staff working in the home
from 3 PM to 6 PM. The review indicated
one staff was on duty at the home from 6:30
PM through 11:59 PM.

-1/6/18: The review indicated one staff was
working in the home from 12 AM to § AM
and from 7 PM to 11:59 PM.

-1/7/18: The review indicated one staff was
working in the home from 12 AM to § AM
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and from 7 PM to 11:59 PM.

-1/8/18: The review indicated one staff was
working in the home from 12 AM to 9 AM.

Interview with HM #1 on 1/8/18 at 5:30

PM indicated clients A, B, C, D, E and F
got up for day program at 6 AM, completed
hygiene, received medications, participated
in the home's family style morning meal and
then departed for day services between 8
AM and 8:30 AM.

Day Service Manager (DSM) #1 was
interviewed on 1/9/18 at 9:14 AM. DSM

#1 indicated clients B, C, D and F were in
the same classroom. DSM #1 indicated
client E had been in the same classroom until
yesterday (1/8/18). DSM #1 indicated she
was not aware client E had been placed on
1:1 supervision or have a copy of his most
recent (12/14/17) BSP with his 1 to 1 ratio
protocol. DSM #1 indicated she was not a
participant in the 12/11/17 or 1/2/18 IDT
meetings and the IDT recommendations
regarding 1:1 supervision or keeping client E
separated from clients B and F had not been
communicated. DSM #1 stated, "They were
in the same class and did group." DSM #1
stated, "[Client E] slept most days but has
improved."
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Client E's day services record was reviewed
on 1/9/18 at 9 AM. Client E's day services
record indicated client E's ISP was dated
8/2/16, BSP was dated 8/2/16. Client E's
day services record did not indicate
documentation of client E's ISP dated
11/17/17, BSP dated 12/14/17.

QIDP (Qualified Intellectual Disabilities
Professional) #1, AS (Area Supervisor) #1,
HM (Home Manager) #1 and LPN
(Licensed Practical Nurse) #1 were
interviewed on 1/9/18 at 1:07 PM. QIDP
#1 indicated the day services should have
current copies of ISP's, BSP's and High
Risk Health Plans. HM #1 indicated client
B's 11/28/17 and 12/11/17 bite wounds
were a result of client E biting him. HM #1
indicated clients B and E were roommates.
QIDP #1 indicated staff working in the
home had been retrained on implementation
of client E's 1 to 1 ratio staff supervision
following the 1/2/18 IDT. QIDP #1
indicated staff should be implementing one
to one ratio supervision during the day and
completing 15 minute checks during sleep.
When asked to clarify client E's 15 minute
checks during sleeping hours in contrast to
client E's 12/14/17 BSP protocol indicating
1 to 1 ratio should continue being
implemented during the overnight/sleeping
hours, QIDP #1 stated, "We discussed that
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and thought he probably needed the one to
one ratio supervision overnight but there
were staffing concerns." QIDP #1 indicated
the facility did not have enough overnight
staff available to implement one to one ratio
staff supervision as described in his
12/14/17 BSP regarding client E assessed
supervision needs. QIDP #1 indicated
clients B and E were roommates. QIDP #1
indicated the day services should participate
in client E's 12/11/17 and 1/2/18 IDT
meetings and the recommendations should
have been communicated with the day
services regarding client E's one to one ratio
supervision. QIDP #1 indicated there should
be two staff on duty in the home to
implement client E's one to one ratio
supervision.

QIDP #1 indicated corrective measures
should be developed and implemented to
prevent recurrence of all allegations of
abuse, neglect, mistreatment and injuries of
unknown origin

Client E's record was reviewed on 1/11/18
at 9:18 AM. Client E's BSP (Behavior
Support Plan) dated 12/14/17 indicated the
following:

-"[Client E] at times will become obsessive
over things. [Client E] will steal items at the
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store, takes items from housemates,
non-compliance, obsesses over what is on
his mind (always food), kitchen and food are
locked. He struggles with biting self, hitting,
head butts, and he has alarms on door due

to eloping and will pick at his skin."

-"Some of his targeted behaviors consist of
physical aggression, self-injurious behavior,
pacing around, leaving assigned area, and
repetitive actions."

-"Physical Aggression: any time [client E]
strikes, spits, grabs, kicks, bites, pinches, is
threatening, and throwing objects at others
that have the potential to cause injury."

-"Verbal Aggression: any time [client E]
shouts and/or screams at peers and/or staff
to include insults, vulgar comments,
obscenities and demeaning comments.

-"Threats to Harm Others: any time [client
E] makes a statement that he will harm staff
and/or peers (kill them in their sleep, burn
the house down, break their knee) or refers
to events in his past when he has harmed
others."

-"The following precursor behaviors have
been identified: change (minor or major),
family conflict, staff conflict, persons
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violating his personal space, sitting up in bed
in the middle of the night, not sleeping at
night, taking things from others, making
threats to harm others, repeating
words/phrases to staff to gain attention.
[Client E] will seek out targets, i.e. he will
stare for a short period of time and will have
rapid eye movement prior to engaging in
verbal and physical aggression."

-"When [client E] engages in physical
aggression, his tendency is to lash out in
every direction with his hands/fists and his
feet in order to attack anyone in his reach.
Staff must provide personal space to his and
must insure the environment surrounding
[client E] is clear of obstructions and that
[client E] is given plenty of space to
maneuver. [Client E] has a tendency to drop
to the floor when he is physically aggressive
and continue to swing at and/or kick at
anyone and anything within his reach.”

-"Property Destruction/Disruption,
Self-Injury and Physical Aggression.

Do not overreact, try to maintain a calm and
emotionless demeanor. Immediately ensure
the health and safety of everybody in the
immediate area. In a firm and polite voice
ask his to stop the behavior, and redirect his
to a quieter area away from other, either
outside (back patio) or to his room.
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Encourage his to use his calming strategies
(alone time; journaling; listening to music;
writing letters; writing and telling funny
stories.) Throughout this process minimize
verbal interactions with his and never get
into a power struggle. If the behavior
persists and he is placing himself or others in
immediate danger implement You're Safe
I'm Safe (YSIS). Position yourself between
[client E] and his peers. In a calm but firm
voice verbally redirect [client E] to a
different location/area/activity. Block
physical aggression and property
destruction. If [client E] is continuing to
place himself or others in jeopardy, use the
YSIS procedures in the following order:
Physically redirect. One person hold. Two
person hold. When using these holds, be
aware that [client E] may attempt to bite, hit
or struggle, position yourself so that you are
safe. If needed have his peers move to a
safe location where [client E] cannot aggress
towards them. Let his know what you are
doing but do not engage in conversations
with his."

-"Staff Actions: One to One ratio Staffing.
[Client E] will have a 1:1 staff as determined
by the QIDP and Behaviorist. The purpose
of the 1:1 staff is to provide uninterrupted
observation of and intervention toward
[client E] to keep him from harming himself
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or others. [Client E] is that staff's only focus.
Staff will be in the same room with [client E]
and will be positioned close enough to
physically intervene using you're Safe I'm
Safe (YSIS); [client E] will be within staff
line of sight if he attempts to harm himself or
others. This includes every room he enters
as well as in his room overnight while he is
asleep. Whenever [client E] is awake in a
room sitting down or lying down, the staff
will position themselves as close to [client E]
as possible while remaining standing and be
prepared to block his access to the nearest
hard surface.

When [client E] is asleep, staff will position
themselves as close to [client E] as possible.
Staff may sit or stand but must still be able
to block his access to the nearest hard
surface if needed. [Client E's] head and face
must be visible to staff at all times when
[client E] is sleeping. If [client E] pulls the
blanket over his face/head, staff will
immediately move it to insure his head and
face is visible. Every 15 minutes staff must
visually and physically check [client E] to
insure he is breathing, the space around his
face/neck is clear of obstructions and clear
the space if necessary. The 1:1 staff may
have a paper copy of [client E's] BSP and
therapy coping skills for reference to assist
[client E] in understanding his actions and
their consequences. These copies must
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remain in staff's possession at all times and
may be passed to the next staff during
change over. Staff will not have a pen or
pencil on their person while performing 1:1
with [client E]. When [client E] requires 1:1
staff, every staff scheduled on each shift will
rotate through and provide direct oversight
of [client E] in 30 minute intervals. Staff will
change out every 30 minutes and will sign
in/out on a 1:1 staffing sheet.

The non-1:1 staff will conduct a room
sweep and all objects will be removed from
[client E's] room (including curtains/rods and
all dolls) except one pillow and one blanket.
Staff may talk with [client E], while on 1:1, if
[client E] initiates conversation, but staff
must keep it supportive, encouraging in
nature and related to the behaviors he is
demonstrating at the time and their
resolution. This includes discussion of his
BSP, proactive and reactive strategies and
coping skills. No superficial conversation
should occur between 1:1 staff and [client E]
or 1:1 staff and other staff. The 1:1 will
position themselves between [client E] and
the nearest hard surface (walls, hard tables
etc.) while maintaining line of sight with
[client E]. The 1:1 will walk slightly behind
[client E] and to one side, the side closest to
the nearest hard surface and close enough to
physically intervene if he attempts to harm
himself or others. Whenever [client E] walks
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into another room, the 1:1 staff will scan the
room for any possible item that [client E]
may use to harm himself and inform the
other staff to remove the items.

When [client E] is on 1:1, he may not sit on
the front porch, front yard or non-fenced
area of the property as there is risk of his
running to the street and into traffic. He may
sit on the patio in the fenced back yard.
When [client E] is on 1:1, he may only be
transported in the group home van and may
only sit on one of the bench seats with staff
sitting next to him. He may not sit in the
passenger front seat. Staff will sit next to the
window in order to block [client E] from
hitting his head or body on it. Working on
goals that allow him access to items that he
could use to harm or kill himself. At the first
sign of a precursor behavior by [client E] or
by one of his housemates, lock the sharps
(or items which can easily be made into a
sharp) as well as the cleaning chemicals
which could be ingested. This includes eating
utensils (such as forks, spoons, knives),
cooking utensils (spatulas, wooden spoons,
serving spoons, measuring cups, measuring
spoons, ice cream Scoops, pizza cutters,
whisk, cookie cutters, meat thermometers,
potato peelers). This also includes cleaning
chemicals (such as laundry soap, dish soap,
hand soap, dryer sheets, general purpose
cleaner, toilet bowel cleaner, hand sanitizer).
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These items should remain secured until the
immediate risk from exposure has passed
and/or until [client E] is off of 1:1 and has
been assessed as being in control and not a
danger to himself and/or others."

-"Staff Actions: Day Service. If the
precursors occur while at day service: his
workshop supervisor will notify additional
staff and QIDP. [Client E] will have 1:1 staff
while at day service. That staff will remove
[client E] from the day service area and sit
with him in a different area. Staff will be
positioned close enough to him to use day
service/residential provider approved crisis
intervention procedures to ensure his health
and safety as well as that of peers and staff.
Day service Supervisor will notify the QIDP
and Behaviorist and the above steps will be
followed for precursor behaviors. Day
service Supervisor will notify QIDP if [client
E] requires dismissal from day service and
when suspension from day service is
necessary."

Client E's 12/11/17 IDT note indicated,
"The team met because [clients B and E] has
been involved in two client to client
aggression incidents within the last two
weeks. The team decided that it would be
best to place [client E] on line of sight at all
times to ensure the safety of the other
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clients. Staff will also keep [clients B and E]
separated from one another." The list of
participants was as follows: QIDP #1, HM
#1, and PM #1. The 12/11/17 IDT did not
include documentation of Day Services
staff's participation in the IDT discussion or
recommendations.

Client E's 1/2/18 IDT note indicated, "The
team met because [clients E and F] was
(sic) involved in a client to client aggression
(incident). The team decided that it [client E]
(sic) was to be placed on 1:1 (ratio)
supervision and this will help to reduce to
(sic) incidens (sic) of client to client
aggression. Staff is to also ensure that the
two individuals are kept separated from one
another." The list of participants was as
follows: QIDP #1, HM #1, and PM #1. The
1/2/18 IDT did not include documentation
of Day Services staff's participation in the
IDT discussion or recommendations.

Progress Note (PN) dated 11/15/17 10 PM
-10 AM shift indicated, "[Client E] was
walking up and down the whole house. He
didn't sleep all the night. He started
requesting for (sic) all kinds of stuff. He
struggled with staff because he didn't get his
way to the fridge, or med room."

PN dated 11/15/17 10 AM - 1 PM shift
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indicated, "[Client E] has been very
aggressive this morning. He continues to go
in roommate's room and taking items.

[Client E] has tried biting and pushing so that
he was able to get out of (the) door or inside
the med room."

PN Dated 11/15/17, 2 PM -10 PM shift
indicated, "Came back (from transport) very
unsettled in the house. He became
aggressive with [client B] and trying to head
butts (sic) him. Kept going in and out of the
kitchen trying to open the oven while staff
was making dinner. Both staff and house
manager redirected him several times. Only
settled down at dinner time, ate fine and
stole his housemate's food. Kept telling staff
he was going to bite his roommate, [client
B], and staff. Since then kept him on line of
sight."

PN dated 11/18/17, 9 PM- 9 AM
indicated, "[Client E] awake around 3 AM
walking up and down (sic), jumping,
screaming and yelling. [Client E] (was)
asking for some stuff in the house."

PN dated 11/18/17, 8 AM- 8 PM shift
indicated, "Very unsettled, trying to elope
from the house. Only settle (sic) a bit when
his mom and brother visited. [Client E's]
mom brought him lunch, (sic) ate fine. After
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his mom left [client E] was still trying to
elope but staff (unspecified) kept redirecting
him. [Client E] has been going in and out of
other housemates' room (sic) taking their
stuff, (sic) hitting [client B]."

The review did not indicate documentation
of client E's hitting client B on 11/18/17
being reported to BDDS or investigated.

PN dated 11/19/17, 9 PM- 9 AM shift
indicated, "[Client E] awake (sic) was slept
around 1 AM. After (a) few hours [client E]
woke up and (started) jumping, screaming
and walking around the house, (sic) he trying
to pen the med room door also. At 7 AM,
med's were giving (sic) and [client E] (was)
trying to take [client D's] [toy] and push the
staff and [HM #1]."

PN dated 11/19/17, 8 AM- 8 PM shift
indicated, "[Client E] was already awake on
staff's arrival at site. He pulled staff and
clients during the shift, he attempted to elope
(and was) trying to take what does not
belong to him."

PN dated 11/20/17, 8 PM- 9 AM shift
indicated, "[Client E] woke up around 2
AM and (was) trying to fight with staff and
go into [client C's] room and (sic) trying to
wake [client C] up and (sic) trying to fight
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with him and (sic) jumping and (sic)
screaming."

PN dated 11/20/17, 8 AM- 8 PM shift
indicated, "[Client E] woke up around 2
AM and (was) trying to fight with staff and
go into [client C's] room and trying to wake
[client C] up and (sic) trying to fight with
him. And jumping and screaming."

PN dated 11/20/17, 4 PM- 12 AM shift
indicated, "[Client E] started walking around
going from one bedroom to another, (sic)
making several demands."

PN dated 11/21/17 12 AM - 8 AM shift
indicated, "Upon arrival [client E] was
watching TV and walking towards [client
A's] room to wake him up by keeping open
his door. Also he does not allow [client C]
to sleep by opening his door too. Staff
redirect him to the living room which he did
and continued to waking around the house."

PN dated 11/22/17 12 AM - 8 AM shift
indicated, "[Client E] was met in the house
sitting on the floor and looking at his book.
[Client E] didn't slept (sic) at all. He started
walking around asking (for the) same things
all the times (sic). He trying (sic) to open the
fridge and snack cabinet."
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PN dated 11/23/17, 12 AM - 8 AM shift
indicated, "[Client E] was met on bed upon
arrival. He slept a few hours and (sic) getting
up to waking around for period of couple of
hours. Writer prompted him to go to bed

and he went back and lay (sic) on the bed."

PN dated 11/23/17, 9 AM - 9 PM shift
indicated, "[Client E] was up walking around
the house upon staffs arrival, ate fine, very
unsettled all day. Mom visited him and
brought him lunch. Trying to elope, trying to
hit staff when staff tried to stop him from
going out. Still unsettled, kept going to
[client A's] room packing his pictures."

PN dated 11/24/17, 4 PM - 12 AM shift
indicated, "[Client E] staff (sic) met him
walking around in the evening, taking what
does (sic) not belong to him. Attempted to
elope (and) making unnecessary demands."

PN dated 11/24/17, 12 AM -8 AM shift
indicated, "[Client E] slept until 1:30 AM.
He was up toileting and stay(ed) in the living
room. Talking, jumping, and walking around
the house."

PN dated 11/27/17 12 AM - 8 AM shift
indicated client E was up during the
overnight house and was going into his
housemates rooms and jumping around the
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house.

PN dated 12/1/7 12 AM - 8 AM shift
indicated, "[Client E] at home walking
around the house. Taking stuff, asking for
stuff. Jumping and screaming until 4 AM. He
went to bed and was up at 7 AM."

PN dated 12/1/17 2 PM - 10 PM shift
indicated, "[Client E] has been unsettled all
evening. Attended Christmas party at the
office, he refused to settle down at the party.
Came back home and went to [client A's]
room got most of his pictures out. This
resulted in making [client A] very angry and
upset. Staff redirected [client E] but he
refused. He later left (sic) for [client C's]
room whenever staff redirected him [client
E] uses [expletives] on staff."

PN dated 12/2/17 12 AM - 8 AM shift
indicated, "[Client E] slept till 3: 15 AM and
up walking around the house. Jumping,
screaming, asking for some stuff and taking
some stuff."

PN dated 12/2/17 8 AM - 8 PM shift
indicated, "[Client E] was already up upon
staffs arrival. Very unsettled and aggressive
towards housemates and staff. Kept going
to [client A's] room to get his pictures and
other stuff out to place items on the floor in
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the living room, he became aggressive when
staff redirected him. Kept pulling [client B]
out of the chair whenever [client B] tried to
settle down on the sofa. Still unsettled at
time of report. Stood right in front of staff in
the dining area and peed on himself twice
and he will start laughing whenever he does
it."

PN dated 12/3/17 8 PM - 8 AM shift
indicated, "[Client E] slept until around 2
AM and up walking around the house.
Jumping and screaming and asking for some
stuff. Taking stuff."

PN dated 12/3/17 8 AM - 8 PM shift
indicated, "[Client E] was already awake
jumping around the house upon staff arrival.
He later became aggressive to the clients
and staff in the house. Taking what does not
belong to him with force, going from one
bedroom to another. He made several
attempts to open the kitchen cabinets and
deliberately peed on himself."

PN dated 12/4/17 12 AM - 8 AM shift
indicated, "[Client E] slept until 2 AM and
up walking around the house. Jumping,
screaming, and asking for some stuff and
food. He was assisted with hygiene, dressing
and took his med's. Ate breakfast, trying to
hold [client B's] arms and he was stopped."
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PN dated 12/4/17 4 PM - 12 AM shift
indicated, "[Client E] was running around the
house with his blankets in his hand upon
staff's arrival at the site. He frequently going
to (sic) other consumer's bedroom, packing
their belongings out (sic) playing with kitchen
sink, attempting to bite staff and clients. Staff
made (sic) they redirected him whenever he
attempts to bite and elope."

