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 W0000This visit was for a recertification and 

state licensure survey. 

 

Survey Dates: April  9, 10, 12, 17 and 18, 

2012     

Provider Number:  15G621

Aims Number:  100245680

Facility Number:  001158

Surveyor:  Mark Ficklin, Medical 

Surveyor III

                 

These deficiencies also reflect state 

findings in accordance with 460 IAC 9.

Quality review completed on 4/23/12 by 

Dotty Walton, Medical Surveyor III.
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483.430(a) 

QUALIFIED MENTAL RETARDATION 

PROFESSIONAL 

Each client's active treatment program must 

be integrated, coordinated and monitored by 

a qualified mental retardation professional.

All current qualified mental 

retardation professionals will 

receive training on the 

coordination and monitoring of 

client active treatment 

programs. This training will 

include protocols for analyzing 

and compiling collected client 

program data, and timelines 

for completing reports on the 

results. The Program Director 

will implement this training.

 

The Program Director will 

oversee that qualified mental 

retardation professionals 

provide continuous 

integration, coordination, and 

monitoring of client services 

by way of monthly tracking of 

quarterly review 

documentation of client 

services.  This monthly 

tracking will be submitted to 

the Director of Licensing and 

Compliance to validate 

completion. In instances 

where the expectation for 

providing monitoring of client’s 

active treatment programs is 

not met by the qualified 

mental retardation 

05/18/2012  12:00:00AMW0159Based on record review and interview, the 

facility failed for 2 of 3 sampled clients 

(#1, #2) to ensure each client's active 

treatment program was coordinated and 

monitored by the facility's qualified 

mental retardation professional (QMRP), 

by the QMRP not completing quarterly 

program reviews. 

Findings include:

Record review for client #1 was done on 

4/12/12 at 3:28 p.m. Client #1's QMRP 

program reviews indicated client #1 had 

an individual support plan (ISP) dated 

3/5/12. There were one documented 

QMRP program review (12/11) during the 

time period of 3/1/11 through 4/12/12.               

Record review for client #2 was done on 

4/12/12 at 2:04 p.m. Client #2's QMRP 

program reviews indicated client #2 had 

an ISP dated 3/5/12. There were no 

documented QMRP program reviews 

during the time period of 3/1/11 through 

4/12/12.                

Staff #1 (operations manager) was 

interviewed on 4/17/12 at 2:18 p.m. Staff 
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professional corrective action 

will be implemented.  
#1 indicated the QMRP should be 

reviewing the clients' programs at least 

quarterly. Staff #1 indicated quarterly 

QMRP program reviews had not been 

done for clients #1 and #2 during the past 

12 months.                

9-3-3(a)     
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483.440(d)(1) 

PROGRAM IMPLEMENTATION 

As soon as the interdisciplinary team has 

formulated a client's individual program plan, 

each client must receive a continuous active 

treatment program consisting of needed 

interventions and services in sufficient 

number and frequency to support the 

achievement of the objectives identified in the 

individual program plan.

The Program Coordinator is 

responsible to ensure that each 

client’s treatment program is 

reviewed on at least a monthly 

basis to determine that written 

objectives are being implemented 

and to determine the success of 

the plan.

 

All staff will receive training on 

program implementation and 

active treatment. This training 

will include a review and 

competency check of all 

training programs for the 

clients of the home. The 

Program Coordinator will be 

responsible for providing this 

training.

 

The Home Manager and 

Program Coordinator will 

conduct weekly observations 

to the home to monitor that 

staff adhere to client training 

program objectives. The 

Program Coordinator is 

responsible for implementing 

further documented training or 

corrective measures with any 

05/18/2012  12:00:00AMW0249Based on observation, record review, and 

interview, the facility failed for 2 of 3 

sampled clients (#2, #3) to ensure the 

clients' communication and behavior 

training programs were implemented 

when opportunities were present.

Findings include:

An observation was done at the group 

home on 4/9/12 from 4:12 p.m. to 6:08 

p.m. Client #2 had drool hanging from his 

chin throughout the observation. Client #2 

did not carry a handkerchief/towel with 

him. Client #2 was not consistently 

prompted to wipe his chin. At 5:30 p.m. 

clients #2 and #3 ate supper. Clients #2 

and #3 did not use any communication 

pictures with their supper. 

The record of client #2 was reviewed on 

4/12/12 at 2:04 p.m. Client #2's 3/5/12 

individual support plan (ISP) indicated 

client #2's communication training 

program was to point to a picture of drink 

as situations occur. Client #2's 7/25/11 
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staff observed to not be providing 

active treatment.

Weekly observations will be 

documented on Program 

Coordinator Audit forms and 

these forms will be turned into the 

Program Director on a weekly 

basic to be reviewed. The 

Program Director is responsible 

for follow up with the Program 

Coordinator if the weekly audit 

schedule is not met.

behavior support plan (BSP) indicated he 

was to be encouraged to sign for eat. The 

BSP also indicated staff were to assist 

client #2 to carry a handkerchief on him 

and encourage him to wipe his mouth 

when drooling.  

The record of client #3 was reviewed on 

4/17/12 at 11:34 a.m. Client #3's 3/6/12 

ISP indicated client #3's communication 

training program was to identify a picture 

of eat.  

Interview of staff #1 on 4/17/12 at 2:18 

p.m. indicated clients #2 and #3's 

communication training programs and 

client #2's BSP should have been 

implemented at all opportunities.    

9-3-4(a)  
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