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W000000

WO000104

This visit was for a recertification and
state licensure survey.

Dates of Survey: November 18, 19, 20,
27 and December 6 and 19, 2013.

Facility Number: 011297
Provider Number: 15G733
AIM Number: 200842740

Surveyor: Christine Colon, QIDP.

The following federal deficiencies also
reflect state findings in accordance with
460 TAC 9.

Quality review completed December 31,
2013 by Dotty Walton, QIDP.

483.410(a)(1)

GOVERNING BODY

The governing body must exercise general
policy, budget, and operating direction over
the facility.

Based on observation, record review and
interview, the governing body failed for
1 of 2 sampled clients (#1), and 2
additional clients (clients #3 and #4), to
exercise general operating direction over
the facility in a manner to provide
oversight to ensure their abuse and

W000000

W000104

Refer to plan of correction for
W149, W153, W154

01/18/2014

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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neglect policy was implemented.
Findings include:

1. Please refer to W149: The facility
neglected for 1 of 2 sampled clients
(#1), and 2 additional clients (clients #3
and #4), to implement written policy and
procedures to prevent alleged abuse and
neglect.

2. Please refer to W153: The facility
failed for 1 of 2 sampled clients (#1),
and 2 additional clients (clients #3 and
#4), to report injuries of unknown origin
and suspected abuse/neglect
immediately to the administrator and to
the Bureau of Developmental
Disabilities Services (BDDS) in
accordance with state law.

3. Please refer to W154: The facility
failed for 1 of 2 sampled clients (#1),
and 2 additional clients (#3 and#4), to
provide written evidence investigations
were conducted.

9-3-1(a)
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WO000112 | 483.410(c)(2)
CLIENT RECORDS
The facility must keep confidential all
information contained in the clients' records,
regardless of the form or storage method of
the records.
Based on observation and interview, the W000112 | The meal/diet cards provide 01/18/2014
facility failed to keep 3 of 4 clients' guidance to staff during meals
. . . and will remain available for
(clients #1, #2 and #3) information reference due to the specialized
confidential by having each client's diet diets. The cards will be kept in the
order, adaptive equipment information, cupboard when not in use. All
mealtime goals and staff guidance for staff have been re-tra!ned on the
h client duri I displaved location of the meal/diet cards
each client during mealtimes displaye and maintaining client
in the open kitchen/dining/living room confidentiality. The QDDP and
area. Residential Manager work in the
home and will be responsible to
Findi include: monitor the practice on a regular
ndings melude: basis. The QDDP and Residential
Manager will observe all staff on
An evening observation was conducted every shift within a 30 day period
at the group home on 11/18/13 from Fofensu;e co_r;:dentlatl)lty of i!'ent
. information. These observations
5:00 PM until 7:10 P.M. Upon will be documented on a staff
enterlng into the home of clients #1, #2 observation sheet and turned into
and #3, in plain view where visitors to the director for review.1/20/14
the home had access, were three, 3 1/2" t‘hpdath:DA;ter tF?e 3(;) d?ylperlod,
. " . . e or Residentia
.(m(?h) by 5" plastic frames which Manager will observe one meal
indicated: weekly to ensure the absence of
the meal cards. These
Plastic frame #1: "[Client #2]-Goal: observations will be documented
Wi th. phvsical assist. Diet: on a dining checklist and turned
1pe m$)u - physica aSSI.S - et into the director for review.
Mechanical soft/Nectar thick
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liquids...Adaptive equipment: Divided
plate."

Plastic frame #2: "[Client #3]-Goal:
Take 1 spoonful of food to mouth with
hand on hand assist....Diet: Pureed,
Double portions at meals...Adaptive
equipment: Coated spoon, divided dish,

sippy cup."

Plastic frame #3: "[Client #1]-10 A.M.,
3 P.M. and HS (bedtime) CIB
(Carnation Instant Breakfast) and
fortified pudding...Diet: Regular with 4
ounces milk, 4 ounces prune juice, 1/2
cup fortified cereal, 4 ounces magic cup
(supplement)...Adaptive Equipment:
regular utensils, straws or cups with
straw, Boost two cal (supplement)."