PN dated 12/6/17 12 AM - 8 AM shift
indicated, "[Clie

nt E] slept until 12:20 AM and up walking
around the house not sleeping until morning.
Jumping, screaming and asking for stuff like
food."

PN dated 12/6/17 7 AM- 3 PM shift
indicated, "[Client E] was constantly trying
to fight with his housemates saying he is
going to bite [clients B and C]. I redirected
[client E] away from but he continued to
push and try to force himself where they
were. He then turned his attention toward
staff because he was not able to go out or
get to housemates."

PN dated 12/6/17 2 PM- 10 PM shift
indicated, "[Client E] has been very unsettled
upon his arrival from day program. Picking
stuff from housemate's room. Mostly [client
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A's]. Very angry. [Client E] kept saying he
will bite [client C] but staff kept him in line of
sight."

PN dated 12/7/17 12 AM - 8 AM shift
indicated, "Upon arrival [client E] was in his
room sleeping. At 1 AM, he woke up and
started walking around the house. [Client E]
started picking up some stuff out of from the
kitchen. He did not slept (sic) at all
throughout the night."

PN dated 12/7/17 4 PM - 12 AM shift
indicated, "[Client E] was trying to gain
access to the kitchen while staff was
preparing the dinner. Jumping around
snatching other clients stuff aggressively."

PN dated 12/8/17, 12 AM- 8 AM shift
indicated, "[Client E] slept for (a) few hours
in (sic) the midnight woke up and started
walking around the house and opened [client
C's] door throughout the night."

PN dated 12/8/17, 2 PM- 10 PM shift
indicated, "Upon picking [client E] up from
day program, day program staff reported
[client E that (sic) he's been saying he was
going to bite someone. Staff asked if [client
E] mentioned any names but day program
staff said he did not but he kept saying he
was going to do it. [HM #1] was informed
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immediately. [Client E] has been very
unsettled, fighting with [client D] over [client
D's] toy truck and entering [client A's] room,
taking his pictures and placing them on the
floor. [Client A] was so angry about it but
staff told [client A] to calm down. [Client e]
has been using [expletives] on staff while
staff were trying to redirected (sic) him.
Pushing and trying to bite staff while staff
told him to stay (away) from (the) hot stove
and while he was trying to open the oven
when the oven was in use and very hot. Staff
did what they could but [client E] still
remains adamant."

PN dated 12/10/17, 12 AM- 8 AM shift
indicated, "[Client E] bit [client B] on his
way out from the med room. [Client E]
quickly grab (sic) [client B's] hand and bite
(sic) him. Staff intervene and rescue(d)
[client B] from [client E]. [Client E] attacked
staff and writer redirect him to (the) living

room."

PN dated 12/10/17, 8 AM- 8 PM shift
indicated, "[Client E] was already awake in
the morning upon staff's arrival at the site.
After an hour [client E] suddenly rushed to
where [client C] was sitting in an attempt to
bite [client C]. Immediately staff quickly
intervened and redirected him from [client
E]. After his breakfast he went back to
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[client C] again an attempt to bite but staff
prevented him, while staff was trying to
divert his attention from [client C] he was
furious at the staft."

PN dated 12/12/17 12 AM- 8 AM shift
indicated, "Upon arrived (sic) [client E] was
slept (sic) in his room. After 1 hour he woke
up at 1:30 A and started walking around,
jumping around and still picking up some
stuff up (sic) and playing with it until this
morning at 5:45 AM he went to his room
and lay down without any issue (sic)."

PN dated 12/12/17, 4 PM- 12 AM shift
indicated, "[Client E] was entering the house
when staff arrived, was aggressive at other
clients. Staff diverted his attention when he
made attempts to bite."

PN dated 12/13/17, 10 PM- 9 AM shift
indicated, "Upon arrived (sic) [client E] was
slept (sic) in his room. After few hours he
woke up at 1:20 AM and started walking
around, jumping around and playing with (a)
toy until this morning."

PN dated 12/13/17, 2 PM - 10 PM shift
indicated, "[Client E] was picked up at day
program. Very unsettled. On getting home
(sic) he starts going into [client A's] room to
some of his pictures out. Staff redirected him
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but he wouldn't listen. Trying to force some
of the kitchen cabinets back open."

PN dated 12/16/17, 9 PM- 9 AM shift
indicated, "Upon arrived [client E] was
playing in the living room, after few minutes
he slept (sic) and he woke up at 2 AM and
started walking around, jumping around."

PN dated 12/16/7, 8 AM - 8 PM shift
indicated, "Very unsettled all day, fighting his
housemates over their toys and stuff.

Refused to be redirected."

PN dated 12/17/17, 9 AM-9 PM shift
indicated, "[Client E] didn't slept (sic)
throughout the night. [Client E] walking
around the house jumping, screaming (and)
also opened other clients' doors."

PN dated 12/17/17 8 AM- 8 PM shift
indicated, "[Client E] was already awake
running around upon staff's arrival at the site.
He was very unsettled, stealing, and
aggressive towards staff and consumers
attempting to bite."

PN dated 12/17/17, 2 PM -10 PM shift
indicated, "[Client E] has been very unsettled
upon his arrival from day program. In and
out of the kitchen, taking [client D's] toys
and fighting him for his trucks. Went to

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

T11H11 Facility ID:

000963 If continuation sheet

Page 134 of 235




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

PRINTED: 02/23/2018
FORM APPROVED
OMB NO. 0938-039

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

15G449

X2) MULTIPLE CONSTRUCTION
A. BUILDING 00

X3) DATE SURVEY
COMPLETED

B. WING

01/12/2018

NAME OF PROVIDER OR SUPPLIER

COMMUNITY ALTERNATIVES-ADEPT

STREET ADDRESS, CITY, STATE, ZIP COD
7859 DELBROOK DR
INDIANAPOLIS, IN 46260

(X4) ID
PREFIX
TAG

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

ID

TAG

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE
PREFIX CROSS-REFERENCED TO THE APPROPRIATE COMPLETION

DEFICTENCY) DATE

(X5)

[client A's] room and took some of his
pictures and placed them on the floor in the
living room. Refused to be redirected. Peed
on himself."

PN dated 12/18/17 8 PM- 8 AM shift
indicated, "[Client E] didn't slept (sic)
throughout the night. [Client E] walking
around the house jumping, screaming around

(sic)."

PN dated 12/18/17 4 PM- 12 AM shift
indicated, "[Client E] was trying to gain his
access to the kitchen upon staff's arrival at
the site. Several attempts were made by him
to forcibly open the medications room in
order to disorganize (unknown) the office.
He said repeatedly that he is going to bite
someone. Staff kept eyes on him throughout
the shift."

PN dated 12/19/17, 9 PM- 9 AM shift
indicated, "Upon arrived (sic) [client E] was
in the living room walking around, screaming
around the house. [Client E] slept around 4
AM this morning."

PN dated 12/19/17, 2 PM- 10 PM shift
indicated, "[Client E] was picked up at day
program. Came back home usual unsettled
self. Fight with housemates over their
belongings, taking out blankets from the

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

T11H11  FacilityID: 000963

If continuation sheet Page 135 of 235




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

PRINTED: 02/23/2018

FORM APPROVED
OMB NO. 0938-039

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

15G449

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY
COMPLETED
01/12/2018

NAME OF PROVIDER OR SUPPLIER

COMMUNITY ALTERNATIVES-ADEPT

STREET ADDRESS, CITY, STATE, ZIP COD
7859 DELBROOK DR
INDIANAPOLIS, IN 46260

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

closet and taking out stuff from (the) kitchen
cabinet. Refused to be redirected very
aggressive towards housemates and staff."

PN dated 12/20/17, 9 PM - 9 AM shift
indicated, "[Client E] didn't sleep all through
the night. His activities woke his roommate,
[client B], up. He attempted to bite his
roommate, [client B], countless times. Staff
stood against him and redirected him though
forcefully thereby also attempted biting staff.
He started sleeping at about 6:45 AM."

PN dated 12/20/17, 2 PM- 10 PM shift
indicated, "[Client E] has been very
unsettled, fighting, refused to be redirected.
Kept going in and out of [client A's] room.
This makes [client A] angry and [client A]
was using [expletives] while trying to explain
to staff."

PN dated 12/21/17, 12 AM- 8 AM shift
indicated, "[Client E] slept (sic) upon arrived
(sic). After one hour he woke up, said he
needs shower and staff gave him shower.
[Client E] started walking around the house.
At 5:30 AM [client E] trying to attack [client
B]. Staff redirected him to another area."

PN dated 12/22/17 9 PM -9 AM shift
indicated, "[Client E] was asleep when staff
arrived. He was woken up for his bedtime
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meds, he took the med and went back to
sleep. He then woke up by himself at 12
AM and remained awake all through the
night. He kept roaming the living room."

PN dated 12/22/17, 2 PM- 10 PM shift
indicated, "[Client E] was picked up at day
program. Slept through while transported to
the house. ON his arrival at the house he
became restless, wondering around the
housemate's room, picking their stuff and
picking stuff from the kitchen cabinet. Very
unsettled all evening."

PN dated 12/29/17, 9 PM -9 AM shift
indicated, "[Client E] slept between 9 PM-
12 AM. He was awake from 12 AM to this
morning. He kept disturbing staff all through
the night. [Client E] going to the closet to get
the blankets out, taking stuff out of kitchen
cabinet."

PN dated 12/29/17, 6 AM - 2 PM shift
indicated, "[Client E] was very active this
morning. Kept trying to take things from
kitchen while staff was preparing breakfast.
[Client E] ate breakfast, then began to
bother other housemates taking their
personal belongings."

PN dated 12/31/17, 6 PM- 10 AM shift
indicated, "[Client E] slept upon arrived.
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After few hours he woke up. He was awake
from 1 AM till this morning. He kept
jumping around the house screaming
around.”

PN dated 12/31/17, 8 AM- 4 PM shift
indicated, "[Client E] had a busy morning he
continued to bother housemates taking their
items and approaching staff in negative
manners. [Client E] did not follow any
instructions given by staff. [Client E] had to
be seated with 1 to 1 approach to sit for
long period of time. With 1 to 1 approach
by staff [client E] fell asleep for 1 hour."

PN dated 1/3/18, 9 PM - 9 AM shift
indicated, "[Client E] was awake when staff
arrived. He later dozed off and was lead to
his room after he had taken his bedtime
meds. He also took his morning meds and
ate his breakfast. No issues except his
attempts twice of wanting to bite [client D]."

PN dated 1/4/18, 5 PM - 9 AM shift
indicated, "[Client E] was awake all the night
long. He took his bedtime meds though. He
also took his morning meds and has his
breakfast and got dressed for day program.
He attempted twice to bite [client B] and
staff but staff redirected and gave him close
monitoring."
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PN dated 1/5/18, 5 PM - 9 AM shift
indicated, "[Client E] only slept for 2 hours
after his bedtime meds. He was awake all
throughout the night thereafter. He took his
breakfast and his morning meds. He
attempted to bite [client F], [client B] and
staff but he was prevented."

PN dated 1/8/18, 5 PM - 9 PM shift
indicated, "[Client E] was awake till 4 AM.
He slept briefly for 2 hours and woke up
again."

PN dated 1/8/18, 4 PM- 9 PM shift
indicated, "[Client E] took away other clients
toys."

PN dated 1/9/18, 9 PM - 9 AM shift
indicated, "[Client E] was awake when staff
arrived. He stayed awake all through the
night. He kept pacing around the whole
house. Staff prevented him from hitting
[client B] on his bed twice. Staff also
prevented himself from being bitten."

Client E's 12/11/17 IDT note, 1/2/18 IDT
note and record did not indicate review,
discussion or recommendations to address
client E's 12/14/17 regarding the overall
pattern of stealing items from peer's, his
identified precursor behavior including
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insomnia and physical and verbal aggression
towards his housemates, including his
roommate.

QIDP #2, LPN #1 and QIDP #1 were
interviewed on 1/10/18 at 12 PM. QIDP #1
stated, "The 1/2/18 IDT meeting should say
1 to 1 ratio supervision to continue. He had
already been on 1 to 1 ratio supervision
from the 12/11/17 IDT." QIDP #1 stated,
"Staff were not implementing his 1:1 ratio
supervision. We did retraining. He should be
1: 1 ratio supervision during wake hours and
15 minute checks on overnight." QIDP #1
was asked to clarify the difference in
supervision recommendations from the
12/11/17 and 1/2/18 IDT notes versus client
E's 12/14/17 BSP which indicated 24 hour

1 to 1 supervision, QIDP #1 stated, "We
aren't doing 1 to 1 ratio supervision on the
overnights. We talked about it. We had
staffing issues, the BSP should be clarified.”
QIDP #1 indicated there was only one staff
on duty at the time of the 12/28/17 incident.
QIDP #1 indicated client E should have
been on 1 to 1 ratio supervision at the time
of the 12/28/17 incident of client to client
aggression between clients E and client F.
When asked if one staff working in the home
could implement client E's 1 to 1 ratio
supervision, QIDP #1 stated, "No. We had
staffing issues."
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When asked if the IDT had reviewed or
discussed client E's pattern of insomnia,
disruptive overnight behaviors or verbal and
physical intimidation and theft of clients'
personal property, QIDP #1 stated, "No,
just the 1: 1 supervision."

When asked if she was aware of ongoing
issues regarding client E's insomnia, LPN #1
stated, "Yes. I'm pretty sure he's on a
sleeping pill. Several including Melatonin
(sleep aid)." LPN #1 stated, "He came with
an order for Ambien (sleep aid) but when he
saw [primary care physician], he
discontinued it. I would have to go back to
look at the record of visit to see why. Don't
quote me but I believe he increased the
Melatonin and discontinued the Ambien but
I'd have to look at the record of visit." When
asked if there had been any additional follow
up with client E's PCP (Primary Care
Physician) or nursing measures to
track/monitor his insomnia for later follow
up, LPN #1 stated, "He saw [PCP] a

couple of weeks later but didn't change the
medication." LPN #1 stated, "It (insomnia)
wasn't officially tracked. They (staff) were
just kind of monitoring and then letting [HM
#1] know. [HM #1] would take him to his
appointments. But not officially tracked
anywhere." When asked to provide
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documentation of client E's PCP visits
regarding insomnia, LPN #1 stated, "Yes, |
will have to check my folder but yes we
probably do." When asked to clarify the
reason for client E's 11/17/17 psychiatric
services visit, LPN #1 stated, "He was seen
on 11/17/17 for his initial intake. When they
first get admitted they go to [clinic] to meet
the doctor and do consultation to get
acquainted and then they go from there."
LPN #1 indicated client E had not received
additional or follow up psychiatric
review/services regarding insomnia,
aggression or obsessive behaviors since his
intake on 11/17/17. LPN #1 indicated she
had not participate in any IDT meetings to
discuss client E's behaviors or insomnia.

LPN #1 via email correspondence on
1/10/18 at 1:53 PM provided a copy of
client E's 11/16/17 Record of Visit for a
physical assessment with his PCP. The
11/16/17 indicated client E was given a
prescription for Zolpidem 10 milligrams at
bedtime for insomnia. LPN #1's electronic
correspondence dated 1/10/18 indicated,
"Hello, after speaking with staff, I was
informed that [client E] did not go to his 2nd
appointment with [PCP]. On the day that it
was schedule [client E] had to go to the
hospital to get his labs drawn because he bit
(sic) [client B] and we had to rule out any
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infectious diseases."
LPN #1 did not provide further
documentation regarding client E's
Ambien/Zolpidem 10 milligrams for insomnia
being discontinued. LPN #1 indicated there
had not been communication with client E's
PCP regarding the effectiveness of client E's
medications for the treatment of insomnia.
9-3-2(a)
W 0158 483.430
FACILITY STAFFING
Bldg. 00 | The facility must ensure that specific facility
staffing requirements are met.
Based on observation, record review and W 0158 CORRECTION: 02/07/2018
interview, the facility failed to meet the N
Conditi f Particivation: Facility Staffi The facility must ensure that
ondition ot Participation: Facility Statting specific facility staffing
for 3 of 3 sampled clients (A, B and C), plus requirements are met. Specifically,
3 additional clients (D, E and F). the governing body has directed
the facility to modify the staffing
. . matrix to assure client E has one
The QIDP (Qualified Intellectual Disabilities to one staffing while awake,
Professional) failed to integrate, coordinate including on the overnight shift
and monitor clients A, B, C, D, E and F's when direct support personnel are
active treatment programs by failing to unavailable to provide coverage as
d ffici di o described above, salaried
provide sutticient direct care statt to supervisory staff will fill in,
implement client E's active treatment providing direct support as
program and to manage his nighttime needed. Staff assigned to work
disruptive behaviors or implement his 1:1 W'th client E have been trglned on
o cli . o described active treatment expectations, per
staff to client ratio supervision as describe client E’s plan.
in his BSP (Behavior Support Plan) and to
ensure the agency owned and operated day
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service provider for clients A, B, C, D, E
and F had current copies of their ISPs PREVENTION:
(Individual Support Plans), BSPs (Behavior The Residential Manager and Area
Support Plans) or current HRHPs (High Supervisor will submit schedule
Risk Health Plans). revisions to Program Manager for
approval prior to implementation.
Findi include: Additionally, the Residential
Indings include: Manager has been directed to
provide the Program Manager and
1. The QIDP (Qualified Intellectual Operations Manager with copies of
Disabilities Professional) failed to integrate, a sr_>eC|ﬂc schedule listing client E's
. . . assigned one to one staff.
coordinate and monitor clients A, B, C, D,
E and F's active treatment programs by
failing to provide sufficient direct care staff
to implement client E's active treatment Membe.rs of the Operatlo_ns Team
d his nichti (comprised of the Executive
program and to manage his nighttime Director, Operations Managers,
disruptive behaviors or implement his 1:1 Program Managers, Quality
staff to client ratio supervision as described Assurance Manager, QIDP
in his BSP (Behavior Support Plan) and to Manaqer, Quality Assurance
h dand 44 Coordinators, Nurse Manger and
ensure the agency owned and operated day Registered Nurse) will review
service prOVider for clients A, B, C, D, E facility support documents and
and F had current copies of their ISPs perform visual assessments of the
(Individual Support Plans). BSPs (Behavior facility no less than daily for the
S Pl HRHPs (Hich next 30 days, and after 30 days,
upport Plans) or current s (Hig will conduct administrative
Risk Health Plans). Please see W159. observations no less than three
times weekly until all staff
2. The facility failed to provide sufficient demonstrate competence. At the
di ffto impl T E conclusion of this period of
irect care staft to implement client E's enhanced administrative
active treatment program and to manage his monitoring and support, the
nighttime disruptive behaviors or implement Executive Director and Regional
his 1:1 staff to client ratio supervision as Dlrec_tor wll dettermlr:je (tjhet I;\]/el of
. . . ongoing support needed at the
described in his BSP (Behavior Support facility. Active Treatment sessions
Plan). Please see W186. to be monitored are defined as:
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3. The facility failed to ensure the agency
owned and operated day service provider Mornings: Beginning at 6:30 AM
for clients A, B, C, D, E and F had current and through morning transport
copies of their ISPs (Individual Support and including the following:
Plans), BSPs (Behavior Support Plans) or Medlcatlc_nn administration, meal
. . preparation and breakfast,
current HRHPs (High Risk Health Plans). morning hygiene and domestic
Please see W248. skills training through transport to
work and day service. Morning
4. The facility failed to ensure client E ?Ct've treatment monitoring will
. oo, . . include staff from both the day and
participated in his day service's active overnight shifts.
treatment program. Please see W249.
9-3-3(a) ) o
Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including the
following: domestic and hygiene
skills training, leisure skills
training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced spot
checks later in the evening toward
bed time.
In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training issues
or problems are discovered.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T11H11 Facility ID: 000963 If continuation sheet Page 145 of 235




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

PRINTED: 02/23/2018
FORM APPROVED
OMB NO. 0938-039

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

15G449

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

0

1/12/2018

NAME OF PROVIDER OR SUPPLIER

COMMUNITY ALTERNATIVES-ADEPT

STREET ADDRESS, CITY, STATE, ZIP COD
7859 DELBROOK DR
INDIANAPOLIS, IN 46260

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

Operations Team members have
been trained on monitoring
expectations. Specifically,
Administrative Monitoring is
defined as follows:

-The role of the administrative
monitor is not simply to observe &
Report.

