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 W0000This visit was for an investigation of 

complaint #IN00119807.

This was in conjunction to the Post 

Certification Revisit (PCR) to the PCR to 

the investigation of complaint 

#IN00114563.

Complaint #IN00119807 - Substantiated.  

Federal/state deficiencies related to the 

allegation are cited at W149, W153 and 

W156.

Dates of  Survey: December 10 and 11, 

2012.

Facility number:  000823

Provider number:  15G304

AIM number:  100249090

Surveyor: Steven Schwing, Medical 

Surveyor III

These deficiencies also reflect state 

findings in accordance with 460 IAC 9.

Quality Review completed 12/14/12 by 

Ruth Shackelford, Medical Surveyor III.   
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483.420(d)(1) 

STAFF TREATMENT OF CLIENTS 

The facility must develop and implement 

written policies and procedures that prohibit 

mistreatment, neglect or abuse of the client.

The Area Director will implement 

plan with Program Director to 

ensure timeliness of reporting and 

submitting of investigations and will 

complete corrective action as 

necessary to ensure that written 

policies and procedures preventing 

mistreatment, neglect, and/or abuse 

of clients  are developed and 

implemented.

Staff responsible:  Area Director, 

Program Director

01/08/2013  12:00:00AMW0149Based on record review and interview for 

2 of 5 incident/investigative reports 

reviewed affecting 2 of 8 clients (C and 

G), the facility failed to implement its 

policies and procedures to prevent neglect 

of client G, ensure a Bureau of 

Developmental Disabilities Services 

(BDDS) report was submitted within 24 

hours, in accordance with state law, for 

neglect of client G, and investigations 

were concluded within 5 business days of 

the incident for clients C and G.

Findings include:

A review of the facility's 

incident/investigative reports was 

conducted on 12/10/12 at 10:35 AM.

1)  On 10/25/12 at 4:45 PM, client G was 

left unsupervised at the group home for 

"up to" ten minutes.  The facility's 

investigation, dated 11/16/12, indicated, 

"There is evidence to support that [former 

staff #11] left [client G] alone in the home 

when going to pick up another client at an 

appointment."  The facility terminated 

staff #11 on 12/7/12.  The termination 

notice, dated 12/7/12, indicated the 

following, "Indiana Mentor is terminating 

[staff #11's] employment due to leaving a 
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client alone at the group home on 

10/25/12."  The report indicated, "On 

10/25/12, [staff #11] left the group home 

to pick up a client at an appointment, 

while leaving the other client home alone.  

An investigation was completed and [staff 

#11] admitted that he had left this client 

home alone.  This client is legally blind 

and does not have any 

unsupervised/unstaffed time in his 

behavior plan.  This is in direct violation 

of Indiana Mentor's policies; therefore, we 

are terminating [staff #11's] employment."  

The BDDS report indicated the facility 

submitted the BDDS report on 11/15/12.

A review of client G's Individual Support 

Plan (ISP), dated 8/17/12, was conducted 

on 12/11/12 at 11:12 AM.  The ISP 

indicated client G was legally blind and 

required 24 hour, 7 days a week 

supervision.

2)  On 11/18/12 at 9:45 AM, client C had 

an incident of verbal and physical 

aggression toward staff after client C 

asked for a cigarette.  Staff #10 informed 

client C he had a few more minutes to 

wait per his reinforcement plan for 

cigarettes.  An investigation was 

conducted to ensure staff implemented 

client C's plan as written.  The 

investigation was completed on 12/6/12.  

The conclusion of the investigation 
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indicated, "There is evidence to support 

that in utilizing this restraint, staff utilized 

the least restrictive measures necessary to 

ensure the safety of all those involved 

(including anyone not involved but could 

have been a target).  The factual findings 

also support that staff involved followed 

[client C's] Behavior Plan.  [Client C's] 

Positive Reinforcement Plan was also 

followed exactly as written, and although 

it was the primary cause of [client C's] 

agitation and subsequent physical 

aggression, it was done correctly and as 

written."