An interview with Group Home Trainer
(GHT) #1 was conducted at the group
home on 11/18/13 at 5:45 P.M. GHT #1
indicated clients #1, #2 and #3's
information was used for guidance for
staff during mealtimes and further
indicated the information was kept on
the countertop in the open
kitchen/dining/living room area.

A morning observation was conducted at
the group home on 11/19/13 from 6:40
A.M. until 8:40 AM. At 6:50 AM., in
plain view where visitors to the home
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had access, were the three, 3 1/2" (inch)
by 5" plastic frames with clients #1, #2
and #3's information.
An interview with the Qualified
Intellectual Disabilities Professional
(QIDP) was conducted on 11/19/13 at
7:45 A.M. The QIDP indicated the
clients' information should not have
been in the open area where visitors to
the home could see.
9-3-1(a)
W000149 | 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.
Based on record review and interview W000149 | The staff including the managers 01/18/2014
for 1 of 2 sampled clients (#1), and 2 and nurse have recelvgd
. . re-training on the requirement for
additional clients (#3 and #4), the an injury report to be completed
facility neglected to implement written anytime an injury is noted. This
policy and procedures to prevent alleged training also included the
abuse and neglect by failing to timeframe for reporting and the
ji . L funk routing instructions. Immediate
re;.)o'rt nvestigate injuries of unknown contact can still be made to the
origin. nurse, however an injury report
must be initiated which requires
Findings include: the management staff to
’ document follow up and
) investigation of unknown injuries
A review of the group home reportable in addition to requiring the nurse
incidents/investigations and client to document the follow up
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records was conducted on 11/19/13 at assessment and instructions. A
11:15 A.M. Review of the client records post-test was completed to
.o d the followine | ensure the staffs understanding
indicated the following logs documented and ongoing monitoring will be
by group home staff for the nurse: completed by the director who will
review the injury reports in
1. Client #1-Health Issues/Nursing addition to the nursing notes. This
Cwr v will be monitored weekly for 6
Notes dated 10/9/13: [Che.nt #1 s;| r.1ght weeks or longer if needed so
ear was as red as the couch in the living compliance can be monitored.
room. [Nurse] was called and told.
Group Home Trainer (GHT) to see if it
still persist (sic) in a couple hours and
call her back."
-Health Issues/Nursing Notes dated
10/15/13: "[Client #1's] nails was (sic)
so long he cut his hand. [Nurse] was
called and vaseline was put on it."
-Health Issues/Nursing Notes dated
10/27/13: "[Client #1] has a red scar on
his wrist. Petroleum jelly and a
band-aid were applied."
-Health Issues/Nursing Notes dated
11/1/13: "[Client #1] fell in his
wheelchair on the side walk. He came
home and got clean (sic) up. Nurse was
called."
A review of client #1's record was
conducted on 12/6/13 at 5:00 P.M.
Review of the record indicated client #1
was non-verbal. Review of his record
did not indicate the facility's nursing
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staff assessed him after the documented
notes made by the group home staff.

2. Client #3-Health Issues/Nursing
Notes dated 10/21/13: "[Client #3] has a
red scrape on her arm."

-Health Issues/Nursing Notes dated
10/24/13: "[Client #3] has a red mark
on her upper left hip. [Nurse] was
called."

-Health Issues/Nursing Notes dated
11/15/13: "[Client #3] has red marks on
her upper right hip."

-Health Issues/Nursing Notes dated
11/15/13: "[Client #3] also has 2 long
bruises on her upper left thigh. Nurse
was called."

A review of client #3's record was
conducted on 12/6/13 at 4:40 P.M.
Review of the record indicated client #3
was non-verbal. Review of her record
did not indicate the facility's nursing
staff assessed her after the documented
notes made by the group home staff.

3. Client #4 Health Issues/Nursing
Notes dated 10/18/13: "[Client #4] has a
red mark on upper left back, left upper
arm, left elbow and across stomach.
Nurse notified. Report was filled out."
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A review of client #4's record was
conducted on 12/6/13 at 5:00 P.M.
Review of his record did not indicate the
facility's nursing staff assessed client #4.