‘When opportunities for training
are observed, the monitor must
step in and provide the training
and document it.

-If gaps in active treatment are
observed the monitor is expected
to step in, and model the
appropriate provision of supports.

-Assuring the health and safety
of individuals receiving supports at
the time of the observation is the
top priority.

-‘Review all relevant
documentation, providing
documented coaching and training
as needed.

The Executive Director and
Director of Operations/Regional
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —-making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility.

Administrative support at the
home will include assuring staff
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provide continuous active
treatment during formal and
informal opportunities, including
but not limited to assuring
adequate direct support staff are
on duty to meet the needs of all
clients.
RESPONSIBLE PARTIES: QIDP,
Residential Manager, Direct
Support Staff, Operations Team,
Regional Director
W 0159 483.430(a)
QIDP
Bldg. 00 | Each client's active treatment program must
be integrated, coordinated and monitored by
a qualified intellectual disability professional.
Based on observation, record review and W 0159 CORRECTION: 02/07/2018
interview for 3 of 3 sampled clients (A, B
4.0). olus 3 additi Ll D.E and Each client's active treatment
and C), plus 3 additional clients (D, E an program must be integrated,
F), the QIDP (Qualified Intellectual coordinated and monitored by a
Disabilities Professional) failed to integrate, qualified mental retardation
coordinate and monitor clients A, B, C, D, prof essi onal, Spec_lflcally the
. . governing body will assure that:
E and F's active treatment programs by
failing to provide sufficient direct care staff
to implement client E's active treatment
program and to manage his nighttime With oversight from tt_1e governing
di e behavi il his 1:1 body, the QIDP has directed the
1sruptive behaviors or implement his 1: facility to modify the staffing
staff to client ratio supervision as described matrix to assure client E has one
in his BSP (Behavior Support Plan) and to to one staffing while awake,
ensure the agency owned and operated day 'nCIUd'n_g on the overnight shift
. -der for cli A B.C.D.E when direct support personnel are
service provider for clients A, B, €, D, unavailable to provide coverage as
and F had current copies of their ISPs described above, salaried
(Individual Support Plans), BSPs (Behavior supervisory staff will fill in,
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Support Plans) or current HRHPs (High providing direct support as
Risk Health Plans) needed. Staff assigned to work
' with client E have been trained on
active treatment expectations, per
Findings include: client E’s plan.
1. The QIDP failed to integrate, coordinate
. . , .
and monitor client E's active treatment The QIDP has ensured that the
program by failing to provide sufficient direct facility is providing sufficient staff
care staff to implement client E's active to assure client E may attend day
treatment program and to manage his service. Through observatpn the
ohtti di ve behavi imol governing body has determined
nighttime disruptive behaviors or implement that this deficient practice did not
his 1:1 staff to client ratio supervision as affect other individuals.
described in his BSP (Behavior Support
Plan). Please see W186.
PREVENTION:
2. The QIDP failed to integrate, coordinate
and monitor clients B, C, D, E and F's The QIDP has been retrained on
active treatment programs by failing to the need to provide current )
h dand 44 support documents to day service
ensure the agency owned and operated day providers and families to assure
service provider for clients A, B, C, D, E continuity in each client's active
and F had current copies of their ISPs treatment program. Members of
(Individual Support Plans), BSPs (Behavior the Operat_lons Team comprlsgd of
S Pl HRHPs (Hich the Executive Director, Operations
upport Plans) or current s (Hig Managers, Program Managers,
Risk Health Plans). Please see W248. Quality Assurance Manager, QIDP
Manager, Quality Assurance
3. The QIDP failed to integrate, coordinate C(.)orderators, and Nyrse Managgr)
d . i E . will review Day service observation
and monitor client E's active tre.:atment checklists, document receipts and
program by failing to ensure client E e-mail properties to assure day
participated in his day services active service staff and families have
treatment program. Please see W249. been provided with copies of
current support documents.
9-3-3(a)
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The Residential Manager and Area
Supervisor will submit schedule
revisions to Program Manager for
approval prior to implementation.
Additionally, the Residential
Manager has been directed to
provide the Program Manager and
Operations Manager with copies of
a specific schedule listing client E's
assigned one to one staff.

Members of the Operations Team
(comprised of the Executive
Director, Operations Managers,
Program Managers, Quality
Assurance Manager, QIDP
Manager, Quality Assurance
Coordinators, Nurse Manger and
Registered Nurse) will review
facility support documents and
perform visual assessments of the
facility no less than daily for the
next 30 days, and after 30 days,
will conduct administrative
observations no less than three
times weekly until all staff
demonstrate competence. At the
conclusion of this period of
enhanced administrative
monitoring and support, the
Executive Director and Regional
Director will determine the level of
ongoing support needed at the
facility. Active Treatment sessions
to be monitored are defined as:
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Mornings: Beginning at 6:30 AM
and through morning transport
and including the following:
Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
skills training through transport to
work and day service. Morning
active treatment monitoring will
include staff from both the day and
overnight shifts.

Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including the
following: domestic and hygiene
skills training, leisure skills
training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced spot
checks later in the evening toward
bed time.

In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training issues
or problems are discovered.

Operations Team members have
been trained on monitoring
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expectations. Specifically,
Administrative Monitoring is
defined as follows:

-The role of the administrative
monitor is not simply to observe &
Report.

‘When opportunities for training
are observed, the monitor must
step in and provide the training
and document it.

-If gaps in active treatment are
observed the monitor is expected
to step in, and model the
appropriate provision of supports.

-Assuring the health and safety
of individuals receiving supports at
the time of the observation is the
top priority.

-‘Review all relevant
documentation, providing
documented coaching and training
as needed.

The Executive Director and
Director of Operations/Regional
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —-making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility.

Administrative support at the
home will include assuring staff
provide continuous active
treatment during formal and
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informal opportunities, including
but not limited to assuring
adequate direct support staff are
on duty to meet the needs of all
clients, including available staff to
provide one to one supervision for
client E at day service.
RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Direct Support Staff,
Operations Team, Regional
Director
W 0186 483.430(d)(1-2)
DIRECT CARE STAFF
Bldg. 00 | The facility must provide sufficient direct care
staff to manage and supervise clients in
accordance with their individual program
plans.
Direct care staff are defined as the present
on-duty staff calculated over all shifts in a
24-hour period for each defined residential
living unit.
Based on record review and interview for 1 W 0186 CORRECTION: 02/07/2018
additional client (E), the facility failed to - ) )
. . . The facility must provide sufficient
provide sufficient direct care staff to direct care staff to manage and
implement client E’S active treatment superv/'se clients in accordance
program and to manage his nighttime with their individual program
disruptive behaviors or implement his 1:1 plans. Spec_lflcally, the governing
. . . . . body has directed the facility to
staff to client ratio supervision as described modify the staffing matrix to
il’l hlS BSP (Behavior Support Plan). assure client E has one to one
staffing while awake, including on
Findings include: the overnight shift when direct
support personnel are unavailable
to provide coverage as described
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HM (Home Manager) #1 was interviewed above, salaried supervisory staff
on 1/8/18 at 4:26 PM. HM #1 stated client will fill in, providing direct support
E"p food" and "Will as needed. Staff assigned to work
erseverates over food” an 1l get with client E have been trained on
aggressive towards staff and clients." When active treatment expectations, per
asked if any of the other clients in the home client E's plan.
were fearful or intimidated regarding client
E, HM #1 stated, "[Client F] is not. [Client
A] is not. [Clients B, C and D] are. They PREVENTION:
are non-verbal so they can't tell you but you
can tell by the way they act. Just visual. The Re.5|dent.|al Mana_nger and Area
Thev don' b h T Supervisor will submit schedule
ey don't want to be anywhere near [client revisions to Program Manager for
E]. They go the opposite direction, both at approval prior to implementation.
home and work. We are in the process of Additionally, the Residential
putting [client E] in a different classroom Mangger has been directed to
h i B. C and D1." HM #1 indi d provide the Program Manager and
than [clients B, C an I Indicate Operations Manager with copies of
client E moved into the group home on a specific schedule listing client E’s
11/14/17 after the death of another client in assigned one to one staff.
the home. HM #1 indicated she was aware
of 2 BDDS (Bureau of Developmental
Disabilities Services) reports for ﬁghtll’lg Members of the Operations Team
HM #1 stated, "[Client E] takes everything. (comprised of the Executive
[Client D] can't play with his trucks. [Client Director, Operations Manggers,
E1 takes th Cli A lock f Program Managers, Quality
] takes them. [Client A] wants a lock for Assurance Manager, QIDP
his room, [client E] takes all of his things. If Manager, Quality Assurance
he doesn't get what he wants he will take it Coordinators, Nurse Manger and
or get aggressive. [Client E] will bite and Registered Nurse) will review
head b He takes sh d flushes th facility support documents and
ead butt. He takes sheets and flushes them perform visual assessments of the
down the toilet." HM #1 indicated clients B facility no less than daily for the
and E were roommates. next 30 days, and after 30 days,
will conduct administrative
Staff #2 . . d 1/8/18 at 4:45 observations no less than three
ta was Interviewed on at4: times weekly until all staff
PM. Staff #2 indicated she worked the demonstrate competence. At the
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evening shift from 2 PM-10 PM and on conclusion of this period of
weekends from 8 AM -12 PM. When e"hé:c‘?d adn:jlmstratl:‘/te i
. . . monitoring and support, the
asked if the clients in the home got along, Executive Director and Regional
staff #2 stated, "They all do except [client Director will determine the level of
E]. He doesn't get along with anybody." ongoing support needed at the
Staff #2 stated, "He's so aggressive. We try facility. Active Treatment sessions
. . . to be monitored are defined as:
to redirect him. [Client D] has toys and
[client E] will steal them from him. [Client D]
will get mad and try to take it back. [Client
D] is afraid. Sometimes [client E] pushes. Mornings: Beg|nn|r.19 at 6:30 AM
W di Cli B1 lik . and through morning transport
e try to redirect. [Client B] likes to stay in and including the following:
his room. [Client B] avoids [client E] and Medication administration, meal
will go to the other room to get away from preparation and breakfast,
him. They all avoid him." Staff #2 stated, momne h_Yg'i:e a”i ‘:Omes“:t t
S . skills training through transport to
[Client E] steals from [client C] and goes work and day service. Morning
through [client A's] pictures. This makes active treatment monitoring will
[client A] angry. [Clients B and C] are include staff from both the day and
afraid. [Client E] does have a BSP overnight shifts.
(Behavior Support Plan) but it doesn't
work." Staff #2 indicated clients B and E
were roommates. Evenings: Beginning at
approximately 4:30 PM through
MC (Med Coach) #1 . . d the evening meal and including the
(Med Coach) #1 was interviewed on following: domestic and hygiene
1/8/18 at 5 PM. MC #1 stated, "Yes, [client skills training, leisure skills
E] takes (others) personal belongings. He training, medication
tries to make other clients to do what he admlqlstratlon, m_eal prep_ara_tlon
H 11 hit. head b d takes thi and dinner. Evening monitoring
wants. He will hut, head butt and takes things will also include unannounced spot
from the kitchen and puts them down vents checks later in the evening toward
and toilets. I've heard about this from other bed time.
staff and seen him do it on the weekends.
He doesn't follow directions." When asked if
the other clients were afraid of client E, MC In addition to active treatment
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#1 stated, "Some are. I see it when clients observations, Operations Team
leave the area to get away from him. Some Members a.nd/ or the Residential
bal but I 1L TCli B.C Manager will perform spot checks
are non-verbal but I can tell. [Clients B, at varied times on the overnight
and D] are. [Client B] is his roommate. shift no less than twice monthly
[Client B] is afraid of him. [Client B] has —more frequently if training issues
scars on his arm and finger from where or problems are discovered.
. - o .
[client E] bit him." MC #1 indicated clients Operations Team members have
B and E were roommates. been trained on monitoring
expectations. Specifically,
MC #1 indicated client E was currently on 1 Administrative Monitoring s
. .. defined as follows:
to 1 ratio staff supervision. MC #1 stated,
"They are supposed to be having a meeting ‘The role of the administrative
to take him off 1 to 1 ratio staff supervision, monitor is not simply to observe &
I don't think its safe. He needs 1 to 1 ratio Re\p/nvohrt. Hunities for traini
.. o -‘When opportunities for training
n
staff supervision." MC #1 indicated 1 to 1 are observed, the monitor must
ratio staff supervision meant one staff was step in and provide the training
assigned to client E and remained shoulder and document it.
to shoulder with him to monitor him and ‘If gaps in actlve. tregtment are
K he other cli fo. MC #1 d observed the monitor is expected
eep the other clients sate. stated, to step in, and model the
"They want us to work by ourselves. appropriate provision of supports.
Doesn't feel safe. If we are toileting or ‘Assuring the health and safety
helping another client in the bathroom or of m@wduals receiving §upports at
bed hil i< in the livi the time of the observation is the
edroom while everyone is in the living room top priority.
with [client E] he might attack them." MC ‘Review all relevant
#1 indicated she had expressed this concern documentation, providing
with HM #1. MC #1 indicated she had documented coaching and training
. . as needed.
worked in the home by herself and didn't
know client E was supposed to be 1 to 1 The Executive Director and
ratio staff supervised at the time. MC #1 Director of Operations/Regional
indicated she had only become aware of Manager (area manager) will
lient E's 1 to 1 rati ff .. review documentation of
chent £'s 1 to I ratio statf supervision administrative level monitoring of
protocol three days ago. the facility -making
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recommendations as appropriate.
Staff #1 was interviewed on 1/8/18 at 5:15 gs St?ted fallk)ovftj t,hetEX;C“t't\l’e_
o . irector will participate directly in
PM. Staff #1 indicated he started working at administrative monitoring of the
the home on 12/26/17 and worked the 4 facility.
PM -12 AM shift during weekdays. Staff #1
stated he had "worked a couple of times ﬁ‘dm'n'sltl';?t'vle :upport at thet .
) ) . ome will include assuring sta
during the week by himself." Staff #1 stated, provide continuous active
"[Client E] is very difficult. Can't leave him treatment during formal and
alone with others. Gets violent and will informal opportunities, including
attach others. Bites and head butts." When b:t not It|m(|1t.ed tto assur;tngt «
. . . adequate direct support staff are
asked if the other clients in the home were on duty to meet the needs of all
afraid of client E, staff #1 stated, "Afraid? clients.
[Clients B, C and D] are but not [clients A
or F]. He steals and takes toys. [Client E's] The Quality Assurance Manager
bullv." Staff #1 indicated 1 to 1 ratio staff and QIDP Manager or other
a bully.” Sta indicated 1 1o 1 ratio sta designated Quality Assurance
supervision meant to maintain client E at staff will perform spot checks of
arms length. attendance records to assure
ongoing compliance. If
deficiencies are noted, the QA
ey
The facility's BDDS (Bureau of staff will notify the Program
Developmental Disabilities Services) reports Manager, Operations Manager and
and investigations were viewed on 1/8/18 at Executive Director to assure
6 PM. The review indicated the following: prompt corrective gctlon. Prior to
each schedule period, the
Operations Team will follow-up
1. BDDS report dated 11/29/17 indicated, verbally and via email to assure
"Staff reported as [client B] and [client E] that appropriate coverage has
were in the dining area engaging in horse been arranged.
play. Staff discovered a bite mark with RESPONSIBLE PARTIES: QIDP
broken skin on [client B's] right arm, Residential Manager, Direct
approximately 3 inches in length. The Support Staff, Operations Team,
ResCare nurse (unknown) was present Regional Director
when it happened and instructed staff to
clean the area and take [client B] to
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[medical clinic] to be assessed. [Client B]
was taken to [medical clinic] where he was
assessed and prescribed antibiotics for the
bite. [Client E] has a history of physical
aggression and harming others. Both
individuals were provided emotional support
from the staff. [Client E] will receive testing
to rule out the presence of blood borne
pathogen. The administrative team is aware
of the incident and the IDT (Interdisciplinary
Team) will meet to put additional protective
measure in place. Staff will notify the
administrative team of any further concerns."

2. BDDS report dated 12/9/17 indicated,
"As [client B] was exiting the medication
room, before staff could intervene, [client E]
grabbed [client B's] right hand and bit him.
Staff immediately separated the two
individuals and redirected [client E] verbally.
The ResCare nurse was notified and
instructed staff to have [client Blexamined
by a physician. [Client B] was taken to
[hospital] where he was assessed and
diagnosed with a bite on (his) right hand,
and was prescribed an antibiotic to be taken
twice daily for seven days. [Client E] has a
history of physical aggression and harming
others. Both individuals were provided
emotional support from the staff. Immediate
protective measures are in place.
Specifically, [client E] has been placed on
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one on one supervision during wakening
(sic) hours and 15 minute checks during
sleeping hours. The administrative team is
aware of the incident and staff will notify the
administrative team of any further concerns."

3. BDDS report dated 12/29/17 indicated,
"While preparing to eat breakfast, [client E]
moved [client F's] chair from behind him and
[client F] hit [client E] in the back of the
head with an open hand. Staff immediately
separated the two and verbally redirected
them both. There were no injuries noted.
Both individuals were provided emotional
support from the staff and physical
aggression is addressed in both individuals
behavior support plans. The administrative
team is aware of the incident and the IDT
will meet to discuss additional protective
measures. Staff will notify the administrative
team of any further concerns."

-Investigation Final Report dated 1/8/18
indicated MC #1 was the only staff on duty
in the home at the time of clients E and F's
incident of physical aggression.

The facility's Time Detail Sheets dated
1/2/18 through 1/9/18 were reviewed on
1/9/18 at 10:49 AM. The review indicated
the following:
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-1/2/18: The review did not indicate
documentation of staff working in the home
from 10 PM- 11:59 PM.

-1/3/18: The review did not indicate
documentation of staff working in the home
from 12 AM through 7 AM and from 3 PM
through 6 PM. The review indicated one
staff was on duty in the home from 7 AM to
3 PM.

-1/4/18: The review did not indicate
documentation of staff working in the home
from 3 PM to 6 PM. The review indicated
one staff was on duty at the home from 6:30
PM through 11:59 PM.

