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 W0000This visit was for a fundamental 

recertification and state licensure survey.

Dates of Survey:   April 30,  May 2, 3, 4, 

7, 11, 2012 

Provider Number: 15G505

Aims  Number: 100235280

Facility  Number: 001019

Surveyor:  Mark Ficklin, Medical 

Surveyor lll

These deficiencies also reflect state 

findings in accordance with 460 IAC 9. 

Quality Review was completed on 

5/15/12 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 QMRP Program Reviews 

for Clients #1, 2, 3, and 4 are 

current at this time.

All current qualified mental 

retardation professionals 

(QMRP) have received 

training on the coordination 

and monitoring of client active 

treatment programs. This 

training includes protocols for 

analyzing and compiling 

collected client program data 

on a monthly and quarterly 

basis, and timelines for 

completing reports on the 

results. The Program Director 

will implement this training.

 

The Program Director is 

responsible to see that 

Program Reviews are 

completed on at least a 

quarterly basis and to 

follow-up with the QMRP 

when the reviews are not 

completed in a timely 

basis.  The Program Director 

will review each individual 

client record on at least a 

quarterly basis to insure 

completeness. Each QMRP 

will submit a monthly tracking 

06/10/2012  12:00:00AMW0159Based on record review and interview, the 

facility failed for 4 of 4 sampled clients 

(#1, #2, #3, #4) 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 

5/7/12 at 1:09p.m.  Client #1's QMRP 

program reviews indicated client #1 had 

an individual support plan (ISP) dated 

4/17/12. There were no documented 

QMRP program reviews during the time 

period of 3/22/11 through 4/17/12.               

Record review for client #2 was done on 

5/7/12 at 12:20p.m.  Client #2's QMRP 

program reviews indicated client #2 had 

an ISP dated 3/22/11.  There were no 

documented QMRP program reviews 

during the time period of 3/22/11 through 

5/7/12.                

Record review for client #3 was done on 

5/7/12 at 1:34p.m.  Client #3's QMRP 
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of the quarterly reviews are 

scheduled and completed 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 QMRP, 

corrective action will be 

implemented. 

program reviews indicated client #3 had 

an ISP dated 4/10/12.  There were no 

documented QMRP program reviews 

during the time period of 3/22/11 through 

4/10/12.               

Record review for client #4 was done on 

5/7/12 at 12:47p.m.  Client #4's QMRP 

program reviews indicated client #4 had 

an ISP dated 4/5/12.  There were no 

documented QMRP program reviews 

during the time period of 3/23/11 through 

4/5/12.               

Staff #1 (QMRP) was interviewed on 

5/7/12 at 1:46p.m.. Staff #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, 

#2, #3 and #4 during the past 12 months.                

9-3-3(a)     
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483.440(f)(2) 

PROGRAM MONITORING & CHANGE 

At least annually, the individual program plan 

must be revised, as appropriate, repeating 

the process set forth in paragraph (c) of this 

section.

The ISP for client # 2 will be 

completed and all ISP's will be 

completed on an annual basis 

within 365 days.

All QMRP’s will receive 

training on the expectations 

and timelines for completing 

annual ISP’s. The Program 

Director will be responsible for 

providing this training. The 

Program Director will review 

each client's record on at least 

a quarterly basis to insure that 

reviews and Individual Support 

Plans are completed within 

the timelines as required.  Any 

issues with documentation 

that is completed untimely will 

be addressed immediately by 

the Program Director. 

The Program Director will 

receive retraining concerning 

responsibilities for record 

review and timelines in which 

client records and 

documentation must be 

maintained according to 

regulations.  This training will 

be completed by the Executive 

Director.

06/10/2012  12:00:00AMW0260Based on record review and interview, the 

facility failed for 1 of 4 sampled clients 

(#2) to at least annually review and revise 

client #2's individual support plan (ISP).

Findings include:

Record review for client #2 was done on 

5/7/12 at 12:20p.m.  Client #2's training 

program reviews indicated client #2's 

current documented annual ISP was over 

a year old and was dated 3/22/11.          

Staff #1 (Qualified Mental Retardation 

Professional) was interviewed on 5/7/12 

at 1:46p.m.   Staff #1 indicated there was 

no documentation client #2's ISP had 

been completed annually (within 365 

days). The last documented ISP was 

3/22/11.    

9-3-4(a)
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