A review of the facility's abuse and 

neglect policy, dated April 2011, was 

conducted on 12/10/12 at 3:19 PM.  The 

policy indicated the following, "Any 

allegation of abuse or human rights 

violation is thoroughly investigated by the 

Area Director in consultation with Human 

Resources Department and/or Quality 

Assurance/Risk Management 

Department."  The policy indicated, 

"Indiana MENTOR programs maintain a 

written list of rights, which take into 

account the requirements of applicable 

laws, regulations, and purchasing 

agencies.  This list of rights should 

include, but is not limited to:  e.  Ensure 

the clients are not subjected to physical, 

verbal, sexual, or psychological abuse or 

punishment... o. The following actions are 
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prohibited by employees of Indiana 

MENTOR: 1) abuse, neglect, exploitation 

or mistreatment of an individual including 

misuse of an individual's funds. 2) 

violation of an individual's rights."

An interview was conducted with the 

Program Director (PD) on 12/10/12 at 

3:28 PM.  The PD indicated 

investigations should be conducted within 

5 business days.  The PD indicated BDDS 

reports should be submitted within 24 

hours.  The PD indicated the facility 

should prevent staff's neglect of the 

clients as much as they were able.

An interview was conducted with the 

Area Director (AD) on 12/10/12 at 11:00 

AM.  The AD indicated client G should 

not have been left alone.  The AD 

indicated client G did not have alone time 

in his plan and he can not see well.  The 

AD indicated the BDDS report was not 

submitted within 24 hours; the AD 

indicated the report was late.  The AD 

indicated the investigation was not 

finished within the timeframe due to 

issues alleged involving the AD's 

treatment of the staff found during the 

investigation.  The AD indicated the 

investigation should have been done 

within 5 business days.

This federal tag relates to complaint 
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#IN00119807.

9-3-2(a)
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483.420(d)(2) 

STAFF TREATMENT OF CLIENTS 

The facility must ensure that all allegations 

of mistreatment, neglect or abuse, as well as 

injuries of unknown source, are reported 

immediately to the administrator or to other 

officials in accordance with State law 

through established procedures.

The Area Director will implement 

plan with Program Director to 

ensure timeliness of reporting and 

submitting of investigations and will 

complete corrective action as 

necessary to ensure that all 

allegations of mistreatment, neglect, 

or abuse, as well as injuries of 

unknown origin, are reported 

immediately to the administrator or 

to other officials in accordance with 

State law through established 

procedures. 

Staff responsible:  Area Director, 

Program Director

01/08/2013  12:00:00AMW0153Based on record review and interview for 

1 of 5 incident/investigative reports 

reviewed affecting 1 of 4 clients in the 

sample (G), the facility failed to ensure a 

Bureau of Developmental Disabilities 

Services (BDDS) report was submitted 

within 24 hours, in accordance with state 

law, for neglect of client G.

Findings include:

A review of the facility's 

incident/investigative reports was 

conducted on 12/10/12 at 10:35 AM.  On 

10/25/12 at 4:45 PM, client G was left 

unsupervised at the group home for "up 

to" ten minutes.  The facility's 

investigation, dated 11/16/12, indicated, 

"There is evidence to support that [former 

staff #11] left [client G] alone in the home 

when going to pick up another client at an 

appointment."  The facility terminated 

staff #11 on 12/7/12.  The termination 

notice, dated 12/7/12, indicated the 

following, "Indiana Mentor is terminating 

[staff #11's] employment due to leaving a 

client alone at the group home on 
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10/25/12."  The report indicated, "On 

10/25/12, [staff #11] left the group home 

to pick up a client at an appointment, 

while leaving the other client home alone.  

An investigation was completed and [staff 

#11] admitted that he had left this client 

home alone.  This client is legally blind 

and does not have any 

unsupervised/unstaffed time in his 

behavior plan.  This is in direct violation 

of Indiana Mentor's policies; therefore, we 

are terminating [staff #11's] employment."  