-1/6/18: The review indicated one staff was
working in the home from 12 AM to 8§ AM
and from 7 PM to 11:59 PM.

-1/7/18: The review indicated one staff was
working in the home from 12 AM to 8§ AM
and from 7 PM to 11:59 PM.

-1/8/18: The review indicated one staff was
working in the home from 12 AM to 9 AM.

Interview with HM #1 on 1/8/18 at 5:30
PM indicated clients A, B, C, D, E and F
got up for day program at 6 AM, completed
hygiene, received medications, participated
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in the home's family style morning meal and
then departed for day services between 8
AM and 8:30 AM.

QIDP (Qualified Intellectual Disabilities
Professional) #1, AS (Area Supervisor) #1,
HM (Home Manager) #1 and LPN
(Licensed Practical Nurse) #1 were
interviewed on 1/9/18 at 1:07 PM. HM #1
indicated client B's 11/28/17 and 12/11/17
bite wounds were a result of client E biting
him. HM #1 indicated clients B and E were
roommates. QIDP #1 indicated staff
working in the home had been retrained on
implementation of client E's 1 to 1 ratio staff
supervision following the 1/2/18 IDT. QIDP
#1 indicated staff should be implementing
one to one ratio supervision during the day
and completing 15 minute checks during
sleep. When asked to clarify client E's 15
minute checks during sleeping hours in
contrast to client E's 12/14/17 BSP protocol
indicating 1 to 1 ratio should continue being
implemented during the overnight/sleeping
hours, QIDP #1 stated, "We discussed that
and thought he probably needed the one to
one ratio supervision over night but there
were staffing concerns." QIDP #1 indicated
the facility did not have enough overnight
staff available to implement one to one ratio
staff supervision as described in his
12/14/17 BSP regarding client E assessed
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supervision needs. QIDP #1 indicated
clients B and E were roommates. QIDP #1
indicated the day services should participate
in client E's 12/11/17 and 1/2/18 IDT
meetings and the recommendations should
have been communicated with the day
services regarding client E's one to one ratio
supervision. QIDP #1 indicated there should
be two staff on duty in the home to
implement client E's one to one ratio
supervision.

Client E's record was reviewed on 1/11/18
at 9:18 AM. Client E's BSP (Behavior
Support Plan) dated 12/14/17 indicated the
following:

-"[Client E] at times will become obsessive
over things. [Client E] will steal items at the
store, takes items from housemates,
non-compliance, obsesses over what is on
his mind (always food), kitchen and food are
locked. He struggles with biting self, hitting,
head butts, and he has alarms on door due

to eloping and will pick at his skin."

-"Some of his targeted behaviors consist of
physical aggression, self-injurious behavior,
pacing around, leaving assigned area, and
repetitive actions."

-"Physical Aggression: any time [client E]
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strikes, spits, grabs, kicks, bites, pinches, is
threatening, and throwing objects at others
that have the potential to cause injury."

-"Verbal Aggression: any time [client E]
shouts and/or screams at peers and/or staff
to include insults, vulgar comments,
obscenities and demeaning comments.

-"Threats to Harm Others: any time [client
E] makes a statement that he will harm staff
and/or peers (kill them in their sleep, burn
the house down, break their knee) or refers
to events in his past when he has harmed
others."

-"The following precursor behaviors have
been identified: change (minor or major),
family conflict, staff conflict, persons
violating his personal space, sitting up in bed
in the middle of the night, not sleeping at
night, taking things from others, making
threats to harm others, repeating
words/phrases to staff to gain attention.
[Client E] will seek out targets, i.e. he will
stare for a short period of time and will have
rapid eye movement prior to engaging in
verbal and physical aggression."

-"When [client E] engages in physical
aggression, his tendency is to lash out in
every direction with his hands/fists and his
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feet in order to attack anyone in his reach.
Staff must provide personal space to his and
must insure the environment surrounding
[client E] is clear of obstructions and that
[client E] is given plenty of space to
maneuver. [Client E] has a tendency to drop
to the floor when he is physically aggressive
and continue to swing at and/or kick at
anyone and anything within his reach."

-"Property Destruction/Disruption,
Self-Injury and Physical Aggression.

Do not overreact, try to maintain a calm and
emotionless demeanor. Immediately ensure
the health and safety of everybody in the
immediate area. In a firm and polite voice
ask his to stop the behavior, and redirect his
to a quieter area away from other, either
outside (back patio) or to his room.
Encourage his to use his calming strategies
(alone time; journaling; listening to music;
writing letters; writing and telling funny
stories.) Throughout this process minimize
verbal interactions with his and never get
into a power struggle. If the behavior
persists and he is placing himself or others in
immediate danger implement You're Safe
I'm Safe (YSIS). Position yourself between
[client E] and his peers. In a calm but firm
voice verbally redirect [client E] to a
different location/area/activity. Block
physical aggression and property
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destruction. If [client E] is continuing to
place himself or others in jeopardy, use the
Y SIS procedures in the following order:
Physically redirect. One person hold. Two
person hold. When using these holds, be
aware that [client E] may attempt to bite, hit
or struggle, position yourself so that you are
safe. If needed have his peers move to a
safe location where [client E] cannot aggress
towards them. Let his know what you are
doing but do not engage in conversations
with his."

-"Staff Actions: One to One ratio Staffing.
[Client E] will have a 1:1 staff as determined
by the QIDP and Behaviorist. The purpose
of the 1:1 staff is to provide uninterrupted
observation of and intervention toward
[client E] to keep him from harming himself
or others. [Client E] is that staff's only focus.
Staff will be in the same room with [client E]
and will be positioned close enough to
physically intervene using you're Safe I'm
Safe (YSIS); [client E] will be within staff
line of sight if he attempts to harm himself or
others. This includes every room he enters

as well as in his room overnight while he is
asleep. Whenever [client E] is awake in a
room sitting down or lying down, the staff
will position themselves as close to [client E]
as possible while remaining standing and be
prepared to block his access to the nearest
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hard surface.

When [client E] is asleep, staff will position
themselves as close to [client E] as possible.
Staff may sit or stand but must still be able
to block his access to the nearest hard
surface if needed. [Client E's] head and face
must be visible to staff at all times when
[client E] is sleeping. If [client E] pulls the
blanket over his face/head, staff will
immediately move it to insure his head and
face is visible. Every 15 minutes staff must
visually and physically check [client E] to
insure he is breathing, the space around his
face/neck is clear of obstructions and clear
the space if necessary. The 1:1 staff may
have a paper copy of [client E's] BSP and
therapy coping skills for reference to assist
[client E] in understanding his actions and
their consequences. These copies must
remain in staff's possession at all times and
may be passed to the next staff during
change over. Staff will not have a pen or
pencil on their person while performing 1:1
with [client E]. When [client E] requires 1:1
staff, every staff scheduled on each shift will
rotate through and provide direct oversight
of [client E] in 30 minute intervals. Staff will
change out every 30 minutes and will sign
in/out on a 1:1 staffing sheet.

The non-1:1 staff will conduct a room
sweep and all objects will be removed from
[client E's] room (including curtains/rods and
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all dolls) except one pillow and one blanket.
Staff may talk with [client E], while on 1:1, if
[client E] initiates conversation, but staff
must keep it supportive, encouraging in
nature and related to the behaviors he is
demonstrating at the time and their
resolution. This includes discussion of his
BSP, proactive and reactive strategies and
coping skills. No superficial conversation
should occur between 1:1 staff and [client E]
or 1:1 staff and other staff. The 1:1 will
position themselves between [client E] and
the nearest hard surface (walls, hard tables
etc) while maintaining line of sight with [client
E]. The 1:1 will walk slightly behind [client
E] and to one side, the side closest to the
nearest hard surface and close enough to
physically intervene if he attempts to harm
himself or others. Whenever [client E] walks
into another room, the 1:1 staff will scan the
room for any possible item that [client E]
may use to harm himself and inform the
other staff to remove the items.

When [client E] is on 1:1, he may not sit on
the front porch, front yard or non-fenced
area of the property as there is risk of his
running to the street and into traffic. He may
sit on the patio in the fenced back yard.
When [client E] is on 1:1, he may only be
transported in the group home van and may
only sit on one of the bench seats with staff
sitting next to him. He may not sit in the
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passenger front seat. Staff will sit next to the
window in order to block [client E] from
hitting his head or body on it. Working on
goals that allow him access to items that he
could use to harm or kill himself. At the first
sign of a precursor behavior by [client E] or
by one of his housemates, lock the sharps
(or items which can easily be made into a
sharp) as well as the cleaning chemicals
which could be ingested. This includes eating
utensils (such as forks, spoons, knives),
cooking utensils (spatulas, wooden spoons,
serving spoons, measuring cups, measuring
spoons, ice cream scoops, pizza cutters,
whisk, cookie cutters, meat thermometers,
potato peelers). This also includes cleaning
chemicals (such as laundry soap, dish soap,
hand soap, dryer sheets, general purpose
cleaner, toilet bowel cleaner, hand sanitizer).
These items should remain secured until the
immediate risk from exposure has passed
and/or until [client E] is off of 1:1 and has
been assessed as being in control and not a
danger to himself and/or others."

-"Staff Actions: Day Service. If the
precursors occur while at day service: his
workshop supervisor will notify additional
staff and QIDP. [Client E] will have 1:1 staff
while at day service. That staff will remove
[client E] from the day service area and sit
with him in a different area. Staff will be
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positioned close enough to him to use day
service/residential provider approved crisis
intervention procedures to ensure his health
and safety as well as that of peers and staff.
Day service Supervisor will notify the QIDP
and Behaviorist and the above steps will be
followed for precursor behaviors. Day
service Supervisor will notify QIDP if [client
E] requires dismissal from day service and
when suspension from day service is
necessary."

Client E's 12/11/17 IDT note indicated,
"The team met because [clients B and E] has
been involved in two client to client
aggression incidents within the last two
weeks. The team decided that it would be
best to place [client E] on line of sight at all
times to ensure the safety of the other
clients. Staff will also keep [clients B and E]
separated from one another." The list of
participants was as follows: QIDP #1, HM
#1, PM #1. The 12/11/17 IDT did not
include documentation of Day Services
staff's participation in the IDT discussion or
recommendations.

Client E's 1/2/18 IDT note indicated, "The
team met because [clients E and F] was

(sic) involved in a client to client aggression
(incident). The team decided that it [client E]
(sic) was to be placed on 1:1 (ratio)
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supervision and this will help to reduce to
(sic) incidents (sic) of client to client
aggression. Staff is to also ensure that the
two individuals are kept separated from one
another." The list of participants was as
follows: QIDP #1, HM #1, PM #1. The
1/2/18 IDT did not include documentation
of Day Services staff's participation in the
IDT discussion or recommendations.

Progress Note (PN) dated 11/15/17 10 PM
-10 AM shift indicated, "[Client E] was
walking up and down the whole house. He
didn't sleep all the night. He started
requesting for (sic) all kinds of stuff. He
struggled with staff because he didn't get his
way to the fridge, or med room."

PN dated 11/15/17 10 AM - 1 PM shift
indicated, "[Client E] has been very
aggressive this morning. He continues to go
in roommates room and taking items. [Client
E] has tried biting and pushing so that he
was able to get out of (the) door or inside
the med room."

PN Dated 11/15/17, 2 PM -10 PM shift
indicated, "Came back (from transport) very
unsettled in the house. He became
aggressive with [client B] and trying to head
butts (sic) him. Kept going in and out of the
kitchen trying to open the oven while staff
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was making dinner. Both staff and house
manager redirected him several times. Only
settled down at dinner time, ate fine and
stole his housemates food. Kept telling staff
he was going to bite his roommate, [client
B], and staff. Since then kept him on line of
sight."

PN dated 11/18/17, 9 PM- 9 AM
indicated, "[Client E] awake around 3 AM
walking up and down (sic), jumping,
screaming and yelling. [Client E] (was)
asking for some stuff in the house."

PN dated 11/18/17, 8 AM- 8 PM shift
indicated, "Very unsettled, trying to elope
from the house. Only settle (sic) a bit when
his mom and brother visited. [Client E's]
mom brought him lunch, (sic) ate fine. After
his mom left [client E] was still trying to
elope but staff (unspecified) kept redirecting
him. [Client E] has been going in and out of
other housemates' room (sic) taking their
stuff, (sic) hitting [client B]."

PN dated 11/19/17, 9 PM- 9 AM shift
indicated, "[Client E] awake (sic) was slept
around 1 AM. After (a) few hours [client E]
woke up and (started) jumping, screaming
and walking around the house, (sic) he trying
to open the med room door also. At 7 AM,
med's were giving (sic) and [client E] (was)
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trying to take [client D's] [toy] and push the
staff and [HM #1]."

PN dated 11/19/17, 8 AM- 8 PM shift
indicated, "[Client E] was already awake on
staff's arrival at site. He pulled staff and
clients during the shift, he attempted to elope
(and was) trying to take what does not
belong to him."

PN dated 11/20/17, 8 PM- 9 AM shift
indicated, "[Client E] woke up around 2
AM and (was) trying to fight with staff and
go into [client C's] room and (sic) trying to
wake [client C] up and (sic) trying to fight
with him and (sic) jumping and (sic)
screaming."

PN dated 11/20/17, 8 AM- 8 PM shift
indicated, "[Client E] woke up around 2
AM and (was) trying to fight with staff and
go into [client C's] room and trying to wake
[client C] up and (sic) trying to fight with
him. And jumping and screaming."

PN dated 11/20/17, 4 PM- 12 AM shift
indicated, "[Client E] started walking around
going from one bedroom to another , (sic)
making several demands."

PN dated 11/21/17 12 AM - 8 AM shift
indicated, "Upon arrival [client E] was
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watching TV and walking towards [client
A's] room to wake him up by keeping open
his door. Also he does not allow [client C]

to sleep by opening his door too. Staff
redirect him to the living room which he did
and continued to waking around the house."

PN dated 11/22/17 12 AM - 8 AM shift
indicated, "[Client E] was met in the house
sitting on the floor and looking at his book.
[Client E] didn't slept (sic) at all. He started
walking around asking (for the) same things
all the times (sic). He trying (sic) to open the
fridge and snack cabinet."

PN dated 11/23/17, 12 AM - 8 AM shift
indicated, "[Client E] was met on bed upon
arrival. He slept a few hours and (sic) getting
up to waking around for period of couple of
hours. Writer prompted him to go to bed

and he went back and lay (sic) on the bed."

PN dated 11/23/17,9 AM - 9 PM shift
indicated, "[Client E] was up walking around
the house upon staffs arrival, ate fine, very
unsettled all day. Mom visited him and
brought him lunch. Trying to elope, trying to
hit staff when staff tried to stop him from
going out. Still unsettled, kept going to
[client A's] room packing his pictures."

PN dated 11/24/17,4 PM - 12 AM shift
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indicated, "[Client E] staff (sic) met him
walking around in the evening, taking what
does (sic) not belong to him. Attempted to
elope (and) making unnecessary demands."

PN dated 11/24/17, 12 AM -8 AM shift
indicated, "[Client E] slept until 1:30 AM.
He was up toileting and stay(ed) in the living
room. Talking, jumping, walking around the
house."

PN dated 11/27/17 12 AM - 8 AM shift
indicated client E was up during the
overnight house and was going into his
housemates rooms and jumping around the
house.

PN dated 12/1/7 12 AM - 8 AM shift
indicated, "[Client E] at home walking
around the house. Taking stuff, asking for
stuff. Jumping and screaming until 4 AM. He
went to bed and was up at 7 AM."

PN dated 12/1/17 2 PM - 10 PM shift
indicated, "[Client E] has been unsettled all
evening. Attended Christmas party at the
office, he refused to settle down at the party.
Came back home and went to [client A's]
room got most of his pictures out. This
resulted in making [client A] very angry and
upset. Staff redirected [client E] but he
refused. He later left (sic) for [client C's]
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room whenever staff redirected him [client
E] uses [expletives] on staff."

PN dated 12/2/17 12 AM - 8 AM shift
indicated, "[Client E] slept till 3: 15 AM and
up walking around the house. Jumping,
screaming, asking for some stuff and taking
some stuff."

PN dated 12/2/17 8 AM - 8 PM shift
indicated, "[Client E] was already up upon
staffs arrival. Very unsettled and aggressive
towards housemates and staff. Kept going
to [client A's] room to get his pictures and
other stuff out to place items on the floor in
the living room, he became aggressive when
staff redirected him. Kept pulling [client B]
out of the chair whenever [client B] tried to
settle down on the sofa. Still unsettled at
time of report. Stood right in front of staff in
the dining area and peed on himself twice
and he will start laughing whenever he does
it."

PN dated 12/3/17 8 PM - 8 AM shift
indicated, "[Client E] slept until around 2
AM and up walking around the house.
Jumping and screaming and asking for some
stuff. Taking stuft."

PN dated 12/3/17 8 AM - 8 PM shift
indicated, "[Client E] was already awake
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jumping around the house upon staff arrival.
He later became aggressive to the clients
and staff in the house. Taking what does not
belong to him with force, going from one
bedroom to another. He made several
attempts to open the kitchen cabinets and
deliberately peed on himself."

PN dated 12/4/17 12 AM - 8 AM shift
indicated, "[Client E] slept until 2 AM and
up walking around the house. Jumping,
screaming, asking for some stuff and food.
He was assisted with hygiene, dressing and
took his med's. Ate breakfast, trying to hold
[client B's] arms and he was stopped."

PN dated 12/4/17 4 PM - 12 AM shift
indicated, "[Client E] was running around the
house with his blankets in his hand upon
staff's arrival at the site. He frequently going
to (sic) other consumers bedroom, packing
their belongings out (sic) playing with kitchen
sink, attempting to bite staff and clients. Staff
made (sic) they redirected him whenever he
attempts to bite and elope."

PN dated 12/6/17 12 AM - 8 AM shift
indicated, "[Client E] slept until 12:20 AM
and up walking around the house not
sleeping until morning. Jumping, screaming
and asking for stuff like food."
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PN dated 12/6/17 7 AM- 3 PM shift
indicated, "[Client E] was constantly trying
to fight with his housemates saying he is
going to bite [clients B and C]. I redirected
[client E] away from but but he continued to
push and try to force himself where they
were. He then turned his attention toward
staff because he was not able to go out or
get to housemates."

PN dated 12/6/17 2 PM- 10 PM shift
indicated, "[Client E] has been very
unsettled upon his arrival from day program.
Picking stuff from housemates room. Mostly
[client A's]. Very angry. [Client E] kept
saying he will bite [client C] but staff kept
him in line of sight."

PN dated 12/7/17 12 AM - 8 AM shift
indicated, "Upon arrival [client E] was in his
room sleeping. At 1 AM, he woke up and
started walking around the house. [Client
E]started picking up some stuff out of from
the kitchen. He did not slept (sic) at all
throughout the night."

PN dated 12/7/17 4 PM - 12 AM shift
indicated, "[Client E] was trying to gain
access to the kitchen while staff was
preparing the dinner. Jumping around
snatching other clients stuff aggressively."
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PN dated 12/8/17, 12 AM- 8 AM shift
indicated, "[Client E] slept for (a) few hours
in (sic) the midnight woke up and started
walking around the house and opened [client
C's] door throughout the night."

