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W0000
This visit was for a post certification 

revisit (PCR) to complaint #IN00096573 

investigated on 10/13/11.

This visit was in conjunction with the 

recertification and state licensure survey.

Complaint #IN00096573:  Not Corrected.

Survey Dates: January 9, 10, 11, 13, 2012

Facility number: 000932

Provider number: 15G418

Aim number: 100244560

Surveyor: Mark Ficklin, Medical 

Surveyor III

This deficiency also reflects state findings 

in accordance with 460 IAC 9.

Quality Review completed 1/23/12 by 

Ruth Shackelford, Medical Surveyor III.   
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The facility must develop and implement 

written policies and procedures that prohibit 

mistreatment, neglect or abuse of the client.
W0149

All direct care staff working at this 

home will be retrained on incident 

reporting requirements including 

what incidents need to be 

reported, designated timeframes 

in which incidents are to be 

reported and the procedure for 

immediately notifying the on call 

supervisor of reportable incidents. 

The Home Manager will complete 

a thorough review of consumers 

records including Daily Support 

records, behavior tracking and 

narrative notes a minimum of 3 

times per week for 2 months to 

ensure that all incidents that fall 

under the BDDS reportable 

guidelines are reported to the 

Program Director within the 

designated timeframes. After the 

2 month period, the HM will 

complete a thorough review of 

consumers records including 

Daily Support records, behavior 

tracking and narrative notes a 

minimum of 1 time per week to 

ensure that all incidents that fall 

under the BDDS reportable 

guidelines are reported to the 

Program Director within the 

designated timeframes. 

Responsible Party: Home 

Manager, Program Director, 

Regional Quality Assurance 

Specialist, Area Director.

02/12/2012  12:00:00AM

Based on record review and interview, the 

facility failed for 1 of 6 reportable 

incidents reviewed (clients #1, #4) to 
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implement policy and procedures in 

regard to immediately reporting 

allegations of abuse to the administrator.   

Findings include:

Record review of facility incident reports 

was done on 1/9/12 at 1:38p.m. The 

following allegation of suspected/alleged 

abuse was not immediately reported to the 

facility administrator: An incident report 

dated 1/4/12 indicated client #4 had 

informed a direct care staff on 1/2/12 that 

client #1 had inappropriately touched him 

(hugged and kissed him) on 1/2/12. The 

incident report indicated the program 

director/administrator wasn't notified until 

1/3/12 of the allegation.        

Record review was done on 1/11/12 at 

2:20p.m. of the facility's policy and 

procedures. The facility's policy titled 

"Report of Abuse/Neglect/Exploitation 

Received" (dated 5/5/06) indicated: "Staff 

will immediately contact the program 

director or on-call supervisor."       

Interview on 1/11/12 at 2:40p.m. of staff 

#1 (program director) indicated the 

facility had not followed its policy and 

procedures to report suspected client 

abuse immediately to the administrator. 

Staff #1 indicated facility direct care staff 

were aware on 1/2/12 of an inappropriate 
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touch allegation by client #4 regarding 

client #1. Staff #1 indicated they were not 

informed of the allegation until 1/3/12. 

Staff #1 indicated they should have been 

immediately informed of the allegation on 

1/2/12.     

9-3-2(a) 

This deficiency was cited on 10/13/11. 

The facility failed to implement a 

systemic plan of correction to prevent 

recurrence.
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