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 W0000This visit was for investigation of 

Complaint #IN00105361.

This visit was in conjunction with a post 

certification revisit to the recertification 

and state licensure survey completed on 

February 17, 2012.  

Complaint #IN00105361 - Substantiated.  

No deficiencies related to the allegation(s) 

are cited.

Unrelated Deficiency cited at W249. 

Survey Dates:  April 10 and 13, 2012

Facility Number:  001206

Provider Number:  15G633

AIM Number:  100240180

Surveyor:  Jo Anna Scott, Medical 

Surveyor III

This deficiency also reflects state findings 

in accordance with 460 IAC 9.

Quality review completed on April 20, 

2012 by Dotty Walton, 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.

 

W249:  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.

 

Corrective action:

·        Staff have been 

inserviced on Client D’s 

dining plan and securing 

drinks o the counter 

(Attachment A).

 

How we will identify 

others:

     Program Coordinators 

will review workshop client 

04/30/2012  12:00:00AMW0249Based on observation, record review and 

interview for 1 of  4 sampled clients 

(client D), the facility failed to ensure the 

staff at the workshop followed the 

recommended thickened liquids in the 

dining order.

Findings include:

The observation at the workshop (facility 

operated) was conducted on 4/10/12 from 

10:45 AM to 12:30 PM.  Client D was 

walking around the dining room area.  

Staff #3, Workshop director, indicated 

lunch was served at three different times 

and client D had already had his lunch.  

Staff #3 indicated client D liked to stay in 

the dining area while the other groups had 

their lunch.  There were three tables with 

1 staff at each table assisting the last 

group with their lunches at 11:40 AM.  

Client D walked up to the counter, picked 

up a coke can and started drinking out of 

the can.  Staff #5, sitting at a table, saw 

client D, got up, and took the can from 

client D and put it back on the counter.  
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dining plans to ensure that 

workshop staff have been 

inserviced on dining plans 

and the need to secure 

unthickened liquids.

 

Measures to be put in 

place:

     Protocol for unthickened 

liquids has been 

implemented and inserviced 

(Attachment A).

 

Monitoring of Corrective 

Action:

    Director of Workshop, 

Training Coordinator will 

review staff training to 

ensure that all staff have 

received training Liquid 

Protocol..

 

Completion Date:  4-30-12

 

Staff #5 handed client 

D a sippy cup and stated "here, this is 

what you are supposed to drink."  Staff #5 

sat back down at the table and client D 

took a drink out of his cup.  Client D 

turned back to the counter and picked up 

the can again and turned it up.  Staff #5 

again got up and took the can away and 

put it inside a cabinet.  Staff #5 indicated 

client D had to be watched closely to keep 

him from eating and drinking something 

he wasn't suppose to have.

Review of the Medical Administration 

Record at 5:00 PM dated April 1 through 

April 30 indicated client D was to have 

honey thickened liquids and a pureed diet.

Interview with staff #3 on 4/10/12 at 

11:55 AM indicated client D was to have 

thickened liquids.  Interview with staff 

#1, Administrator, on 4/13/12 at 11:30 

AM indicated client D should not have 

had access to coke cans.  Staff #1 

indicated the cans should not be left open 

on the counter for the clients to drink out 

of.

9-3-4(a)     
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