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This visit was for a recertification and 

state licensure survey. 

Dates of Survey:  April 14, 15, 16 and 17, 

2015. 

Provider Number:  15G623

Aims Number:  100249470

Facility Number:  001182

These deficiencies also reflect state 

findings in accordance with 460 IAC 9. 

W 000  

483.420(d)(3) 

STAFF TREATMENT OF CLIENTS 

The facility must have evidence that all 

alleged violations are thoroughly 

investigated.

W 154

 

Bldg. 00

Based on record review and interview, 

the facility failed to thoroughly 

investigate 1 of 1 incidents reviewed for 

allegations of (physical aggression) client 

to client abuse (client 

#2).

Findings include:

The facility's reportable incident reports 

were reviewed on 4/16/15 at 11:12a.m. A 

reportable incident report, dated 1/27/15, 

W 154 Plan of Correction: Key 

administrative staff will be 

retrained on proper investigation 

procedures.  Preventive 

Action: Key administrative staff 

will be retrained on proper 

investigation procedures.  

Monitoring:  Director of 

Residential andCommunity 

Support Services will ensure 

procedures are followed. The 

Director ofResidential and 

Community Support Services will 

review and sign off on 

allinvestigations.  Responsible 

Party: Director of Residential and 

05/16/2015  12:00:00AM
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indicated client #2 was upset at the 

facility operated day program and pushed 

a peer. The report indicated the peer fell 

backwards hitting a table and the floor. 

The report indicated the peer went to the 

emergency room. There was no 

documented investigation completed.  

Professional staff #1 was interviewed on 

4/16/15 at 3:04p.m. Staff #1 indicated 

there was no documented investigation 

for client to client aggression which 

occurred on 1/27/15 between client #2 

and a peer at the day program. Staff #1 

indicated the facility should have 

completed an investigation for the client 

to client aggression which resulted in a 

an emergency room visit.   

9-3-2(a)

Community Support Services 

Date to be completed: May 16th 

2015.

483.440(f)(1)(i) 

PROGRAM MONITORING & CHANGE 

The individual program plan must be 

reviewed at least by the qualified mental 

retardation professional and revised as 

necessary, including, but not limited to 

situations in which the client has 

successfully completed an objective or 

objectives identified in the individual 

program plan.

W 255

 

Bldg. 00

Based on interview and record review of W 255 Plan of Correction: Assistant 05/13/2015  12:00:00AM
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3 of 4 sampled clients (#1, #2, #4), the 

Qualified  Intellectual Disabilities 

Professional (QIDP), failed to revise the 

Individual Program Plan (IPP) in regards 

to clients (#1, #2, #4) having successfully 

completed objectives identified in their 

IPPs.

Findings include:

Client #1's record review was completed 

on 4/16/15 at 11:32a.m. Client #1's 

documented monthly training program 

data for 9/14 through 2/15 indicated 

client #1 had met at 100% every month 

the training programs to:  put 10 alphabet 

letters in order (A-J), state 3 symptoms of 

the flu, prepare a meal weekly, and 

verbally count to 20. 

Client #2's record review was completed 

on 4/16/15 at 10:08a.m. Client #2's 

documented monthly training program 

data for 9/14 through 2/15 indicated 

client #2 had met at 100% every month 

the training programs to: identify 3 

symptoms of a common cold, prepare 

medication (pop out one  pill), read and 

discuss a news article, and cash

a check at the bank. 

Client #4's record review was completed 

on 4/16/15 at 12:16p.m. Client #4's 

documented monthly training program 

Program Coordinator/Program 

Coordinatorwill review current IPP’s 

and make changes as needed.

Preventive Action: Assistant Program 

Coordinator/Program Coordinator 

will be retrainedregarding when to 

update individuals IPP’s or create 

new objective as theynotice a need.

Monitoring: Program Coordinator 

will review progress forgoals during 

90 day meeting period.

Responsible Party: Assistant 

Program Coordinator/Program 

Coordinator

Date to be completed: May 13th 

2015
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data for 9/14 through 2/15 indicated 

client #4 had met at 100% every month 

the training programs to:  pop a pill out at 

medication pass, learn group home phone 

number, identify value of coins, and 

identify 3 symptoms of a common cold. 

Professional staff #1 was interviewed on 

4/16/15 at 3:04p.m. Staff #1 indicated 

clients 

#1, #2 and #4's goals should have been 

considered met and revised by the QIDP.

9-3-4(a)
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