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 W0000This visit was for a fundamental 

recertification and state licensure survey.

Dates of Survey:  October 29, and 

November 1, 2, 5, 8, 2012

Provider:  15G310

Aims:  100239650

Facility:  000829

Surveyor:  Mark Ficklin, Medical 

Surveyor lll

These deficiencies also reflect state 

findings in accordance with 460 IAC 9.

Quality Review was completed on 

11/16/12 by Tim Shebel, Medical 

Surveyor III.
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483.440(d)(1) 

PROGRAM IMPLEMENTATION 

As soon as the interdisciplinary team has 

formulated a client's individual program plan, 

each client must receive a continuous active 

treatment program consisting of needed 

interventions and services in sufficient 

number and frequency to support the 

achievement of the objectives identified in 

the individual program plan.

All group home staff will be 

retrained on the importance of 

continuous consistent active 

treatment.  Also, on the need to 

implement IPP goals and 

objective at every opportunity.  

The training will particularly focus 

on the following:

   ·Client #3’s goal to redirect her 

from placing items in her mouth 

and redirect her to a sensory 

activity.

   ·Client #4 to be redirected from 

mouthing her fingers.

   ·Client #1 to identify her Claritin 

pill from two, receive a diet of 

moist ground foods, and to make 

choices from an 

activity/communication book.

   ·Client #2’s goal to choose 

between taking her medication in 

pudding or applesauce during 

medication passes.

 

All professional staff will be 

retrained on their role in ensuring 

active treatment occurs and IPP 

objectives are run at every 

opportunity.

 

Observations of all the listed 

citations as well as continuous 

12/08/2012  12:00:00AMW0249Based on observation, record review, and 

interview, the facility failed for 4 of 4 

sampled clients (#1, #2, #3, #4), to ensure 

the clients' medication, communication 

and dining training programs were 

implemented when opportunities were 

present.

Findings include:

An observation at the group home was 

done on 11/1/12 from 4:20p.m. to 

6:12p.m. During the observation client #3 

mouthed toys without consistent 

redirection to stop. Client #4 mouthed her 

fingers throughout the observation 

without redirection. During supper at 

4:58p.m., client #1 ate a regular textured 

chunk of kiwi before staff could redirect 

her to the ground kiwi. Client #1 did not 

use a communication book during the 

observation. An observation was done on 

11/2/12 from 5:35a.m. to 7:34a.m. Client 

#1 received medication at 5:44a.m. Client 

#1 received Claritin for allergies. Staff did 

not have client #1 identify the Claritin 
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active treatment will be conducted 

once per week for 4 weeks.

 

Also, preventatively, a member of 

administration will observe at 

group home to ensure active 

treatment and implementation of 

goals is occurring on an ongoing 

basis.

from another medication. Client #2 

received her medication at 6:12a.m. 

Client #2 was not offered a choice 

between applesauce or pudding.               

The record of client #1 was reviewed on 

11/5/12 at 9:07a.m. Client #1's 4/15/12 

individual program plan (IPP) indicated 

client #1 had the following training 

program: choose Claritin from a choice of 

two; make choices with activity book to 

identify eat, drink and toilet; receive a diet 

of moist ground foods.   

The record of client #2 was reviewed on 

11/5/12 at 11:23a.m. Client #2's 6/8/12 

IPP indicated client #2's medication 

training program was to choose between 

pudding or applesauce with her 

medication.  

The record of client #3 was reviewed on 

11/5/12 at 10:43a.m. Client #3's 10/13/11 

IPP indicated client #3 was to be 

reminded not to place items in her mouth 

and redirected to a sensory item.  

The record of client #4 was reviewed on 

11/5/12 at 10:02a.m. Client #4's 8/30/12 

IPP indicated client #4's behavior 

program included fingers in her mouth. 

Staff were to verbally redirect client #4 to 

a sensory item "anytime fingers in her 

mouth."  
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Interview of staff #1 on 11/5/12 at 

11:52a.m. indicated clients #1, #2, #3 and 

#4's above noted training programs should 

have been implemented at all 

opportunities.   

9-3-4(a)  
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