PN dated 12/8/17, 2 PM- 10 PM shift
indicated, "Upon picking [client E] up from
day program, day program staff reported
[client E that (sic) he's been saying he was
going to bite someone. Staff asked if [client
E] mentioned any names but day program
staff said he did not but he kept saying he
was going to do it. [HM #1] was informed
immediately. [Client E] has been very
unsettled, fighting with [client D] over [client
D's] toy truck and entering [client A's]
room, taking his pictures and placing them
on the floor. [Client A] was so angry about
it but staff told [client A] to calm down.
[Client e] has been using [expletives] on staff
while staff were trying to redirected (sic)
him. Pushing and trying to bite staff while
staff told him to stay (away) from (the) hot
stove and while he was trying to open the
oven when the oven was in use and very
hot. Staff did what they could but [client E]
still remains adamant."

PN dated 12/10/17, 12 AM- 8 AM shift
indicated, "[Client E] bit [client B] on his
way out from the med room. [Client E]
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quickly grab (sic) [client B's] hand and bite
(sic) him. Staff intervene and rescue(d)
[client B] from [client E]. [Client E] attacked
staff and writer redirect him to (the) living

room."

PN dated 12/10/17, 8 AM- 8 PM shift
indicated, "[Client E] was already awake in
the morning upon staffs arrival at the site.
After an hour [client E] suddenly rushed to
where [client C] was sitting in an attempt to
bite [client C]. Immediately staff quickly
intervened and redirected him from [client
E]. After his breakfast he went back to
[client C] again an attempt to bite but st
aff prevented him, while staff was trying to
divert his attention from [client C] he was
furious at the staft."

PN dated 12/12/17 12 AM- 8 AM shift
indicated, "Upon arrived (sic) [client E] was
slept (sic) in his room. After 1 hour he woke
up at 1:30 A and started walking around,
jumping around and still picking up some
stuff up (sic) and playing with it until this
morning at 5:45 AM he went to his room
and lay down without any issue (sic)."

PN dated 12/12/17, 4 PM- 12 AM shift
indicated, "[Client E] was entering the house
when staff arrived, was aggressive at other
clients. Staff diverted his attention when he
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made attempts to bite."

PN dated 12/13/17, 10 PM- 9 AM shift
indicated, "Upon arrived (sic) [client E] was
slept (sic) in his room. After few hours he
woke up at 1:20 AM and started walking
around, jumping around and playing with (a)
toy until this morning."

PN dated 12/13/17, 2 PM - 10 PM shift
indicated, "[Client E] was picked up at day
program. Very unsettled. On getting home
(sic) he starts going into [client A's] room to
some of his pictures out. Staff redirected him
but he wouldn't listen. Trying to force some
of the kitchen cabinets back open."

PN dated 12/16/17, 9 PM- 9 AM shift
indicated, "Upon arrived [client E] was
playing in the living room, after few minutes
he slept (sic) and he woke up at 2 AM and
started walking around, jumping around."

PN dated 12/16/7, 8 AM - 8 PM shift
indicated, "Very unsettled all day, fighting his
housemates over their toys and stuff.

Refused to be redirected."

PN dated 12/17/17, 9 AM-9 PM shift
indicated, "[Client E] didn't slept (sic)
throughout the night. [Client E] walking
around the house jumping, screaming (and)
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also opened other clients doors."

PN dated 12/17/17 8 AM- 8 PM shift
indicated, "[Client E] was already awake
running around upon staffs arrival at the site.
He was very unsettled, stealing, aggressive
towards staff and consumers attempting to
bite."

PN dated 12/17/17, 2 PM -10 PM shift
indicated, "[Client E] has been very unsettled
upon his arrival from day program. In and
out of the kitchen, taking [client D's] toys
and fighting him for his trucks. Went to
[client A's] room and took some of his
pictures and placed them on the floor in the
living room. Refused to be redirected. Peed
on himself."

PN dated 12/18/17 8 PM- 8 AM shift
indicated, "[Client E] didn't slept (sic)
throughout the night. [Client E] walking
around the house jumping, screaming around
(sic)."

PN dated 12/18/17 4 PM- 12 AM shift
indicated, "[Client E] was trying to gain his
access to the kitchen upon staffs arrival at
the site. Several attempts were made by him
to forcibly open the medications room in
order to disorganize (unknown) the office.
He said repeatedly that he is going to bite
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someone. Staff kept eyes on him throughout
the shift."

PN dated 12/19/17, 9 PM- 9 AM shift
indicated, "Upon arrived (sic) [client E] was
in the living room walking around, screaming
around the house. [Client E] slept around 4
AM this morning."

PN dated 12/19/17, 2 PM- 10 PM shift
indicated, "[Client E] was picked up at day
program. Came back home usual unsettled
self. Fight with housemates over their
belongings, taking out blankets from the
closet and taking out stuff from (the) kitchen
cabinet. Refused to be redirected very
aggressive towards housemates and staff."

PN dated 12/20/17, 9 PM - 9 AM shift
indicated, "[Client E] didn't sleep all through
the night. His activities woke his roommate,
[client B], up. He attempted to bite his
roommate, [client B], countless times. Staff
stood against him and redirected him though
forcefully thereby also attempted biting staff.
He started sleeping at about 6:45 AM."

PN dated 12/20/17, 2 PM- 10 PM shift
indicated, "[Client E] has been very
unsettled, fighting, refused to be redirected.
Kept going in and out of [client A's] room.
This makes [client A] angry and [client A]
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was using [expletives] while trying to explain
to staff."

PN dated 12/21/17, 12 AM- 8 AM shift
indicated, "[Client E] slept (sic) upon arrived
(sic). After one hour he woke up, said he
needs shower and staff gave him shower.
[Client E] started walking around the house.
At 5:30 AM [client E] trying to attack [client
B]. Staff redirected him to another area."

PN dated 12/22/17 9 PM -9 AM shift
indicated, "[Client E] was asleep when staff
arrived. He was woken up for his bedtime
meds, he took the med and went back to
sleep. He then woke up by himself at 12
AM and remained awake all through the

n

night. He kept roaming the living room.

PN dated 12/22/17, 2 PM- 10 PM shift
indicated, "[Client E] was picked up at day
program. Slept through while transported to
the house. ON his arrival at the house he
became restless, wondering around the
housemates room, picking their stuff and
picking stuff from the kitchen cabinet. Very
unsettled all evening."

PN dated 12/29/17, 9 PM -9 AM shift
indicated, "[Client E] slept between 9 PM-
12 AM. He was awake from 12 AM to this
morning. He kept disturbing staff all through
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the night. [Client E] going to the closet to get
the blankets out, taking stuff out of kitchen
cabinet."

PN dated 12/29/17, 6 AM - 2 PM shift
indicated, "[Client E] was very active this
morning. Kept trying to take things from
kitchen while staff was preparing breakfast.
[Client E] ate breakfast, then began to
bother other housemates taking their
personal belongings."

PN dated 12/31/17, 6 PM- 10 AM shift
indicated, "[Client E] slept upon arrived.
after few hours he woke up. He was awake
from 1 AM till this morning. He kept
jumping around the house screaming
around."”

PN dated 12/31/17, 8 AM- 4 PM shift
indicated, "[Client E] had a busy morning he
continued to bother housemates taking their
items and approaching staff in negative
manners. [Client E] did not follow any
instructions given by staff. [Client E] had to
be seated with 1 to 1 approach to sit for
long period of time. With 1 to 1 approach
by staff [client E] fell asleep for 1 hour."

PN dated 1/3/18, 9 PM - 9 AM shift
indicated, "[Client E] was awake when staff
arrived. He later dozed off and was lead to
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his room after he had taken his bedtime
meds. He also took his morning meds and
ate his breakfast. No issues except his
attempts twice of wanting to bite [client D]."

PN dated 1/4/18, 5 PM - 9 AM shift
indicated, "[Client E] was awake all the night
long. He took his bedtime meds though. He
also took his morning meds and has his
breakfast and got dressed for day program.
He attempted twice to bite [client B] and
staff but staff redirected and gave him close
monitoring."

PN dated 1/5/18, 5 PM - 9 AM shift
indicated, "[Client E] only slept for 2 hours
after his bedtime meds. He was awake all
throughout the night thereafter. He took his
breakfast and his morning meds. He
attempted to bite [client F], [client B] and
staff but he was prevented."

PN dated 1/8/18, 5 PM - 9 PM shift
indicated, "[Client E] was awake till 4 AM.
He slept briefly for 2 hours and woke up
again."

PN dated 1/8/18, 4 PM- 9 PM shift
indicated, "[Client E] took away other clients
toys."

PN dated 1/9/18, 9 PM - 9 AM shift

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

T11H11 Facility ID:

000963 If continuation sheet

Page 184 of 235




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

PRINTED: 02/23/2018
FORM APPROVED
OMB NO. 0938-039

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

15G449

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY
COMPLETED
01/12/2018

NAME OF PROVIDER OR SUPPLIER

COMMUNITY ALTERNATIVES-ADEPT

STREET ADDRESS, CITY, STATE, ZIP COD
7859 DELBROOK DR
INDIANAPOLIS, IN 46260

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

indicated, "[Client E] was awake when staff
arrived. He stayed awake all through the
night. He kept pacing around the whole
house. Staff prevented him from hitting
[client B] on his bed twice. Staff also
prevented himself from being bitten."

QIDP #2, LPN #1 and QIDP #1 were
interviewed on 1/10/18 at 12 PM. QIDP #1
stated, "The 1/2/18 IDT meeting should say
1 to 1 ratio supervision to continue. He had
already been on 1 to 1 ratio supervision
from the 12/11/17 IDT." QIDP #1 stated,
"Staff were not implementing his 1:1 ratio
supervision. We did retraining. He should be
1: 1 ratio supervision during wake hours and
15 minute checks on overnight." QIDP #1
was asked to clarify the difference in
supervision recommendations from the
12/11/17 and 1/2/18 IDT notes versus client
E's 12/14/17 BSP which indicated 24 hour

1 to 1 supervision, QIDP #1 stated, "We
aren't doing 1 to 1 ratio supervision on the
overnights. We talked about it. We had
staffing issues, the BSP should be clarified."
QIDP #1 indicated there was only one staff
on duty at the time of the 12/28/17 incident.
QIDP #1 indicated client E should have
been on 1 to 1 ratio supervision at the time
of the 12/28/17 incident of client to client
aggression between clients E and client F.
When asked if one staff working in the home
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could implement client E's 1 to 1 ratio
supervision, QIDP #1 stated, "No. We had
staffing issues."

Staff #3 was interviewed on 1/11/18 at 7:36
AM. Staff #3 indicated she worked the
overnight shift, 9 PM to 9 AM. Staff #3
indicated she was the only staff on duty
during the overnight hours and staff comes in
at 6 AM. Staff #3 stated, "[Client E] is up
almost every night. Up screaming and
waking other clients." Staff #3 stated,
"[Client C] is afraid." Staff #3 stated,
"[Client E] will wake up his roommate,
[client B], When [client E] is up screaming,
[client B] is up too. [Client B] is afraid too.
Then at 7 AM [client E] is very tired. He
also takes [client A's] pictures."

MC #1 was interviewed on 1/11/18 at 8:08
AM. MC #1 stated, "I came in at 6 AM.
[Client E] was awake and up. Usually is
when I come in. Overnight reports to me
that he doesn't sleep most nights. [Client E]
may be staying home today. Now that he's
on 1 to 1 staff to client ratio supervision we
have to send someone with him to day
program." MC #1 stated, "I'm not sure what
the plan is for today. [Staff #3] said [client
E] didn't go to day program yesterday.
Didn't have enough staff for his 1 to 1 staff
to client ratio supervision so he couldn't go
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W 0248

Bldg. 00

to the day program."

QIDP #1 was interviewed on 1/11/18 at 10
AM. QIDP #1 stated, "No, [client E] did

not go to day program yesterday. I don't
know if he did today. [HM #1] was
coordinating his day program 1:1 but I
haven't heard back from her." QIDP #1
indicated client E's should attend day
services. Client E's active treatment schedule
was requested.

QIDP #1 provided a copy of client E's
active treatment schedule was provided on
1/11/18 at 12:14 PM and reviewed upon
receipt. Client E's undated active treatment
schedule indicated client should attend day
services on Monday through Friday from 8
AM through 2 PM.

9-3-3(a)

483.440(c)(7)

INDIVIDUAL PROGRAM PLAN

A copy of each client's individual plan must

be made available to all relevant staff,
including staff of other agencies who work

with the client, and to the client, parents (if

the client is a minor) or legal guardian.

Based on record review and interview for 2

of 3 sampled clients (B and C), plus 3
additional clients (D, E and F), the facility
failed to ensure the agency owned and

W 0248

CORRECTION:

A copy of each client’s individual
plan must be made available to all
relevant staff, including staff of
other agencies who work with the

02/07/2018
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operated day service provider for clients B, client, and to the client, parents (if
C, D, E and F had current copies of their the c(ljl_ent '; a mfinolrl) otrhlegfal ity
.. guardian. Specifically, the facility’s
ISPs (Individual Support Plans). BSPs contracted day service provider
(BehaV10r Support Plans) or current HRHPs has received current Copies of all
(High Risk Health Plans). clients’ current Individual Support
Plans and Behavior Support Plans.
Findings include:
Nurse Manager (NM) #1 was interviewed PREVENTION:
on 1/8/18 at 1:45 PM. NM #1 indicated )
i B. C. D. E and F's Hieh Risk Health The QIDP has been retrained on
clients B, C, D, E an s High Risk Healt the need to provide current
Plans had been updated by LPN (LiCCHSCd support documents to day service
Practical Nurse) #1. providers and families to assure
continuity in each client's active
. . treatment program. Members of
NM #1 was interviewed on 1/8/18 at 1:59 the Operations Team comprised of
PM. NM #1 indicated the updated High the Executive Director, Operations
Risk Health Plans would be provided via Managers, Program Managers,
email Quality Assurance Manager, QIDP
Manager, Quality Assurance
Coordinators, and Nurse Manager)
NM #1 provided clients B, C, D, E and F's will review Day service observation
High Risk Health Plans via email on 1/8/18 checklists, document receipts and
at 2:34 PM. Review of the attached risk e'm?'l properties to assure day
1 indi d the followine: service staff and families have
plans indicated the following: been provided with copies of
current support documents.
-Client B's High Risk Health Plans regarding
Skin Infection were reviewed/revised on
/1717 RESPONSIBLE PARTIES: QIDP,
: Area Supervisor, Residential
Manager, Direct Support Staff,
-Client C's High Risk Health Plans regarding Operations Team, Regional
Respiratory Infection, Skin Infection and Director
Choking Potential were reviewed/revised on
11/17/17.
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-Client D's High Risk Health Plans regarding
Hypokalemia (low blood platelets),

Choking, Skin Breakdown, Constipation or
Bleeding were reviewed/revised on

11/17/17.

-Client E's High Risk Health Plan regarding
Skin Infection were reviewed/revised on
11/17/17.

-Client F's High Risk Health Plans regarding
Choking, Dermatitis, Hyponatremia (not
enough salt in body fluids), Skin
Breakdown, Respiratory Infection, Seizures
and Hyperlipidemia were reviewed/revised
on 11/17/17.

1. Client B's day services record was
reviewed on 1/9/18 at 9:24 AM. Client B's
day service record indicated client B had a
High Risk Health Plan dated 8/22/17
regarding seizures. Client B's record did not
indicate documentation of client B's
updated/revised 11/17/17 High Risk Health
Plan regarding seizures.

2. Client C's day services record was
reviewed on 1/9/18 at 9:20 AM. Client C's
High Risk Plans included Respiratory
Infection, Skin Infection, Choking Potential
all dated 8/21/17. Client C's day services
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record did not indicate documentation of
client C's updated/revised 11/17/17 High
Risk Health Plans regarding Respiratory
Infection, Skin Infection and Choking
Potential.

3. Client D's facility record was reviewed on
1/9/18 at 11:22 AM. Client D's ISP was
dated 11/2/17 and client D's BSP was

dated 11/2/17. Client D's day services
record was reviewed on 1/9/18 at 9:28

AM. Client D's day services record
indicated client D's ISP was dated

11/22/16, BSP was dated 11/22/16 and
High Risk Health Plans regarding Skin
Integrity, Constipation and Choking were all
dated 4/8/16. Client D's day services record
did not indicate documentation of client D's
ISP dated 11/2/17, BSP dated 11/22/17 or
High Risk Health Plans regarding
Hypokalemia (low blood platelets),
Choking, Skin Breakdown, Constipation or
Bleeding all dated 11/17/17.

4. Client E's facility record was reviewed on
1/9/18 at 12:24 PM. Client E's ISP was
dated 11/14/17 and client E's BSP was
dated 12/14/17. Client E's day services
record was reviewed on 1/9/18 at 9 AM.
Client E's day services record indicated
client E's ISP was dated 8/2/16, BSP was
dated 8/2/16 and did not include any High
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Risk Health Plans. Client E's day services
record did not indicate documentation of
client E's ISP dated 11/17/17, BSP dated
12/14/17 or High Risk Health Plan
regarding Skin Infection dated 11/17/17.

5. Client F's day services record was
reviewed on 1/9/18 at 9:26 AM. Client F's
day services record indicated client F's High
Risk Health Plans regarding Hyperlipidemia,
Hyponatremia, Dermatitis, Choking,
Seizures, Respiratory Infection and Skin
Breakdown were all dated 8/22/17.

Client F's High Risk Health Plans regarding
Choking, Dermatitis, Hyponatremia (not
enough salt in body fluids), Skin
Breakdown, Respiratory Infection, Seizures
and Hyperlipidemia all dated 11/17/17.
Client F's 11/17/17 Hyponatremia High
Risk Plan indicated client F's fluid intake
was restricted to 68 ounces per day and
should be monitored and tracked. Client F's
day services record did not indicate fluid
tracking for December 2017 and January
2018 for client F.