A request for the facility's internal
incident reports, BDDS/Bureau of
Developmental Disabilities Services
reports and investigations was made on
11/20/13 at 11:40 A.M. The Residential
Director indicated there were no internal
incident reports. There were no BDDS
reports or investigations submitted in
regards to the mentioned incidents.

A review of the facility's abuse and
neglect policy dated 8/08 was conducted
on 11/20/13 at 3:00 P.M. Review of the
policy indicated:

"AWS does not tolerate abuse in any
form by any person; this includes
physical abuse, verbal abuse,
psychological abuse or sexual abuse....If
any staff witness, observe, or suspect
abuse or neglect of a client, they are to
report this immediately to their
supervisor and the AWS Residential
Director. The supervisor is responsible
for reporting the incident to all
appropriate entities." Further review of
the facility's Incident Reporting and
Investigation Policy-Indiana dated
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6/13/13 indicated: "Reportable
incidents are any event or occurrence
characterized by risk or uncertainty
resulting in or having the potential to
result in significant harm or injury to an
individual or death of an individual.
Investigations will take place for the
following incidents including, but not
limited to: abuse, neglect, exploitation,
unknown injury, unexpected death while
receiving services."

An interview with the Residential
Director (RD) was conducted on
12/19/13 at 10:30 A.M. The RD
indicated staff should follow the
facility's abuse/neglect policy. The RD
indicated all incidents of abuse and
neglect and injuries of unknown origin
are to be immediately reported to the
administrator and within 24 hours to
BDDS. The RD further indicated GHT
should document incidents on internal
incident reports and contact their
immediate supervisor. The RD
indicated all incidents of injury of
unknown origin should be reported and
investigated. When asked if the noted
incidents were documented on an
internal incident report, she stated "No."
When asked if the documented incidents
on the Health Issues/Nursing notes
would be considered injuries of
unknown injury, she stated "Yes."
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9-3-2(a)
WO000153 | 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.
Based on record review and interview, W000153 | The staff including the managers 01/18/2014
the facility failed for 1 of 2 sampled and nurse have received
. . . re-training on the requirement for
clients (#1), and 2.a(.1d1.t10na1 clients (#3 an injury report to be completed
and #4), to report injuries of unknown anytime an injury is noted. This
origin and suspected abuse/neglect training also included the
immediately to the administrator and to tlmefrarpe for rgportmg and. the
he B £ Devel 1 routing instructions. Immediate
the Bureau of Developmenta contact can still be made to the
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Disabilities Services (BDDS) in nurse, however an injury report
accordance with state law must be initiated which requires
’ the management staff to
o ' document follow up and
Findings include: investigation of unknown injuries
in addition to requiring the nurse
A review of the group home reportable to documentt thz follf[)w l:_p -
L i o ) assessment and instructions. The
incidents/ investigations and client DSP's, management staff and
records was conducted on 11/19/13 at nurse also received re-training on
11:15 A.M. Review of the records the investigation procedures
indicated the following logs documented which '”F",C,a_tes their o
b h taff for th . responsibilities for notification of
y group home statl for the nurse: the administrator (director). A
post-test was completed to
1. Client #1-Health Issues/Nursing ensure the staffs understanding
Notes dated 10/9/13: "[Client #1's] right and OF?OC';‘S f?ﬁ“'é‘?“”? W'”:e |
. .. completed by the director who wi
ear was as red as the couch in the living review the injury reports in
room. [Nurse] was called and told. addition to the nursing notes. This
Group Home Trainer (GHT) to see if it will be monitored weekly for 6
still persist (sic) in a couple hours and weeks or longer if needed so
1l her back." compliance can be monitored.
call her back. Update 1/20/14: Ongoing
monitoring after the initial 6
-Health Issues/Nursing Notes dated weeks will be completed by the
10/15/13: "[Client #1's] nails was (sic) director thfgughtﬁ,fe;'f‘r'lv of all
. injury reports within ours.
so long he cut h1-s hand. [Nurse.] was This has been specified on the
called and vaseline was put on it." injury report form and was
included in the staff training and
-Health Issues/Nursing Notes dated is the ongoing practice.
10/27/13: "[Client #1] has a red scar on
his wrist. Petroleum jelly and a
band-aid were applied."
-Health Issues/Nursing Notes dated
11/1/13: "[Client #1] fell in his
wheelchair on the side walk. He came
home and got clean (sic) up. Nurse was
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called."

