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W000000

 

This visit was for a recertification and 

state licensure survey.

Dates of Survey:  May 20, 21, 22, 23, 27, 

28, 2014   

Provider Number:  15G060

Aims Number:  100233640

Facility Number:  000612

Surveyor:  Mark Ficklin, QIDP

                    

This deficiency also reflects state 

findings in accordance with 460 IAC 9.

Quality Review completed 6/5/14 by 

Ruth Shackelford, QIDP.  

W000000  

483.420(d)(4) 

STAFF TREATMENT OF CLIENTS 

If the alleged violation is verified, appropriate 

corrective action must be taken.

W000157

 

Based on record review and interview, 

the facility failed for 1 of 1 investigation 

of alleged neglect/abuse reviewed (client 

#2), to ensure appropriate identified 

corrective action was taken. 

Findings include:

W000157 The facility has a “zero-tolerance” 

policy for abuse, neglect or 

mistreatment of individuals 

served.  The facility will actively 

and aggressively investigate all 

allegations of abuse, neglect, 

and/ or mistreatment.  All 

incidents are to be reported 

immediately according to the 

facility procedures and will be 

followed up accordingly.
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Record review of the facility's 

investigation reports was done on 5/27/14 

at 3:04p.m. A 5/5/14 investigation report 

indicated on 4/28/14 a group home staff 

member had intentionally attempted to 

scare client #2 and had spoken with 

disrespect to client #2. The facility's 

5/5/14 investigation substantiated the 

allegation and the staff was terminated. 

The investigation also identified the need 

to retrain current staff on active 

treatment, positive interactions and 

abuse/neglect. Record review of staff 

training was done on 5/27/14 at 3:20p.m. 

There was no documentation the facility 

had retrained current staff on the 

identified corrective action for the 

4/28/14 incident.     

Professional staff #2 was interviewed on 

5/27/14 at 3:25p.m. Staff #2 indicated the 

facility's corrective action identified for 

the 4/28/14 incident, had included 

retraining facility staff on active 

treatment, positive interactions and 

abuse/neglect. Staff #2 indicated as of 

5/27/14, there was no documentation the 

facility staff had been retrained on the 

identified corrective action.     

9-3-2(a)

 

At the conclusion of each 

investigation, the Executive 

Director or Program Manager will 

complete an Investigation 

Checklist to review that the 

facility's established investigation 

process, required time lines, and 

follow-up to recommendations or 

needs identified have been 

addressed according to facility 

and regulatory guidelines.  This 

post- review of the investigation 

will eliminate the opportunity for 

the facility to fail to follow-up to 

recommendations. The 

completed checklist will be filed 

with the Investigation Packet 

once it is completed. Both the 

Executive Director and the 

Program Manager have reviewed 

their responsibilities in concluding 

and closing an investigation.

 

All staff including the Home 

Manager will complete training on 

active treatment and positive 

interactions as indicated in the 

investigation.  All staff including 

the home manager will complete 

training on the agency’s 

abuse/neglect policy including 

recognizing and reporting 

allegations.  The Program 

Coordinator/QIDP will be 

responsible for implementing this 

training with all staff members. 

    The Home Manager and/ or 

Program Coordinator/QIDP will 

complete weekly monitoring/ 

observations at the home to 

ensure interactions between staff 
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and residents are appropriate at 

all times and to maintain 

consistent face to face contact 

with staff and individuals in the 

home.
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