QIDP (Qualified Intellectual Disabilities
Professional) #1, AS (Area Supervisor) #1,
HM (Home Manager) #1 and LPN
(Licensed Practical Nurse) #1 were
interviewed on 1/9/18 at 1:07 PM. QIDP

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

Event ID:

T11H11 Facility ID:

000963

If continuation sheet

Page 191 of 235




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

PRINTED: 02/23/2018
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES

X1) PROVIDER/SUPPLIER/CLIA

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING 00 COMPLETED
15G449 B. WING 01/12/2018
STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROVIDER OR SUPPLIER
7859 DELBROOK DR
COMMUNITY ALTERNATIVES-ADEPT INDIANAPOLIS, IN 46260
(X4) ID SUMMARY STATEMENT OF DEFICIENCIE D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CREACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG DEFICIENCY) DATE
#1 indicated the day services should have
current copies of ISP's, BSP's and High
Risk Health Plans.
9-3-4(a)
W 0249 483.440(d)(1)
PROGRAM IMPLEMENTATION
Bldg. 00 | As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient
number and frequency to support the
achievement of the objectives identified in the
individual program plan.
Based on record review and interview for 1 W 0249 CORRECTION: 02/07/2018
additional client (E), the facility failed to ] o
. .. .. As soon as the interdisciplinary
ensure client E participated in his day team has formulated a client's
service's active treatment program. individual program plan, each
client must receive a continuous
Findin gs include: active treatment program
consisting of needed interventions
and services in sufficient number
MC (Med Coach) #1 was interviewed on and frequency to support the
1/11/18 at 8:08 AM. MC #1 stated, "I achievement of the objectives
came in at 6 AM. [Client E] was awake and /dent/ﬁed./'/? the /'nd/'v/dufa./p rogram
. . . plan.Specifically, the facility is
up. Usually is when I come in. Overnight providing sufficient staff to assure
reports to me that he doesn't sleep most client E may attend day service.
nights. [Client E] may be staying home Through observation the governing
today. Now that he's on 1 to 1 staff to client body_ has dete_rm|n§d that this
. .. deficient practice did not affect
ratio supervision we have to send someone other individuals.
with him to day program." MC #1 stated,
"I'm not sure what the plan is for today.
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[Staff #3] said [client E] didn't go to day PREVENTION:
program yesterday. Didn't have enough staff
for his 1 1 i i . . The Residential Manager will be
or his 1 to 1 statt to client ratio supervision present, supervising active
so he couldn't go to the day program." treatment during no less than five
active treatment sessions per
QIDP (Qualified Intellectual Disabilities week, on varled shifts to assist
Professi 1) #1 . . d with and monitor skills training
rofessional) #1 was interviewed on including but not limited to
1/11/18 at 10 AM. QIDP #1 stated, "No, including but not limited to proper
[client E] did not go to day program implementation of dining
yesterday. I don't know if he did today. plans.Members of the Operations
HM #1 dinating his d Team (comprised of the Executive
[ ] was coordinating his day program Director, Operations Managers,
1:1 but I haven't heard back from her." Program Managers, Quality
QIDP #1 indicated client E's should attend Assurance Manager, QIDP
day services. Client E's active treatment Manaqer, Quality Assurance
hedul d Coordinators, Nurse Manger and
schedule was requested. Registered Nurse) will review
facility support documents and
QIDP #1 provided a copy of client E's perform visual assessments of the
active treatment schedule was provided on facility no less than daily for the
1/11/18 at 12:14 PM and . q next 30 days, and after 30 days,
at 12: and reviewed upon will conduct administrative
receipt. Client E's undated active treatment observations no less than three
schedule indicated client should attend day times weekly until all staff
services on Monday through Friday from 8 demonstrate competence. At the
AM th h2 PM conclusion of this period of
throug : enhanced administrative
monitoring and support, the
9-3-4(a) Executive Director and Regional
Director will determine the level of
ongoing support needed at the
facility. Active Treatment sessions
to be monitored are defined as:
Mornings: Beginning at 6:30 AM
and through morning transport
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and including the following:
Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
skills training through transport to
work and day service. Morning
active treatment monitoring will
include staff from both the day and
overnight shifts.

Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including the
following: domestic and hygiene
skills training, leisure skills
training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced spot
checks later in the evening toward
bed time.

In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training issues
or problems are discovered.

Operations Team members have
been trained on monitoring
expectations. Specifically,
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Administrative Monitoring is
defined as follows:

-The role of the administrative
monitor is not simply to observe &
Report.

‘When opportunities for training
are observed, the monitor must
step in and provide the training
and document it.

-If gaps in active treatment are
observed the monitor is expected
to step in, and model the
appropriate provision of supports.

-Assuring the health and safety
of individuals receiving supports at
the time of the observation is the
top priority.

-‘Review all relevant
documentation, providing
documented coaching and training
as needed.

The Executive Director and
Director of Operations/Regional
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —-making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility. Administrative support at
the home will include assuring
staff provide continuous active
treatment during formal and
informal opportunities, including
but not limited to assuring client E
attends day programming with
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appropriate staffing in place.
RESPONSIBLE PARTIES: QIDP,
Residential Manager, Direct
Support Staff, Operations Team,
Regional Director
W 0318 483.460
HEALTH CARE SERVICES
Bldg. 00 | The facility must ensure that specific health
care services requirements are met.
Based on observation, record review and W 0318 CORRECTION: 02/07/2018
interview, the facility failed to meet the -
Conditi f Particivation: Health C The facility must ensure that
ondition of Participation: Health Care specific health care services
Services for 3 of 3 sampled clients (A, B requirements are met,
and C), plus 3 additional clients (D, E and Specifically:
F). "
Specifically:
The facility nurse failed to ensure client D
had an annual physical examination, failed to
ensure clients A, B, C, D and E had routine Client D has received a physical
d ded visi d examination from his primary care
and recommended vision assessments an physician. Through a review of
services, failed to monitor and proactively facility medical records, the
address client E's chronic insomnia and day governing body has determined
time lethargy, failed to ensure staff working tha_t_all clients who reside in the
ol B.C.D.E and F ed facility have current annual
with clients B, C, D, E an were traine physical examinations.
regarding their individual High Risk Health
Plans, failed to ensure clients A, B, D, E and
F's dental recommendations were
ol dand cli ved . All clients who reside in the facility
1mplemented and clients received routine have received current vision
dental examinations and failed to ensure staff assessments.
administered client C's medication without
erTor.
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The interdisciplinary team has
Findings include: developed a comprehensive high
risk plan to monitor and address
client E's insomnia. All staff will be
1. The facility nurse failed to ensure client D trained on implementation of the
had an annual physical examination. Please plan. Additionally, client E has an
see W322 appointment with his new
attending psychiatrist on 2/5/18 to
review his current psychotropic
2. The fac1hty nurse failed to ensure clients medication regime to determine if
A, B, C, D and E had routine and adverse interactions could be
recommended vision assessments and impacting client E's ability to sleep
. through the night.
services. Please see W323.
3. The facility nurse failed to monitor and
proactively address client E's chronic All facility staff have been
. . dd . leth Pl retrained on implementation of
insomnia and day time lethargy. Please see high risk plans and the plans are
W331. stored in @ manner to provide staff
with easy access to review when
4. The facility nurse failed to ensure staff needed.
working with clients A, B, C, D, E and F
were trained regarding their individual High
Risk Health Plans. Please see W342. The team has scheduled
comprehensive dental
5 The facili failed li examinations for all clients who
- The facility nurse fatled to ensure clients reside at the facility at the earliest
A, B, D, E and F's dental recommendations available appointments.
were implemented and clients received
routine dental examinations. Please see
W356. Specifically, all facility staff have
been retrained to on proper
6. The facility nurse failed to ensure staff measurement of liquid medication,
administered client C's medication without pr!or to a_dmmlstra_tlon. _Although
Pl W369 this deficient practice did not affect
crror. riease see : additional clients, the facility nurse
will review agency medication and
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9-3-6(a)

treatment administration protocols
with all staff.

PERVENTION:

The nurse formerly assigned to
the facility has been placed on
administrative leave pending a full
review of her work product to
determine necessary corrective
measures and appropriate
performance action, and a new
nurse has been assigned to the
facility.

The facility nurse will maintain a
tracking grid for all clients to
assure that routine medical
assessments, including but not
limited to physical examinations
occur no less than annually.

The QIDP will work with the facility
nurse will coordinate training with
the facility direct support medical
coach and Residential Manager to
assure that all medical
assessments and evaluations

occur as required.

The QIDP will coordinate with the
facility nurse and facility direct
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support staff and supervisors to
facilitate ongoing training toward
competency in implementation of
high risk plans.

The Residential Manager will be
present, supervising active
treatment during no less than five
active treatment sessions per
week, on varied shifts to assist
with and monitor skills training
including but not limited to
assuring staff administer
medications without error. The
Area Supervisor will be present at
the facility observing the staff’s
provision of skills training and
documentation no less than
weekly. Members of the
Operations Team (comprised of
the Executive Director, Operations
Managers, Program Managers,
Quality Assurance Manager, QIDP
Manager, Quality Assurance
Coordinators, Nurse Manger and
Registered Nurse) will review
facility support documents and
perform visual assessments of the
facility no less than daily for the
next 30 days, and after 30 days,
will conduct administrative
observations no less than three
times weekly until all staff
demonstrate competence. At the
conclusion of this period of
enhanced administrative
monitoring and support, the
Executive Director and Regional
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Director will determine the level of
ongoing support needed at the
facility. Active Treatment sessions
to be monitored are defined as:

Mornings: Beginning at 6:30 AM
and through morning transport
and including the following:
Medication administration, meal
preparation and breakfast,
morning hygiene and domestic
skills training through transport to
work and day service. Morning
active treatment monitoring will
include staff from both the day and
overnight shifts.

Evenings: Beginning at
approximately 4:30 PM through
the evening meal and including the
following: domestic and hygiene
skills training, leisure skills
training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced spot
checks later in the evening toward
bed time.

In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
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shift no less than twice monthly
—more frequently if training issues
or problems are discovered.

Operations Team members have
been trained on monitoring
expectations. Specifically,
Administrative Monitoring is
defined as follows:

-The role of the administrative
monitor is not simply to observe &
Report.

‘When opportunities for training
are observed, the monitor must
step in and provide the training
and document it.

-If gaps in active treatment are
observed the monitor is expected
to step in, and model the
appropriate provision of supports.

-Assuring the health and safety
of individuals receiving supports at
the time of the observation is the
top priority.

-‘Review all relevant
documentation, providing
documented coaching and training
as needed.

The Executive Director and
Director of Operations/Regional
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —-making
recommendations as appropriate.
As stated above, the Executive
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Director will participate directly in
administrative monitoring of the
facility.

Administrative support at the
home will include:

-Assuring that routine medical
assessments, including but not
limited to annual physical and
visual examinations, occur as
required.

-Assuring that routine dental
evaluations and recommended
dental follow-up occur as required.

-Assuring Medications are
administered without error.

Additional Preventative Healthcare
Services Measures:

1.Nursing caseloads have been
reduced to 3-4 SGL homes per
nurse.

2.The Nurse Manager will no
longer be responsible for a
caseload.

3.The Nurse Manager will do
side by side audits of SGL home
with the assigned nurse weekly.

4 .Copies of Nurse Manager
Audits will be provided to the
Executive Director and Regional

Director (Area Manager) for review.

5.The Executive Director and
Regional Director will meet with
the Nurse Manager weekly to
review concerns raised through
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audits, incident reports or other
concerns brought to management
attention.
RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Health Services Team,
Direct Support Staff, Operations
Team, Regional Director
W 0322 | 483.460(a)(3)
PHYSICIAN SERVICES
Bldg. 00 | The facility must provide or obtain preventive
and general medical care.
Based on record review and interview for 1 W 0322 CORRECTION: 02/07/2018
additional client (D), the facility failed to B ) )
i D had I phvsical The facility must provide or obtain
ensure client ad an annual physica preventive and general medical
examination. care. Specifically, client D has
received a physical examination
Findings include: from his primary care physician.
Through a review of facility
medical records, the governing
Client D's record was reviewed on 1/9/18 at body has determined that all
11:22 AM. Client D's Annual Physical clients who reside in the facility
Examination form was dated 8/27/16. Client have .curr.ent annual physical
. P . examinations.
D's record did not indicate documentation of
an annual physical assessment.
QIDP (Qualified Intellectual Disabilities PREVENTION:
Professional) #1, AS (Area Supervisor) #1, The nurse formerly assigned to
HM (Home Manager) #1 and LPN the facility has been placed on
(Licensed Practical Nurse) #1 were administrative leave pending a full
interviewed on 1/9/18 at 1:07 PM. When (rje\gew _Of her work product tt_o
P , . etermine necessary corrective
asked if client D's 8/27/16 annual physical measures and appropriate
was the most current, HM #1 stated, "YCS, | performance action, and a new
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can't get [client D] to an appointment. He
will walk out."

9-3-6(a)

nurse has been assigned to the
facility. The facility nurse will
maintain a tracking grid for all
clients to assure that routine
medical assessments, including
but not limited to physical
examinations occur no less than
annually. Members of the
Operations Team (comprised of
the Executive Director, Operations
Managers, Program Managers,
Quality Assurance Manager, QIDP
Manager, Quality Assurance
Coordinators, and Nurse Manager)
as well as the QIDP will maintain a
daily presence in the facility for the
next 30 days and three times
weekly thereafter until staff
demonstrate competence, as
determined by the Executive
Director and Regional Director
(Area Manager). After this period
of intensive administrative
monitoring, the Operations Team
will incorporate medical chart
reviews into their formal audit
process, which will occur no less
than twice monthly to assure that
routine medical assessments,
including but not limited to annual
physical examinations, occur as
required.

Additionally:

1.Nursing caseloads have been
reduced to 3-4 SGL homes per
nurse.
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2.The Nurse Manager will no
longer be responsible for a
caseload.
3.The Nurse Manager will do
side by side audits of SGL home
with the assigned nurse weekly.
4 .Copies of Nurse Manager
Audits will be provided to the
Executive Director and Regional
Director (Area Manager) for review.
5.The Executive Director and
Regional Director will meet with
the Nurse Manager weekly to
review concerns raised through
audits, incident reports or other
concerns brought to management
attention.
RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Health Services Team,
Direct Support Staff, Operations
Team, Regional Director
W 0323 483.460(a)(3)(i)
PHYSICIAN SERVICES
Bldg. 00 | The facility must provide or obtain annual
physical examinations of each client that at a
minimum includes an evaluation of vision and
hearing.
Based on record review and interview for 3 W 0323 CORRECTION: 02/07/2018
of 3 sampled clients (A, B and C), plus 2 B ) )
.. . .. The facility must provide or obtain
additional clients (D and E), the facility nurse annual physical examinations of
failed to ensure clients A, B, C, D and E had each dlient that at a minimum
routine and recommended vision includes an evaluation of vision
assessments and services. and hearing. Specifically, all clients
who reside in the facility have
received current vision
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Findings include: assessments.
1. Client A's record was reviewed on
1/9/18 at 12:01 PM. Client A's Vision PREVENTION:
Examination form dated 3/8/16 indicated
client A had a recommendation/referral to The nurse formerly assigned to
b | ab list. Cli the facility has been placed on
¢ evaluated by a cornea specialist. Client administrative leave pending a full
A's record did not indicate documentation of review of her work product to
additional vision or specialist evaluation. determine necessary corrective
measures and appropriate
. . performance action, and a new
1
2. Client B's record was reviewed on 1/9/18 nurse has been assigned to the
at 10:48 PM. Client B's record did not facility.
indicate documentation of a vision
examination.
The QIDP will work with the facility
3. Client C's record was reviewed on nurse will coordinate training with
1/9/18 at 10:19 AM. Client C's Annual the facility direct support medical
Hearing Test dated 2/4/16 indicated a coach and Re5|dent_|al Manager to
dation for cli Ciob | d assure that all medical
recommendation for client C to be evaluate assessments and evaluations
by an ENT (Ear Nose and Throat) specialist occur as required. Members of the
regarding Cerumen (ear wax) removal. Operations Team (comprised of
Client C's record did not indicate the Executive Director, Operations
4 . FENT Managers, Program Managers,
ocumentation o assessment or Quality Assurance Manager, QIDP
Services. Manager, Quality Assurance
Coordinators, and Nurse Manager)
4. Client D's record was reviewed on will maintain a daily presence in
1/9/18 at 11:22 AM. Cli D's Visi the facility for the next 30 days
at 11 - Client D's Vision and three times weekly thereafter
Examination form dated 5/16/16 indicated, until staff demonstrate
"Unable to examine. Recommend exam in competence, as determined by the
(the) facility where he lives." Client D's Executive Director and Regional
d did indi d . £ Director (Area Manager). After this
record did not indicate documentation o period of intensive administrative
additional visual examinations or follow up. monitoring, the Operations Team
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will incorporate medical chart
5. Client E's record was reviewed on 1/9/18 reviews mt; t:e'r_lformal a“dl't
) ) . ) process, which will occur no less
at 12:24 PM. Client E's record did not than twice monthly to assure that
indicate documentation of a vision examinations including but not
examination. limited to vision evaluations take
place as required.
QIDP (Qualified Intellectual Disabilities
Professional) #1, AS (Area Supervisor) #1,
HM (Home Manager) #1 and LPN Additionally:
(Licensed Practical Nurse) #1 were )
. . q 1/9/18 at 1:07 PM. HM #1 1.Nursing caseloads have been
Interviewed on atl: : reduced to 3-4 SGL homes per
indicated she had been unaware of client A's nurse.
recommendations regarding assessment by a 2.The Nurse Manager will no
cornea specialist until recently and was IongTr bj responsible for a
. . caseload.
currently in the process of scheduling an 3.The Nurse Manager will do
appointment. HM #1 indicated client B side by side audits of SGL home
would refuse evaluations or be with the assigned nurse weekly.
uncooperative. HM #1 indicated she was in 4.Copies of Nurse Manager
h fidentifvi Audits will be provided to the
the process of identifying an eye care Executive Director and Regional
professional who would provide services for Director (Area Manager) for review.
client B. HM #1 indicated client C had not 5.The Executive Director and
been taken to an ENT or received other tl?]eg;\lonal D,\|/|rector will miTt lN'th
. . . e Nurse Manager weekly to
follow up hearing evaluations since 2/4/16. review concerns raised through
HM #1 indicated client E should have his audits, incident reports or other
vision assessed. concerns brought to management
attention.
9-3-6(a) RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Heath Services Team,
Direct Support Staff, Operations
Team, Regional Director
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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 CORRECTION: 02/07/2018
interview for 1 additional client (E), the N S
facili failed . d The facility must provide clients
acility nurse failed to monitor an with nursing services in
prOﬂCtiVely address client E's chronic accordance with their needs.
insomnia and day time lethargy. Specifically: the interdisciplinary
team has developed a
Findi nelude: comprehensive high risk plan to
ndings melude: monitor and address client E’s
insomnia. All staff will be trained
Day Service Manager (DSM) #1 was on implementation of the plan.
interviewed on 1/9/18 at 9:14 AM. DSM Additionally, client E has an
41 4. "ICli Elsl d b appointment with his new
stated, "[Client E] slept most days but attending psychiatrist on 2/5/18 to
has improved." review his current psychotropic
medication regime to determine if
Client E's record was reviewed on 1/11/18 adverse interactions could be
9:18 AM. CI; E's P N impacting client E’s ability to sleep
at9: - Client E's Progress Notes through the night consistently.
(PNs) dated from 11/15/17 through 1/9/18
indicated the following:
PERVENTION:
Progress Note (PN) dated 11/15/17 10 PM
-10 AM shift indicated, "[Client E] was The nurse formerly assigned to
walking up and down the whole house. He the facility has been placed on
didn't sleep all the night. He started administrative leave pending a full
no f . 1 kinds of stuff. I review of her work product to
requesting for (sic) all kinds of stuff. He determine necessary corrective
struggled with staff because he didn't get his measures and appropriate
way to the fridge, or med room." performance action, and a new
nurse has been assigned to the
facility.
PN dated 11/18/17, 9 PM- 9 AM
indicated, "[Client E] awake around 3 AM
walking up and down (sic), jumping,
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screaming and yelling. [Client E] (was) The nurse manager will review all
asking for some stuff in the house." reports of significant health and
safety issues and will meet with
the Quality Assurance Manager or
PN dated 11/19/17, 9 PM- 9 AM shift designee weekly to discuss health
indicated, "[Client E] awake (sic) was slept and safety issues including but not
around 1 AM. After (a) few hours [client E] limited to needed updates to risk
K d q)i . . plans, monitoring of chronic health
woke up fm (started) jumping, screaming conditions, appropriate
and walking around the house, (sic) he trying communication with doctors and
to open the med room door also." other outside medical
professionals, as well as staff
. training needs.
PN dated 11/20/17, 8 PM- 9 AM shift
indicated, "[Client E] woke up around 2
AM and (was) trying to fight with staff and
go into [client C's] room and (sic) trying to Members of the Operations Team
ke lcli C d (si . fioh (comprised of the Executive
wake [client C] up and (sic) trying to fight Director, Operations Managers,
with him and (SIC) jumping and (SIC) Program Managers, Quality
screaming." Assurance Manager, QIDP
Manager and Quality Assurance
. Coordinators) as well as the QIDP
PN dated 11/20/17, 8 AM- 8 PM shift will maintain a daily presence in
indicated, "[Client E] woke up around 2 the facility for the next 30 days
AM and (was) trying to fight with staff and and three times weekly thereafter
go into [client C's] room and trying to wake until staff demonstrate
li C d (si . fioht with competence, as determined by the
[client C] up and (sic) trying to fight wit Executive Director and Regional
him. And jumping and screaming." Director (Area Manager). After this
period of intensive administrative
PN dated 11/21/17 12 AM - 8 AM shift monitoring, the Operations Team
indicated, "Upon arrival [client E] was will incorporate medical chart
» UP v w reviews into their formal audit
watching TV and walking towards [client process, which will occur no less
A's] room to wake him up by keeping open than twice monthly. These
his door. Also he does not allow [client C] ad”_"'"'s”""_ltl"fe (liodcumentatlon
. . reviews will include:
to sleep by opening his door too. Staff
redirect him to the living room which he did 1.Assuring chronic healthcare
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and continued to waking around the house." conditions are properly monitored
by facility nursing.
. 2.Assuring comprehensive High
PN dated 11/22/17 12 AM - 8 AM shift Risk Plans address all clients’
indicated, "[Client E] was met in the house chronic healthcare conditions.
sitting on the floor and looking at his book. 3.Assuring staff are trained and
[Client E] didn't slept (sic) at all. He started demonstlfate competen.c.y In caring
Ik d aski for th hi for chronic health conditions and
walking around asking (for the) same things implementing high risk plans.
all the times (sic). He trying (sic) to open the 4 Assuring facility nursing has
fridge and snack cabinet." monitored clients’ doctors
regarding emerging medical
. conditions and informed clients’
PN dated 11/23/17, 12 AM - 8 AM shift medical condition including but not
indicated, "[Client E] was met on bed upon limited to insomnia
arrival. He slept a few hours and (sic) getting 5.Assuring routine and
up to waking around for period of couple of prev?n?t've healthcare occurs as
. . required.
hours. Writer prompted him to go to bed a
and he went back and lay (sic) on the bed."
PN dated 11/24/17, 12 AM -8 AM shift Additionally:
. I _—
indicated, "[Client E] slept until 1:30 AM. 1.Nursing caseloads have been
He was up toileting and stay(ed) in the living reduced to 3-4 SGL homes per
room. Talking, jumping, walking around the nurse.
house." 2.The Nurse Manager will no
' longer be responsible for a
caseload.
PN dated 11/27/17 12 AM - 8 AM shift 3.The Nurse Manager will do
indicated client E was up during the side by side audits of SGL home
overnight house and was going into his with the.aSS|gned nurse weekly.
h 4 . dth 4.Copies of Nurse Manager
ousemates rooms and jumping around the Audits will be provided to the
house. Executive Director and Regional
Director (Area Manager) for review.
PN dated 12/1/17 12 AM - 8 AM shift R5-The Fé?cutt've f?l'lfecmftar?fh
. I . egional Director will meet wi
indicated, "[Client E] at home walking the Nurse Manager weekly to
around the house. Taking stuff, asking for review concerns raised through
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stuff. Jumping and screaming until 4 AM. He
went to bed and was up at 7 AM."