A review of client #1's record was
conducted on 12/6/13 at 5:00 P.M.
Review of the record indicated client #1
was non-verbal and not able to self
report injury. Review of his record did
not indicate the facility's nursing staff
assessed him after the documented notes
made by the group home staff.

2. Client #3-Health Issues/Nursing
Notes dated 10/21/13: "[Client #3] has a
red scrape on her arm."

-Health Issues/Nursing Notes dated
10/24/13: "[Client #3] has a red mark
on her upper left hip. [Nurse] was
called."

-Health Issues/Nursing Notes dated
11/15/13: "[Client #3] has red marks on
her upper right hip."

-Health Issues/Nursing Notes dated
11/15/13: "[Client #3] also has 2 long
bruises on her upper left thigh. Nurse
was called."

A review of client #3's record was
conducted on 12/6/13 at 4:40 P.M.
Review of the record indicated client #3
was non-verbal and not able to self
report injuries. Review of her record did
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not indicate the facility's nursing staff
assessed her after the documented notes
made by the group home staff.

3. Client #4 Health Issues/Nursing
Notes dated 10/18/13: "[Client #4] has a
red mark on upper left back, left upper
arm, left elbow and across stomach.
Nurse notified. Report was filled out."

An interview with the Residential
Director (RD) was conducted on
12/19/13 at 10:30 A.M. The RD
indicated these incidents were not
immediately reported to the
administrator or BDDS. The RD further
indicated the incidents should have been
immediately reported to the
administrator and within 24 hours to
BDDS.

9-3-2(a)
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W000154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on record review and interview W000154 | The staff including the managers 01/18/2014
or o2 sampled sins (11, nd
additional clients (#3 and #4) the facility o njury report © be complated
failed to provide written evidence anytime an injury is noted. This
investigations were conducted of training also included the
unknown injuries. timeframe for reporting and the
routing instructions. Immediate
contact can still be made to the
Findings include: nurse, however an injury report
must be initiated which requires
A review of the group home was fjhoecrrsgs?grl]c?vr\:tus;a:ntdo
conducted on 11/19/13 at 11:15 A.M. investigation of unknown injuries
Review of the records indicated the in addition to requiring the nurse
following logs documented by group to document the follow up
home staff for the nurse: assessment and instructions. The
DSP's, management staff and
nurse also received re-training on
1. Client #1-Health Issues/Nursing the investigation procedures
Notes dated 10/9/13: "[Client #1's] right which indicates their
ear was as red as the couch in the living responsibilities for notification of
the administrator (director) so that
room. [Nurse] was called and told. an investigation can be initiated.
Group Home Trainer (GHT) to see if it A post-test was Comp|eted to
still persist (sic) in a couple hours and ensure the staffs understanding
call her back." and ongoing monitoring will be
completed by the director who will
review the injury reports in
-Health Issues/Nursing Notes dated addition to the nursing notes. This
10/15/13: "[Client #1's] nails was (sic) will be monitored weekly for 6
so long he cut his hand. [Nurse] was weeks or longer if needed so
called and vaseline was put on it." Ec:gztl::(/:goﬁ 2: iﬁl r:t(;r;f'tr?:/i'
received additional training on
-Health Issues/Nursing Notes dated their reporting responsibilities.
10/27/13: "[Client #1] has a red scar on Ongoing monitoring includes
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: B84Y11 Facility ID: 011297 If continuation sheet Page 14 of 40




