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 W0000This visit was for a post certification 

revisit (PCR) to the recertification and 

state licensure survey completed on 

4/18/12.

Dates of Survey:  June 7, 8, 11, 12, 2012

Provider Number:  15G569

Aims Number:  100245510

Facility Number:  001083

Surveyor:  Mark Ficklin, Medical 

Surveyor III

This deficiency also reflects state findings 

in accordance with 460 IAC 9. 

Quality Review was completed on 

6/15/12 by Tim Shebel, 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.

The training programs for 

client #2 have been 

implemented.

 

All current qualified mental 

retardation professionals will 

receive training on the 

implementation expectations 

of client active treatment 

programs. This training will 

include timelines and 

expectations for implementing 

and monitoring client training 

programs identified in the ISP. 

 The Program Director will 

implement this training.

 

The Program Director will 

complete an audit of all client 

training programs to assure all 

have been implemented.

 

The Program Director will 

oversee that qualified mental 

retardation professionals 

provide continuous 

integration, coordination, and 

monitoring of client services. 

All qualified mental retardation 

professionals will be required 

to submit confirmation of the 

implementation of all client 

07/06/2012  12:00:00AMW0159Based on record review and interview, the 

facility failed for 1 of 4 sampled clients 

(#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 ensuring identified 

training programs were documented and 

data had been collected. 

Findings include:

Record review for client #2 was done on 

6/11/12 at 1:20p.m.  Client #2's QMRP 

program reviews indicated client #2 had 

an individual support plan (ISP) dated 

3/23/12.  There were no documented 

training programs currently in place for 

her identified training needs.                

Staff #2 (QMRP) was interviewed on 

6/11/12 at 2:24p.m.  Staff #2 indicated 

client #2 had her annual ISP meeting on 

3/23/12.  Staff #2 indicated the QMRP 

responsible for the 3/23/12 ISP was no 

longer employed there.  Staff #2 indicated 

documentation of training programs for 

client #2 from the 3/23/12 ISP were not 

available and no current program data was 
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training programs to the 

Program Director within 30 

days of the ISP. This will 

include evidence that staff 

training is completed on the 

training programs as well. In 

instances where the 

expectation of implementing 

client’s active treatment 

programs is not met by the 

qualified mental retardation 

professional corrective action 

will be implemented. 

being documented.                 

9-3-3(a)     

This deficiency was cited on 4/18/12. The 

facility failed to implement a systemic 

plan of correction to prevent recurrence.
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