PN dated 12/2/17 12 AM - 8 AM shift
indicated, "[Client E] slept till 3: 15 AM and
up walking around the house. Jumping,
screaming, asking for some stuff and taking
some stuff."

PN dated 12/3/17 8 PM - 8 AM shift
indicated, "[Client E] slept until around 2
AM and up walking around the house.
Jumping and screaming and asking for some
stuff. Taking stuff."

PN dated 12/4/17 12 AM - 8 AM shift
indicated, "[Client E] slept until 2 AM and
up walking around the house. Jumping,
screaming, asking for some stuff and food."

PN dated 12/6/17 12 AM - 8 AM shift
indicated, "[Client E] slept until 12:20 AM
and up walking around the house not
sleeping until morning. Jumping, screaming
and asking for stuff like food."

PN dated 12/7/17 12 AM - 8 AM shift
indicated, "Upon arrival [client E] was in his
room sleeping. At 1 AM, he woke up and
started walking around the house. [Client
E]started picking up some stuff out of from
the kitchen. He did not slept (sic) at all

audits, incident reports or other
concerns brought to management
attention.

RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Health Services Team,
Direct Support Staff, Operations
Team, Regional Director
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throughout the night."

PN dated 12/8/17, 12 AM- 8 AM shift
indicated, "[Client E] slept for (a) few hours
in (sic) the midnight woke up and started
walking around the house and opened [client
C's] door throughout the night."

PN dated 12/12/17 12 AM- 8 AM shift
indicated, "Upon arrived (sic) [client E] was
slept (sic) in his room. After 1 hour he woke
up at 1:30 AM and started walking around,
jumping around and still picking up some
stuff up (sic) and playing with it until this
morning at 5:45 AM he went to his room
and lay down without any issue (sic)."

PN dated 12/13/17, 10 PM- 9 AM shift
indicated, "Upon arrived (sic) [client E] was
slept (sic) in his room. After few hours he
woke up at 1:20 AM and started walking
around, jumping around and playing with (a)
toy until this morning."

PN dated 12/16/17, 9 PM- 9 AM shift
indicated, "Upon arrived [client E] was
playing in the living room, after few minutes
he slept (sic) and he woke up at 2 AM and
started walking around, jumping around."

PN dated 12/17/17, 9 AM-9 PM shift
indicated, "[Client E] didn't slept (sic)
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throughout the night. [Client E] walking
around the house jumping, screaming (and)
also opened other clients doors."

PN dated 12/18/17 8 PM- 8 AM shift
indicated, "[Client E] didn't slept (sic)
throughout the night. [Client E] walking
around the house jumping, screaming around
(sic)."

PN dated 12/19/17, 9 PM- 9 AM shift
indicated, "Upon arrived (sic) [client E] was
in the living room walking around, screaming
around the house. [Client E] slept around 4
AM this morning."

PN dated 12/20/17, 9 PM - 9 AM shift
indicated, "[Client E] didn't sleep all through
the night. His activities woke his roommate,
[client B], up. He attempted to bite his
roommate, [client B], countless times. Staff
stood against him and redirected him though
forcefully thereby also attempted biting staff.
He started sleeping at about 6:45 AM."

PN dated 12/21/17, 12 AM- 8 AM shift
indicated, "[Client E] slept (sic) upon arrived
(sic). After one hour he woke up, said he
needs shower and staff gave him shower.
[Client E] started walking around the

house."
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PN dated 12/22/17 9 PM -9 AM shift
indicated, "[Client E] was asleep when staff
arrived. He was woken up for his bedtime
med's, he took the med and went back to
sleep. He then woke up by himself at 12
AM and remained awake all through the
night. He kept roaming the living room."

PN dated 12/22/17, 2 PM- 10 PM shift
indicated, "[Client E] was picked up at day
program. Slept through while transported to
the house."

PN dated 12/29/17, 9 PM -9 AM shift
indicated, "[Client E] slept between 9 PM-
12 AM. He was awake from 12 AM to this
morning. He kept disturbing staff all through
the night. [Client E] going to the closet to get
the blankets out, taking stuff out of kitchen
cabinet."

PN dated 12/31/17, 6 PM- 10 AM shift
indicated, "[Client E] slept upon arrived.
After few hours he woke up. He was awake
from 1 AM till this morning. He kept
jumping around the house screaming
around."

PN dated 1/4/18, 5 PM - 9 AM shift
indicated, "[Client E] was awake all the night
long."
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PN dated 1/5/18, 5 PM - 9 AM shift
indicated, "[Client E] only slept for 2 hours
after his bedtime med's. He was awake all
throughout the night thereafter."

PN dated 1/8/18, 5 PM - 9 PM shift
indicated, "[Client E] was awake till 4 AM.
He slept briefly for 2 hours and woke up
again."

PN dated 1/9/18, 9 PM - 9 AM shift
indicated, "[Client E] was awake when staff
arrived. He stayed awake all through the
night. He kept pacing around the whole
house."

QIDP #2, LPN #1 and QIDP #1 were
interviewed on 1/10/18 at 12 PM. When
asked if she was aware of ongoing issues
regarding client E's insomnia, LPN #1
stated, "Yes. I'm pretty sure he's on a
sleeping pill. Several including Melatonin
(sleep aid)." LPN #1 stated, "He came with
an order for Ambien (sleep aid) but when he
saw [primary care physician], he
discontinued it. I would have to go back to
look at the record of visit to see why. Don't
quote me but I believe he increased the
Melatonin and discontinued the Ambien but
I'd have to look at the record of visit." When
asked if there had been any additional follow
up with client E's PCP (Primary Care
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Physician) or nursing measures to
track/monitor his insomnia for later follow
up, LPN #1 stated, "He saw [PCP] a
couple of weeks later but didn't change the
medication." LPN #1 stated, "It (insomnia)
wasn't officially tracked. They (staff) were
just kind of monitoring and then letting [HM
#1] know. [HM #1] would take him to his
appointments. But not officially tracked
anywhere." When asked to provide
documentation of client E's PCP visits
regarding insomnia, LPN #1 stated, "Yes, I
will have to check my folder but yes we
probably do." When asked to clarify the
reason for client E's 11/17/17 psychiatric
services visit, LPN #1 stated, "He was seen
on 11/17/17 for his initial intake. When they
first get admitted they go to [clinic] to meet
the doctor and do consultation to get
acquainted and then they go from there."
LPN #1 indicated client E had not received
additional or follow up psychiatric
review/services regarding insomnia,
aggression or obsessive behaviors since his
intake on 11/17/17. LPN #1 indicated she
had not participate in any IDT meetings to
discuss client E's behaviors or insomnia.

LPN #1 via email correspondence on
1/10/18 at 1:53 PM provided a copy of
client E's 11/16/17 Record of Visit for a
physical assessment with his PCP. The
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11/16/17 indicated client E was given a
prescription for Zolpidem 10 milligrams at
bedtime for insomnia. LPN #1's electronic
correspondence dated 1/10/18 indicated,
"Hello, after speaking with staff, I was
informed that [client E] did not go to his 2nd
appointment with [PCP]. On the day that it
was scheduled [client E] had to go to the
hospital to get his labs drawn because he bit
(sic) [client B] and we had to rule out any
infectious diseases." LPN #1 did not
provide additional documentation regarding
client E's Ambien/Zolpidem 10 milligrams
for insomnia being discontinued. LPN #1
indicated there had not been communication
with client E's PCP regarding the
effectiveness of client E's medications for the
treatment of insomnia.

Observations were conducted at the group
home on 1/10/18 from 4 PM through 5:45
PM. Client E slept on the home's living room
couch from 4 PM through 4:40 PM.

Staff #1 was interviewed on 1/10/18 at 4:43
PM. Staff #1 indicated client E was asleep
on the couch. Staff #1 indicated he was
client E's assigned 1 to 1 ratio supervision
staff before being relieved to administer the
home's evening medications. Staff #1 stated,
"He sleeps off and on. Sleeps about 15
minutes to an hour and then up. During the

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

T11H11 Facility ID:

000963 If continuation sheet

Page 217 of 235




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

PRINTED: 02/23/2018
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES ~ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING 00 COMPLETED
15G449 B. WING 01/12/2018
STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROVIDER OR SUPPLIER
7859 DELBROOK DR
COMMUNITY ALTERNATIVES-ADEPT INDIANAPOLIS, IN 46260
(X4) ID SUMMARY STATEMENT OF DEFICIENCIE D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CREACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG DEFICIENCY) DATE
day and at night too."
MC (Med Coach) #1 was interviewed on
1/11/18 at 8:08 AM. MC #1 stated, "I
came in at 6 AM. [Client E] was awake and
up. Usually is when I come in. Overnight
reports to me that he doesn't sleep most
nights."
9-3-6(a)
W 0342 483.460(c)(5)(iii)
NURSING SERVICES
Bldg. 00 | Nursing services must include implementing
with other members of the interdisciplinary
team, appropriate protective and preventive
health measures that include, but are not
limited to training direct care staff in detecting
signs and symptoms of illness or
dysfunction, first aid for accidents or illness,
and basic skills required to meet the health
needs of the clients.
Based on record review and interview for 3 W 0342 CORRECTION: 02/07/2018
of 3 sampled clients (A, B and C), plus 3
daditi Leli d h Nursing services must include
additional clients (D, E and F), the nurse implementing with other members
failed to ensure staff working with clients A, of the interdisciplinary team,
B, C, D, E and F were trained regarding appropriate protective and
their individual High Risk Health Plans. preventive health measures that
include, but are not limited to
training direct care staff in
Findings include: detecting signs and symptoms of
illness or dysfunction, first aid for
Nurse Manager (NM) #1 was interviewed ac.adents ‘_7r iliness, and basic
1/%/18 at 1:45 PM. NM #1 indi d Skills required to meet the health
on at 1:45 : indicate needs of the clients. Specifically,
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clients A, B, C, D, E and F's High Risk all facility staff have been
Health Plans had been updated by LPN #1. re_:tra|r_1ed on implementation of
high risk plans and the plans are
stored in @ manner to provide staff
NM #1 was interviewed on 1/8/18 at 1:59 with easy access to review when
PM. NM #1 indicated the updated High needed.
Risk Health Plans would be provided via
email.
PREVENTION:
NM #1 provided clients A, B, C, D, E and
F's High Risk Health Plans via email on ;I':efnu_rl_ste f:rmsrly as|5|gn§d to
. e facility has been placed on
1/8/18 at 2:34 PM. Review of the attached administrative leave pending a full
risk plans indicated the fOllOWil’ng review of her work product to
determine necessary corrective
-Client A's High Risk Health Plans regarding measures and aPproprlate
Allereies. A P C performance action, and a new
ergies, Anemia, Prostate Cancer, nurse has been assigned to the
Seizures, Choking, Skin Infection and facility.
Respiratory Infection were reviewed/revised
on 11/17/17.
The QIDP will coordinate with the
-Client B's High Risk Health Plans regarding facility nurse and facility direct
Skin Infection were reviewed/revised on support staff and supervisors to
11/17/17 facilitate ongoing training toward
competency in implementation of
high risk plans.
-Client C's High Risk Health Plans regarding
Respiratory Infection, Skin Infection and
Choking Potential were reviewed/revised on
/1717 The Residential Manager will be
: present, supervising active
treatment during no less than five
-Client D's High Risk Health Plans regarding active treatment sessions per
Hypokalemia (low blood platelets), week, on varied shifts to assist
Choki Skin Breakd C .. with and monitor skills training
oking, Skin Breakdown, (onstipation or including but not limited to
Bleeding were reviewed/revised on including but not limited to proper
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11/17/17. implementation of high risk
plans.Members of the Operations
. . . . Team (comprised of the Executive
1
-Client E's High Risk Health Plan regarding Director, Operations Managers,
Skin Infection were reviewed/revised on Program Managers, Quality
11/17/17. Assurance Manager, QIDP
Manager, Quality Assurance
Coordinators, Nurse Manger and
. B . .
-Client F's High Risk Health Plans regarding Registered Nurse) will review
ChOkll’lg, Dermatltls, Hyponatremla (l'lOt faci|ity support documents and
enough salt in body fluids), Skin perform visual assessments of the
Breakdown, Respiratory Infection, Seizures facility no less than daily for the
4l lividemi . drevised next 30 days, and after 30 days,
and Hyperlipidemia were reviewed/revise will conduct administrative
on 11/17/17. observations no less than three
times weekly until all staff
NM #1 was interviewed on 1/8/18 at 2:56 demfl’"s_”atefctf]’_“r’et?"ze-fAt the
oo conclusion of this period o
PM. NM #1 indicated all staff had been enhanced administrative
trained on clients A, B, C, D, E and F's monitoring and support, the
updated High Risk Plans by LPN #1. Executive Director and Regional
Director will determine the level of
. . ongoing support needed at the
Staff #2 was interviewed on 1/8/18 at 4:45 facility. Active Treatment sessions
PM. Staff #2 indicated she worked the to be monitored are defined as:
evening shift from 2 PM-10 PM and on
weekends from 8 AM -12 PM. When
asked if she had received any recent Mornings: Beginning at 6:30 AM
retraining regarding client high risk plans, and through morning transport
staff #2 stated, "No." Staff #2 stated she and including the following:
"remembers signing some training but Medlcatlc_nn administration, meal
hi he h th ILPN (Li d preparation and breakfast,
nothing at the home with [ (License morning hygiene and domestic
Practical Nurse) #1]." skills training through transport to
work and day service. Morning
MC (Med Coach) #1 was interviewed on ?Ctl'vj triatfrfn:nt mbor;:otrr:ngdwul .
. include staff from both the day an
1/8/18 at 5 PM. When asked to describe overnight shifts.
clients A, B, C, D, E and F's High Risk
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Health Plans, MC #1 stated, "Don't think
[client C] has one. [Clients A, D and F] not ) o
had h L. h "MC #1 Evenings: Beginning at
ad house tramning on them. approximately 4:30 PM through
indicated she had received some client the evening meal and including the
specific training for the home but was following: domestic and hygiene
uncertain whom she had been trained on. SK'I_IS_ tralnmg,_ Ie|§ure skills
MC #1 indi d client A had skin picki training, medication
indicated client ad skin picking administration, meal preparation
behaviors. MC #1 indicated client F was on and dinner. Evening monitoring
a fluid restriction. MC #1 indicated client D will also include unannounced spot
was had incontinence issues, stole food and Cbhzcl(_s later in the evening toward
. ed time.
should be monitored when he ate. MC #1
did not demonstrate retention or knowledge
of client C's choking risk plan, client B's
seizure risk plan, client A's allergy and In addltu_)n to active Freatment
usitis risk pl lient D' . observations, Operations Team
sinusitis risk plan or client D's constipation Members and/or the Residential
and Thrombocytopenia (low blood platelet) Manager will perform spot checks
risk plans. at varied times on the overnight
shift no less than twice monthly
. . —more frequently if training issues
Staff #1 was interviewed on 1/8/18 at 5:15 or problems are discovered.
PM. Staff #1 indicated he started working at
the home on 12/26/17 and worked the 4
PM -12 AM shift during weekdays. When )
Ked to d ibe cl; A B.C.D.Eand Operations Team members have
asked to describe chients A, B, C, D, E an been trained on monitoring
F's ngh Risk Health Plans and BSP, staff expectations. Specifically,
#1 stated, "Don't know about risk plans. Administrative Monitoring is
[Client C] was on leave when I started and defined as follows:
just came back this week so only worked “The role of the administrative
with him for about one week. [Clients B and monitor is not simply to observe &
C] were both gone and just recently came Report.
back. [Client D] has to be watched for "When opportunities for training
hoki d will fast. He h h are observed, the monitor must
choking and will eat fast. He has to have step in and provide the training
help getting in and out of the shower." and document it.
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-If gaps in active treatment are
Staff #1 did not demonstrate retention or ;)bstervgd thedmongolrtlrs] expected
. . . o step in, and model the
knowledge of client C's choking risk plan, appropriate provision of supports.
client B's seizure risk plan, client A's allergy -Assuring the health and safety
and sinusitis risk plan or client D's of individuals receiving supports at
constipation and Thrombocytopenia (low :he tme _ff the observation is the
. op priority.
blood platelet) risk plans. ‘Review all relevant
documentation, providing
Client B's day services record was reviewed documented coaching and training
on 1/9/18 at 9:24 AM. Client B's day as needed.
service record indicated client B had a High The Executive Director and
Risk Health Plan dated 8/22/17 regarding Director of Operations/Regional
seizures. Client B's record did not indicate Manager (area manager) will
documentation of client B's updated/revised review documentation of
. . . administrative level monitoring of
11/17/17 High Risk Health Plan regarding the facility —making
selzures. recommendations as appropriate.
As stated above, the Executive
Client C's day services record was reviewed Director will participate directly in
1/9/18 at 9:20 AM. Client C's Hieh Risk administrative monitoring of the
on at 2. - Client C's High Kis facility. Administrative support at
Plans included Respiratory Infection, Skin the home will include assuring
Infection, Choking Potential all dated staff provide continuous active
8/21/17. Client C's day services record did treatment during formal and
indi 4 . feli C informal opportunities, including
not indicate documentation ot client C's but not limited to assuring staff
updated/revised 11/17/17 High Risk Health demonstrate competency in
Plans regarding Respiratory Infection, Skin implementing high risk plans.
Infection and Choking Potential.
RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Client D's day services record was reviewed Manager, Health Services Team,
on 1/9/18 at 9:28 AM. Client D's Direct Support Staff, Operations
day services record indicated client D's ISP Team, Regional Director
was dated 11/22/16, BSP was dated
11/22/16 and High Risk Health Plans
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regarding Skin Integrity, Constipation and
Choking were all dated 4/8/16. Client D's
day services record did not indicate
documentation of client D's ISP dated
11/2/17, BSP dated 11/22/17 or High Risk
Health Plans regarding Hypokalemia (low
blood platelets), Choking, Skin Breakdown,
Constipation or Bleeding all dated 11/17/17.