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/29/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ |[X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
15G733 L WING 12/19/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
25799 ROLLING HILLS DR
AWS SOUTH BEND, IN 46614
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
his Wrist' Petroleumjelly and a notification of the director and
band-aid were applied." Q.MRP, verbal c_>r_v.vr|’Ften, which
will prompt the initiation of the
) investigation and reporting. AWS
-Health Issues/Nursing Notes dated has an investigation policy which
11/1/13: "[Client #1] fell in his provides guidance for the
wheelchair on the side walk. He came _Compl,et'o,n °f, a thorough
h d ) . investigation including staff
ome and got clean (sic) up. Nurse was interview, assessment of injury’s
called." and documentation review. AWS
has certified investigators to
A request to the Residential Director complete the |nvesft|gat|on as
RD) for i . B N trained and per policy. Results of
(RD) for 1nvest1g2?t10nls? i ureau (.) the investigation are reported to
Developmental Disabilities Services the director within the mandated
(BDDS) and internal incident reports for timeframe and is reviewed by a
this group home was made on 11/20/13 rguIt}-lev;ellgproctess\;r.\clugmgLhe .
i . . egional Director, Vice Presiden
at 11:40 AM No 11.1ve'st1gat10ns, BDDS and Human Resources.
reports and internal incident reports Investigations are also reviewed
were submitted for review in regard to by the AWS Risk Management
the mentioned incidents. Committee and the Compliance
Department for trends and
. ) accuracy.
A review of client #1's record was
conducted on 12/6/13 at 5:00 P.M.
Review of the record indicated client #1
was non-verbal and unable to report
injury. Review of his record did not
indicate the facility's nursing staff
assessed him after the documented notes
made by the group home staff.
2. Client #3-Health Issues/Nursing
Notes dated 10/21/13: "[Client #3] has a
red scrape on her arm."”
-Health Issues/Nursing Notes dated
10/24/13: "[Client #3] has a red mark
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on her upper left hip. [Nurse] was
called."

-Health Issues/Nursing Notes dated
11/15/13: "[Client #3] has red marks on
her upper right hip."

-Health Issues/Nursing Notes dated
11/15/13: "[Client #3] also has 2 long
bruises on her upper left thigh. Nurse
was called."

A review of client #3's record was
conducted on 12/6/13 at 4:40 P.M.
Review of the record indicated client #3
was non-verbal and unable to report
injury. Review of her record did not
indicate the facility's nursing staff
assessed her after the documented notes
made by the group home staff.

3. Client #4 Health Issues/Nursing
Notes dated 10/18/13: "[Client #4] has a
red mark on upper left back, left upper
arm, left elbow and across stomach.
Nurse notified. Report was filled out."

An interview with the Residential
Director (RD) was conducted on
12/19/13 at 10:30 A.M. When asked if
there was documentation to indicate
investigations were conducted in regards
to the mentioned incidents, the RD
stated "No." When asked if the
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documented injuries should have been
investigated, the RD stated "Yes." The
RD further indicated the injuries were of
unknown origin.
9-3-2(a)
W000240 | 483.440(c)(6)(i)
INDIVIDUAL PROGRAM PLAN
The individual program plan must describe
relevant interventions to support the
individual toward independence.
Based on observation, record review and W000240 | Staff are trained during their initial 01/18/2014
interview, the facility failed to develop tra|n|r?g on IIfthg/mob|I!ty assist
. . . techniques. This is reviewed
written instruction related to how 2 of 2 annually when staff receive
sampled clients (#1 and #2), and 1 training on the updated plan
additional client which is inclusive of assessments
(#3), who required assistance with and recommendations of
bili dwh d wheelchai d therapists. Should an assessment
mobility and w f)-use wheelchairs an or evaluation require any
walkers for mobility, were to be modifications to basic lifting
transferred in and out of their procedures, staff would be trained
wheelchairs accordingly and this would
’ prompt the development of
o ' mobility/transfer guidelines or
Findings include: positioning guidelines. None of
the assessments for clients #1, 2
An evening observation was conducted or 3 indicate any need for specific
¢ th h 11/18/13 & plans and should assessments
at the group f)me on ; rom indicate that need in the future,
5:00 P.M. until 7:30 P.M. Durlng the the above mentioned process
entire observation period clients #1, #2 would be initiated. The nurse will
and #3 utilized wheelchairs for review all assessments and
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mobility.

A morning observation was conducted at
the group home on 11/19/13 from 6:40
A.M. until 8:40 A.M. During the entire
observation period clients #1, #2 and #3
utilized wheelchairs for mobility.

A review of client #1's record was
conducted on 12/6/13 at 5:15 P.M.
Review of client #1's record did not
indicate a protocol/guidelines on how to
transfer client #1 in and out of his
wheelchair for toileting, bathing or into
bed safely. Review of his Individual
Support Plan (ISP) dated 8/30/13 did not
indicate how to transfer client #1 in and
out of his wheelchair.

