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This visit was for the Post Certification 

Revisit (PCR) to the investigation of 

complaint #IN00180602 completed on 

9/29/15.  

Complaint #IN00180602: Not corrected.

Survey Dates: November 23 and 24, 2015

Facility Number:  000908

Provider Number:  15G394

AIM Number:  100244380

This deficiency also reflects state 

findings in accordance with 460 IAC 9.

Quality Review of this report completed 

by #15068 on 12/3/15. 

W 0000  

483.420(d)(1) 

STAFF TREATMENT OF CLIENTS 

The facility must develop and implement 

written policies and procedures that prohibit 

mistreatment, neglect or abuse of the client.

W 0149

 

Bldg. 00

Based on record review and interview for 

3 of 3 incident/investigative reports 

reviewed affecting clients B and F, the 

facility failed to implement its policies 

and procedures to prevent client to client 

abuse.

W 0149 Staff in the home will be trained 

on preventing client to client 

abuse on 12/17/2015.    

Observations will will be 

conducted 2 observations at the 

home weekly and two at day 

program weekly for one month 

then one weekly ongoing at each 

12/24/2015  12:00:00AM
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Findings include:

On 11/23/15 at 12:32 PM, a review of the 

facility's incident/investigative reports 

was conducted and indicated the 

following:

1)  On 11/16/15 at 3:15 PM at the 

facility-operated day program, clients B 

and F were screaming at each other 

beside the van.  When day program staff 

#1 went around the corner, he observed 

client F put client B in a headlock.  Staff 

#1 immediately separated the clients.  

The 11/17/15 Bureau of Developmental 

Disabilities Services (BDDS) incident 

report indicated, "It appears that they 

were fighting over the front seat.  No 

injuries noted."

2)  On 10/31/15 at 2:30 PM, client B was 

asked to take dinner out of the freezer to 

thaw.  Before client B could take the 

dinner out, client F took it out.  Client B 

was upset and pushed client F.  Client F 

pushed client B.  Staff separated the 

clients.  Client B punched two holes in 

the walls. 

3)  On 10/8/15 at 12:08 PM at the 

facility-operated day program, client B's 

peer was upset because he wanted to go 

home and his mother was not returning 

location.
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his phone calls or the Program Director's 

text messages.  Client B asked if he could 

get his belongings from behind the peer.  

The peer jumped up and hit client B's 

right arm.

On 11/23/15 at 12:44 PM, the Area 

Director (AD) indicated client to client 

aggression was considered abuse and the 

facility should prevent abuse of the 

clients.  The AD indicated the facility had 

a policy and procedure prohibiting abuse 

of the clients.

The facility's policy and procedures 

related to abuse and neglect were 

reviewed on 11/23/15 at 12:59 PM.  The 

facility's Human Rights policy, dated 

April 2011, indicated, in part, "The 

following actions are prohibited by 

employees of Indiana MENTOR:  abuse, 

neglect, exploitation or mistreatment of 

an individual including misuse of an 

individual's funds; or violation of an 

individual's rights."  The policy indicated, 

in part, "Indiana MENTOR programs 

maintain a written list of rights, which 

take into account the requirements of 

applicable laws, regulations, and 

purchasing agencies. This list of rights 

should include, but is not limited to: e.  

Ensure the clients are not subjected to 

physical, verbal, sexual, or psychological 

abuse or punishment."
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This deficiency was cited on 9/29/15.  

The facility failed to implement a 

systemic plan of correction to prevent 

recurrence.

9-3-2(a)

 W 9999

 

Bldg. 00

W 9999 Not applicable 12/24/2015  12:00:00AM
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