Client E's day services record was reviewed
on 1/9/18 at 9 AM. Client E's day services
record indicated client E's ISP was dated
8/2/16, BSP was dated 8/2/16 and did not
include any High Risk Health Plans. Client
E's day services record did not indicate
documentation of client E's ISP dated
11/17/17, BSP dated 12/14/17 or High

Risk Health Plan regarding Skin Infection
dated 11/17/17.

Client F's day services record was reviewed
on 1/9/18 at 9:26 AM. Client F's day
services record indicated client F's High
Risk Health Plans regarding Hyperlipidemia,
Hyponatremia, Dermatitis, Choking,
Seizures, Respiratory Infection and Skin
Breakdown were all dated 8/22/17.

Client F's High Risk Health Plans regarding
Choking, Dermatitis, Hyponatremia (not
enough salt in body fluids), Skin
Breakdown, Respiratory Infection, Seizures
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and Hyperlipidemia all dated 11/17/17.
Client F's 11/17/17 Hyponatremia High
Risk Plan indicated client F's fluid intake
was restricted to 68 ounces per day and
should be monitored and tracked. Client F's
day services record did not indicate fluid
tracking for December 2017 and January
2018 for client F.

Day Services training logs were reviewed on
1/9/18 at 9:30 AM. The review did not
indicate documentation of staff training
regarding clients B, C, D, E or F's
updated/most current High Risk Health
Plans dated 11/17/17 by LPN #1.

DSM #1 was interviewed on 1/9/18 at 9:31
AM. DSM #1 indicated LPN #1 had not
provided training for day services staff
regarding clients B, C, D, E or F's
updated/most current High Risk Health
Plans dated 11/17/17.

Client A's group home record was reviewed
on 1/9/18 at 12:01 PM. Client A's High
Risk Health Plans regarding Allergies,
Anemia, Prostate Cancer, Seizures,
Choking, Skin Infection and Respiratory
Infection were all dated 10/18/16. Client A's
record did not indicate documentation of
updated/revised High Risk Health Plans
since 10/18/16.
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Client B's group home record was reviewed
on 1/9/18 at 10:48 AM. Client B's Record
of Visit form dated 11/28/17 indicated he
was evaluated and treated for a human bite
wound. Client B's Record of Visit form
dated 12/11/17 indicated client B was
evaluated and treated for a human bite
wound. Client B's record did not indicate
documentation of client B's 11/17/17 High
Risk Health Plan regarding Skin Infection.

Client C's group home record was reviewed
on 1/9/18 at 10:19 AM. Client C's record
did not indicate documentation of client C's
updated/revised 11/17/17 High Risk Health
Plans regarding Respiratory Infection, Skin
Infection and Choking Potential.

Client D's group home record was reviewed
on 1/9/18 at 11:22 AM. Client D's

record did not indicate documentation of
client D's ISP dated 11/2/17, BSP dated
11/22/17 or High Risk Health Plans
regarding Hypokalemia (low blood
platelets), Choking, Skin Breakdown,
Constipation or Bleeding all dated 11/17/17.

Client E's group home record was reviewed
on 1/9/18 at 12:24 PM.

Client E's record did not indicate
documentation of client E's High Risk Health
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Plan regarding Skin Infection dated
11/17/17.

Client F's group home record was reviewed
on 1/9/18 at 11:47 AM.

Client F's record did not indicate
documentation of client F's High Risk Health
Plans regarding Choking, Dermatitis,
Hyponatremia (not enough salt in body
fluids), Skin Breakdown, Respiratory
Infection, Seizures and Hyperlipidemia all
dated 11/17/17.

QIDP (Qualified Intellectual Disabilities
Professional) #1, AS (Area Supervisor) #1,
HM (Home Manager) #1 and LPN
(Licensed Practical Nurse) #1 were
interviewed on 1/9/18 at 1:07 PM. QIDP
#1 indicated the day services should have
current copies of ISP's, BSP's and High
Risk Health Plans. When asked to provide
documentation of staff training regarding
updated/current High Risk Health Plans,
LPN #1 indicated clients A, B, C, D, E and
F's charts at the group home and at day
services should contain the 11/17/17
updated High Risk Health Plans. LPN #1
indicated all staff working with clients A, B,
C, D, E and F should be trained regarding
clients A, B, C, D, E and F's High Risk
Health Plans. LPN #1 stated, "Yes, the
in-service paper should be here (looking
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through the home's MAR). Can't find it. I
will have to get back to you." LPN #1
stated, "Yes, I did an in-service on High
Risk Plans and updated the risk plans." LPN
#1 indicated she had not conduct retraining
on high risk health plans with day services
staff. No additional documentation of staff
training was provided by LPN #1.
9-3-6(a)
W 0356 | 483.460(g)(2)
COMPREHENSIVE DENTAL TREATMENT
Bldg. 00 | The facility must ensure comprehensive
dental treatment services that include dental
care needed for relief of pain and infections,
restoration of teeth, and maintenance of
dental health.
Based on record review and interview for 2 W 0356 CORRECTION: 02/07/2018
of 3 sampled clients (A and B), plus 3
daditi Leli d h The facility must ensure
additional clients (D, E and F), the nurse comprehensive dental treatment
failed to ensure clients A, B, D, E and F's services that include dental care
dental recommendations were implemented needed for relief of pain and
and clients received routine dental infections, restoration of teetf,
L and maintenance of dental health.
examinations. Specifically, the team has
scheduled comprehensive dental
Findings include: examinations for all clients who
reside at the facility at the earliest
. , . available appointments.
1. Client A's record was reviewed on
1/9/18 at 12:01 PM. Client A's Dental
Summary Progress Report dated 3/21/17
indicated client A had recommendations for PREVENTION:
follow up services and assessment on
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5/17/17. Client A's record did not indicate The nurse formerly assigned to
documentation of additional dental services the f_aF"'tY has been pIace_d on
foll administrative leave pending a full
or follow up assessments. review of her work product to
determine necessary corrective
2. Client B's record was reviewed on 1/9/18 measures and appropriate
at 10:48 PM. Client B's Record of Visit perforr:an;e actlon_, an‘ii nter‘]N
C g . nurse has been assigned to the
form dated 2/15/17 indicated client B was fadility
taken for a dental examination but refused to
participate. Client B's record did not
indicate additional documentation of dental
.. sits for d S The QIDP will work with the facility
examinations or visits for desensitization nurse will coordinate training with
attempts. the facility direct support medical
coach and Residential Manager to
3. Client D's record was reviewed on assure thatta” rze‘j'cal" "
assessments and evaluations
. 1 1
1/9/18 at 11:22 AM. Client D's Dental occur as required. Members of the
Summary Progress Report dated 4/18/15 Operations Team (comprised of
indicated client D should return annually for the Executive Director, Operations
a dental examination. Client D's record did ganﬁtge/:s, Prograrr;,IManager;,IDP
. .. . uality Assurance Manager,
not indicate additional documentation of Manager, Quality Assurance
dental assessment or examinations since Coordinators, and Nurse Manager)
4/18/15. will maintain a daily presence in
the facility for the next 30 days
and three times weekly thereafter
. , .
4. Client E's record was reviewed on 1/9/18 until staff demonstrate
at 12:24 PM. Client E's record did not competence, as determined by the
indicate documentation of a dental Executive Director and Regional
examination. Director (Area Manager). After this
period of intensive administrative
monitoring,
5. Client F's record was reviewed on 1/9/18
at 11:47 AM. Client E's Dental Summary the Operations Team will
Progress Report dated 4/11/14 indicated !ncorpor_ate medical _chart reviews
i E had dati for th into their formal audit process,
chent ad recommendations for the which will occur no less than twice
extraction of his teeth and dentures. Client monthly to assure that
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T11H11 Facility ID: 000963 If continuation sheet Page 228 of 235




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

PRINTED: 02/23/2018
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES ~ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING 00 COMPLETED
15G449 B. WING 01/12/2018
STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROVIDER OR SUPPLIER
7859 DELBROOK DR
COMMUNITY ALTERNATIVES-ADEPT INDIANAPOLIS, IN 46260
(X4)ID SUMMARY STATEMENT OF DEFICIENCIE D , (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CAPACH CORRRCTIVE ACTIONSHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG DEFICIENCY) DATE
E's record did not indicate additional examinations including but not
documentation of follow up or annual dental I':n'ted to deqtaLevaIuatlons take
. . ace as required.
services since 4/11/14. P a
QIDP (Qualified Intellectual Disabilities
Professional) #1, AS (Area Supervisor) #1, Additionally:
HM (Home Manager) #1 and LPN 1.Nursing caseloads have been
(Licensed Practical Nurse) #1 were reduced to 3-4 SGL homes per
interviewed on 1/9/18 at 1:07 PM. HM #1 nurse.
indicated clients A, B, D, E and F's dental | 2.ThiNurse Ma.r:jgir will no
. . onger be responsible for a
recommendations should be implemented caseload.
and clients should have routine dental 3.The Nurse Manager will do
examinations. side by side audits of SGL home
with the assigned nurse weekly.
4 .Copies of Nurse Manager
9-3-6(a) Audits will be provided to the
Executive Director and Regional
Director (Area Manager) for review.
5.The Executive Director and
Regional Director will meet with
the Nurse Manager weekly to
review concerns raised through
audits, incident reports or other
concerns brought to management
attention.
RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Heath Services Team,
Direct Support Staff, Operations
Team, Regional Director
W 0369 483.460(k)(2)
DRUG ADMINISTRATION
Bldg. 00 | The system for drug administration must
assure that all drugs, including those that are
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self-administered, are administered without
error.
Based on observation, record review and W 0369 CORRECTION: 02/07/2018
interview for 1 of 3 sampled clients (C), the
facility failed ff admini d The system for drug
acility failed to ensure staff administere administration must assure that all
client C's medication without error. drugs, including those that are
self-administered, are
Findings include: administered without error.
Specifically, all facility staff have
been retrained to on proper
Observations were conducted at the group measurement of liquid medication,
home on 1/10/18 from 4:00 PM through prior to administration. Although
5:45 PM. At 4:56 PM, staff #1 prepared this deficient practice did not affect
lient C's 5 PM med: > b additional clients, the facility nurse
chient C's medications on the will review agency medication and
medication administration room countertop. treatment administration protocols
Staff #1 dispensed/poured 30 milliliters of with all staff.
client C's Metoclopramide
(GERD-gastroesophageal reflux disease) 5
milligrams/5 milliliters syrup into a 30 PREVENTION:
milliliters sized administration cup.
The Residential Manager will be
. . o present, supervising active
1
Client C's Metoclopramide 5 milligrams/5 treatment during no less than five
milliliters Syrup pharmacy label indicated, active treatment sessions per
"Metoclopramide 5 milligrams/5 milliliters week, on varied shifts to assist
syrup. Give 2 teaspoons (10 milliliters) by with and monitor skills training
h twice dail 5 PM and 9 PM f including but not limited to
mouth twice daly at an or assuring staff administer
GERD." medications without error. The
Area Supervisor will be present at
Prior to staff #1's administration of client C's the fa_cnllty ?biirwtng- the stafdf’s
. . provision or sKilis training an
medications the surveyor asked staff #1 to documentation no less than
clarify the dose of Metoclopramide 5 weekly. Members of the
milligrams/5 milliliters syrup he was about to Operations Team (comprised of
administer to client C. Staff #1 stated, "Yes" the Executive Director, Operations
Managers, Program Managers,
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he had completed the preparation of client Quality Assurance Manager, QIDP
C's medications and "was going to Manaqer, Quality Assurance
dmini 30 millili " of cli C Coordinators, Nurse Manger and
administer millthters™ ot client C's Registered Nurse) will review
Metoclopramide 5 milligrams/5 milliliters facility support documents and
syrup. Surveyor advised not to administer perform visual assessments of the
the 30 milliliters and to check the pharmacy facility no less than daily for the
Stion d HM (H M next 30 days, and after 30 days,
prescription dosage. (Home Manager) will conduct administrative
#1 was present at the time and indicated observations no less than three
staff #1 was prevented by the surveyor from times weekly until all staff
administering 30 milliliters of client demongtrate cor_npete?nce. At the
M 1 de 5 milli /5 millili conclusion of this period of
etoclopramide 5 milligrams/5 milliliters enhanced administrative
syrup. HM #1 indicated administration of monitoring and support, the
the wrong dosage of medication was Executive Director and Regional
considered a medication error. HM #1 then Director will detterm":je (tjhet l:r:/d of
. . ongoing support needed at the
had staff #1 switch with another staff facility. Active Treatment sessions
WOI'kil'lg in the home to finish client C's to be monitored are defined as:
medication administration.
. . . .. .
Client C's MAR (Medication Administration Mornings: Beginning at 6:30 AM
Record) dated January 2018 was reviewed and through morning transport
on 1/11/18 at 9:04 AM. Client C's MAR and including the following:
dated January 2018 indicated Medication administration, meal
"M | ‘e 5 milli ’ /5 millili preparation and breakfast,
etoclopramide 5 milligrams/5 milliliters morning hygiene and domestic
syrup. Give 2 teaspoons (10 milliliters) by skills training through transport to
mouth twice daily at 5 PM and 9 PM for work and day service. Morning
GERD." active treatment monitoring will
include staff from both the day and
overnight shifts.
Nurse Manager (NM) #1 was interviewed
on 1/11/18 at 10:00 AM. NM #1 indicated
client C's medications should be ) o
dmini d dered by the physici Evenings: Beginning at
administered as ordered by the physician. approximately 4:30 PM through
the evening meal and including the
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9-3-6(a)

following: domestic and hygiene
skills training, leisure skills
training, medication
administration, meal preparation
and dinner. Evening monitoring
will also include unannounced spot
checks later in the evening toward
bed time.

In addition to active treatment
observations, Operations Team
Members and/or the Residential
Manager will perform spot checks
at varied times on the overnight
shift no less than twice monthly
—more frequently if training issues
or problems are discovered.

Operations Team members have
been trained on monitoring
expectations. Specifically,
Administrative Monitoring is
defined as follows:

-The role of the administrative
monitor is not simply to observe &
Report.

‘When opportunities for training
are observed, the monitor must
step in and provide the training
and document it.

-If gaps in active treatment are
observed the monitor is expected
to step in, and model the
appropriate provision of supports.

-Assuring the health and safety
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W 0440

Bldg. 00

483.470(i)(1)

EVACUATION DRILLS

The facility must hold evacuation drills at
least quarterly for each shift of personnel.

Based on record review and interview for 3
of 3 sampled clients (A, B and C), plus 3

W 0440

of individuals receiving supports at
the time of the observation is the
top priority.

-‘Review all relevant
documentation, providing
documented coaching and training
as needed.

The Executive Director and
Director of Operations/Regional
Manager (area manager) will
review documentation of
administrative level monitoring of
the facility —-making
recommendations as appropriate.
As stated above, the Executive
Director will participate directly in
administrative monitoring of the
facility. Administrative support at
the home will include assuring
staff provide continuous active
treatment during formal and
informal opportunities, including
but not limited to assuring staff
administer medication without
error.

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

CORRECTION:

02/07/2018
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additional clients (D, E and F), the facility The facility must hold evacuation
failed to conduct quarterly evacuation drills drl_IIs at least quarterly f_o_r each
P h shift of 1 for cli A B shift of personnel. Specifically, the
or each shuft of personnel 1or clients A, B, facility has conducted additional
C,D,EandF. evacuation drills on each shift
during the current quarter.
Findings include:
The facility's Fire Evacuation Drill Records PREVENTION:
were reviewed on 1/11/18 at 12:50 PM.
The review indicated two fire drills had been Profez@on;l} staff ‘Q’T be rztra;ned
. . regarding the need to conduc
completed in 2017. The two drills were evacuation drills on each shift for
conducted on 1/14/17 at 10 AM for the first all staff each quarter. The
shift of staff and the second was conducted Operations Team will review all
on 1/19/17 at 5 PM for the second shift of facility evac_uatlon dr'”_ reports and
ff Th . did di follow up with professional staff as
statl. 1he review did not indicate needed to assure drills occur as
documentation of additional evacuation drills scheduled. Program Manager will
being completed in 2017 or 2018 for clients track evacuation drill compliance
A.B.C.D.Eand F and follow up with facility
T T professional staff and the agency
Safety Committee accordingly.
QIDP (Qualified Intellectual Disabilities
Professional) #1 was interviewed on
1/11/18 at 1:29 PM. QIDP #1 indicated fire
on drills should b leted RESPONSIBLE PARTIES: QIDP,
evacuation drills should be completed one Area Supervisor, Residential
per quarter for each shift of personnel. Manager, Direct Support Staff,
QIDP #1 indicated there was not additional Operations Team, Regional
documentation available for review Director
regarding fire evacuation drills completed
during 2017.
9-3-7(a)
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