A review of client #2's record was
conducted on 12/6/13 at 4:18 P.M.
Review of client #2's record did not
indicate a protocol/guidance on how to
transfer client #2 in and out of his
wheelchair for toileting, bathing or into
bed safely. Review of his ISP dated
2/28/13 did not indicate how to transfer
client #2 in and out of his wheelchair.

A review of client #3's record was
conducted on 12/6/13 at 4:40 P.M.
Review of client #3's record did not
indicate a protocol/guidance on how to
transfer client #3 in and out of her

ensure that the plans are

trained on those plans.

recommendations with the IDT to

developed as needed and staff
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W000249

wheelchair for toileting, bathing or into
bed safely. Review of her ISP dated
10/18/13 did not indicate how to transfer
client #3 in and out of her wheelchair.

An interview with the Residential
Director (RD) was conducted on
12/19/13 at 10:30 A.M. When asked if
there was a plan in place to give
guidance when and how staff were to
transfer clients #1, #2 and #3 in and out
of their wheelchairs, the RD stated "No,
there aren't plans in place." When asked
if clients #1, #2 and #3's ISPs gave
written instruction to staff on how to
transfer each client, the RD stated "No."

9-3-4(a)

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.

Based on observation, record review and
interview for 2 of 2 sampled clients (#1
and #2), and 2 additional clients (#3 and

#4), the facility failed to implement the

Ww000249

All staff have been retrained on
the proper implementation of
active treatment and goals and
objectives identified in the ISP.
The QDDP and Residential

01/18/2014
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clients' training objectives when formal Manager will monitor all staff
and/or informal opportunities existed at three times on each shift to
h h ensure that continuous active
the group home. treatment and ISP goals are
implemented. Monthly spot
Findings include: checks at various times will be
completed thereafter. These
A . b . d d observations will be documented
n evening observation was conducte on a staff observation form and
at the group home on 11/18/13 from turned into the director so
5:00 P.M. until 7:30 P.M. During the compliance can be
entire observation period client #4 sat in monitored. Update 1/20/14: For
his bed ith . . & 30 days, unannounced spot
1 e. room W# ) no 1nt.eract10n and/or checks will be completed three
meaningful activity. Clients #1, #2 and times on first shift, three times on
#3 sat in the living and dining room area second shift and three times on
with no meaningful activity. Group third sh(;ftt.hOncehcicr)‘mpetinC)ll(ls
. ensured through those checks,
Home Trainer (GHT) #1 woul(.i walk AWS management staff wil
into the rooms and check on clients #1, conduct weekly checks at various
#2, #3 and #4, but did not offer any times to ensure that continuous
meaningful activity. Clients #1, #2 and active treatment and ISP goals
#3 did not cate in their h . are implemented. These will be
id not communicate in their home in documented on a staff
that they were non-verbal. observation form which will be
turned into the director monthly
A morning observation was conducted at ZO C?T]pllinge claz be mt(.)mto.re'ctj.
] pot checks include routine visits
the group. home on 1 1/19/1.3 from 6.4.0 to the home. These are
AM untll 840 AM Durlng the entire Comp|eted to monitoring various
observation period client #4 stayed in tasks such as meals, medication
his bedroom with no interaction and/or fd”l'n'Strtat,'\;’n at]rr:ld aCt"ﬁ
. .. . reatment. Mon uali
meaningful activity. Clients #1, #2 and y quany
i - ’ assurance checks are also
#3 sat in the living room area with no completed to document overall
meaningful activity. Group Home monitoring of the home,
Trainers (GHT) #3, #4 and #5 would programming and treatments.
walk into the rooms and check on clients
#1, #2, #3 and #4, but did not offer any
meaningful activity. Clients #1, #2 and
#3 did not communicate in their home in
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that they were non-verbal. At 7:12
A.M., DSP #3 began administering
clients #1, #2 and #4's prescribed
medications. DSP #3 popped out each
of the clients' medications and fed them
in applesauce to each client. No
medication, training and communication
objectives were implemented during the
observation period.

A review of client #1's record was
conducted on 12/6/13 at 5:15 P.