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 W0000This visit was for a fundamental 

recertification and state licensure survey.

Survey dates: 1/23/12, 1/24/12, 1/25/12, 

1/26/12 and 1/27/12.

Facility Number: 000825

Provider: 15G306

AIMS Number: 100243840

Surveyor:

Keith Briner, Medical Surveyor 

III/QMRP

This deficiency also reflects a state 

finding in accordance with 460 IAC 9.

Quality review completed on 2/03/2012 by Dotty 

Walton, Medical Surveyor III.
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The facility must have evidence that all 

alleged violations are thoroughly 

investigated.

W 154 The incident was reported 

to the QMRP shortly after it 

occurred.  Qmrp talked to 

roommate who said "he was sorry 

for hitting Client #6.  QMRP 

spoke with staff to report that 

Client #6 indicated he had hit his 

roommate.  Staff checked both 

consumers for injury, and there 

were none.  QMRP referred to 

DDRS Policy Manual for 

Reportable Incidents.  QMRP 

determined that incident "DID 

NOT have potential to result in 

significant injury, thus was not 

reported under #1a.  QMRP then 

referred to #4 which reads...Peer 

to peer aggression that results in 

SIGNIFICANT INJURY by one 

individual receiving services, to 

another individual receiving 

services."  According to 

evaluation of the situation, the 

risk for SIGNIFICANT INJURY 

did not exist, and incident was not 

reported to BDDS.  A Residential 

CRF, Inc. Incident report remains 

on file for the incident.  Incident 

was investigated by QMRP but 

determined to not be a reportable 

event.   In the future, Residential 

CRF will condust an investigation 

in regard to allegations of abuse.  

Administrative staff will provide 

inservice in regard to reportable 

indicent procedures.Responsible:  

Admninistrative staff, 

QMRPDate:  2/17/2012

02/17/2012  12:00:00AMW0154Based on interview and record review for 

1 of 1 allegation of abuse/mistreatment 

reviewed, the facility failed to conduct an 

investigation in regards to client #6's 

allegation of abuse.

Findings include:

The facility's reportable incident reports 

were reviewed on 1/23/12 at 1:30 PM. 

The facility's reportable incident report 

indicated the following:

-BDDS (Bureau of Developmental 

Disabilities Services) report dated 

12/1/11, "[Client #6] came out (sic) said 

roommate hit him. Both staff went back 

to ask what happened (sic) roommate 

denies hitting him. No marks were found 

on [client #6] (sic) called QMRP 

(Qualified Mental Retardation 

Professional) she talked with roommate. 

Roommate apologized to [client #6]."

Interview with QMRP #1 on 1/23/12 at 

2:45 PM indicated there were no 

additional investigations to review. 

QMRP #1 indicated an investigation was 

not conducted because client #6 did not 

sustain any injury as a result of the 

incident.
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