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Bldg. 00

This visit was for the investigation of 

complaint #IN00180198.

This visit was in conjunction with a post 

certification revisit (PCR) to the 

investigation of complaint #IN00178673 

investigated on 7/29/15.

Complaint #IN00180198 - Substantiated, 

federal/state deficiency related to the 

allegation(s) is cited at W154.  

Survey Dates: September 16, 17, 18, 

2015

Facility Number:  002939

Aim Number: 200333130

Provider Number: 15G689

This deficiency also reflects state 

findings in accordance with 460 IAC 9.

Quality Review of this report completed 

by #15068 on 9/28/15.

W 0000  

483.420(d)(3) 

STAFF TREATMENT OF CLIENTS 

W 0154
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The facility must have evidence that all 

alleged violations are thoroughly 

investigated.

Bldg. 00

Based on record review and interview, 

the facility failed to thoroughly 

investigate 1 of 2 incidents reviewed for 

allegations of abuse/neglect (client H).

Findings include:

The facility's reportable incident reports 

were reviewed on 9/17/15 at 12:30p.m. A 

reportable incident report, dated 7/31/15, 

indicated a facility staff was impatient 

with client H and had yelled at her (client 

H) and had "pulled" her to the breakfast 

table. The facility's 8/3/15 investigation 

did not have documented client and staff 

interviews.     

Professional staff #1 was interviewed on 

9/18/15 at 11:20a.m. Staff #1 indicated 

there were no documented staff/client 

interviews for the 7/31/15 allegation of 

abuse investigation. Staff #1 indicated the 

facility should have documented staff and 

client interviews.   

This federal tag relates to complaint 

#IN00180198.

9-3-2(a)

W 0154 An investigation regarding the 

7/31/2015 incident will 

beconducted.

 All administrative staff handling 

incident reporting andinvestigations 

will be retrained on reporting 

policies as well as 

properinvestigation and follow-up.

A staff has been put in place to track 

all incident reportsthat are filed and 

be sure investigations and 

follow-ups are completed and 

turnedin.

10/15/2015  12:00:00AM
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