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 W000000This visit was for a fundamental 

recertification and state licensure survey.

Dates of Survey:  November 18, 20, 21 

and  25, 2013.    

Provider Number: 15G202

Aims Number: 100243240

Facility Number:  000732

Surveyor: Mark Ficklin, QIDP 

               

This deficiency also reflects state findings 

in accordance with 460 IAC 9.

Quality review completed November 27, 

2013 by Dotty Walton, QIDP.
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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 Plan of Correction:  Staff 

will be retrained on implementing 

training objective when the 

opportunities are present. Staff 

will be retrained on the 

importance of continuous active 

treatment and programming 

implementation. Preventive 

Action:  Staff will be retrained on 

implementing training objective 

when the opportunities are 

present. Staff will be retrained on 

the importance of continuous 

active treatment and 

programming implementation. 

Monitoring:  Managers will be in 

the home at least 3xs a week 

when individuals are present to 

ensure that all programming 

needs are being implemented. 

They will also ensure that active 

treatment including all objectives 

is ongoing. Responsible Party: 

 Manager, Assistant Coordinator 

Date to be completed:  December 

25, 2013

12/25/2013  12:00:00AMW000249Based on observation, record review, and 

interview, the facility failed for 2 of 4 

sampled clients (#1, #2), to ensure the 

clients' medication and hygiene training 

programs were implemented when 

opportunities were present.

Findings include:

An observation at the group home was 

done on 11/21/13 from 5:23a.m. to 

7:00a.m. Client #2 received his 

medication at 5:42a.m. Client #2 received 

the medication, Klonopin (behaviors), 

during the medication pass. Client #2 was 

not prompted to identify any side effects 

of his medications.              

An observation was done at the group 

home on 11/20/13 from 3:52p.m. to 

6:05p.m. Client #1 had dinner at 5:15p.m. 

Client #1 coughed several times while at 

the dining room table. Client #1 did not 

cover his mouth when he coughed at the 

dining room table. Staff #4 was seated 

next to client #1 and did not prompt client 
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#1 to cover his mouth and/or use a tissue.               

The record of client #1 was reviewed on 

11/25/13 at 1:16p.m. Client #1's 8/1/13 

individual program plan (IPP) indicated 

client #1 had a training program to use a 

tissue, as needed, to cover his mouth 

when coughing.   

The record of client #2 was reviewed on 

11/25/13 at 11:27a.m. Client #2's 8/1/13 

IPP indicated client #2's medication 

training program was to identify two side 

effects of Klonopin.   

Interview of staff #1 on 11/25/13 at 

2:25p.m. indicated client #1 (hygiene) and 

#2's (medication) training programs 

should have been implemented at all 

opportunities.   

9-3-4(a)  
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