The BDDS report indicated the facility 

submitted the BDDS report on 11/15/12.

An interview was conducted with the 

Program Director (PD) on 12/10/12 at 

3:28 PM.  The PD indicated BDDS 

reports should be submitted within 24 

hours.  

An interview was conducted with the 

Area Director (AD) on 12/10/12 at 11:00 

AM.  The AD indicated the BDDS report 

was not submitted within 24 hours; the 

AD indicated the report was late.  

This federal tag relates to complaint 

#IN00119807.

9-3-2(a)
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483.420(d)(4) 

STAFF TREATMENT OF CLIENTS 

The results of all investigations must be 

reported to the administrator or designated 

representative or to other officials in 

accordance with State law within five 

working days of the incident.

The Area Director will implement 

plan with Program Director to 

ensure timeliness of reporting 

and of submitting of investigations 

and will complete corrective 

action as necessary to ensure 

that all allegations of 

mistreatment, neglect, or abuse, 

as well as injuries of unknown 

origin, are reported immediately 

to the administrator or to other 

officials in accordance with State 

law through established 

procedures.  Staff responsible:  

Area Director, Program Director 

01/08/2013  12:00:00AMW0156Based on record review and interview for 

2 of 5 incident/investigative reports 

reviewed affecting 2 of 8 clients (C and 

G), the facility to ensure investigations 

were concluded within 5 business days of 

the incident.

Findings include:

A review of the facility's 

incident/investigative reports was 

conducted on 12/10/12 at 10:35 AM.

1)  On 10/25/12 at 4:45 PM, client G was 

left unsupervised at the group home for 

"up to" ten minutes.  The facility's 

investigation, dated 11/16/12, indicated, 

"There is evidence to support that [former 

staff #11] left [client G] alone in the home 

when going to pick up another client at an 

appointment."  The facility terminated 

staff #11 on 12/7/12.  The termination 

notice, dated 12/7/12, indicated the 

following, "Indiana Mentor is terminating 

[staff #11's] employment due to leaving a 

client alone at the group home on 

10/25/12."  The report indicated, "On 

10/25/12, [staff #11] left the group home 

to pick up a client at an appointment, 
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while leaving the other client home alone.  

An investigation was completed and [staff 

#11] admitted that he had left this client 

home alone.  This client is legally blind 

and does not have any 

unsupervised/unstaffed time in his 

behavior plan.  This is in direct violation 

of Indiana Mentor's policies; therefore, we 

are terminating [staff #11's] employment."  

2)  On 11/18/12 at 9:45 AM, client C had 

an incident of verbal and physical 

aggression toward staff after client C 

asked for a cigarette.  Staff #10 informed 

client C he had a few more minutes to 

wait per his reinforcement plan for 

cigarettes.  An investigation was 

conducted to ensure staff implemented 

client C's plan as written.  The 

investigation was completed on 12/6/12.  

The conclusion of the investigation 

indicated, "There is evidence to support 

that in utilizing this restraint, staff utilized 

the least restrictive measures necessary to 

ensure the safety of all those involved 

(including anyone not involved but could 

have been a target).  The factual findings 

also support that staff involved followed 

[client C's] Behavior Plan.  [Client C's] 

Positive Reinforcement Plan was also 

followed exactly as written, and although 

it was the primary cause of [client C's] 

agitation and subsequent physical 

aggression, it was done correctly and as 
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written."

An interview was conducted with the 

Program Director (PD) on 12/10/12 at 

3:28 PM.  The PD indicated 

investigations should be conducted within 

5 business days.  

An interview was conducted with the 

Area Director (AD) on 12/10/12 at 11:00 

AM.  The AD indicated the investigation 

was not finished within the timeframe due 

to issues alleged involving the AD's 

treatment of the staff found during the 

investigation.  The AD indicated the 

investigation should have been done 

within 5 business days.

This federal tag relates to complaint 

#IN00119807.

9-3-2(a)
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