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 W0000This visit was for a fundamental 

recertification and state licensure survey.

Survey Dates: February 27, 28, March 1, 

2012

Facility number: 000883

Provider number: 15G369

Aim number: 100244300

Surveyor: Mark Ficklin, Medical 

Surveyor III

This deficiency also reflects state findings 

in accordance with 460 IAC 9.

Quality Review completed 3/9/12 by Ruth 

Shackelford, 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.

After client #1 had a choking 

incident, the IDT met and 

determined that until her swallow 

study was completed; she would 

need all of her food to be cut up. 

Client # 1 had a swallow study 

completed 12-1-2011 and the 

Primary Care Physician 

determined based on those 

results that her diet would not 

need to be changed and that she 

could go back to a regular diet, 

but still with her current aspiration 

protocol in place. See attachment 

1. Ongoing, Home Manager 

and/or Program Director will 

complete 2 weekly meal time 

observations to ensure that all 

staff are following Client # 1’s 

aspiration protocol as it is written, 

and also to ensure that no further 

recommendations are needed. 

Completion Date: March 31, 2012 

Responsible Party: Home 

Manager and Program Director 

03/31/2012  12:00:00AMW0249Based on observation, record review, and 

interview, the facility failed for 1 of 4 

sampled clients (#1) to ensure the client's 

dining training program was implemented 

when opportunities were present.

Findings include:

An observation at the group home was 

done on 2/27/12 from 4:08p.m. to 

6:09p.m. At 5:21p.m., client #1 was 

served her supper. Client #1 did not eat 

her garlic bread which was served as a 

whole piece, not cut up.             

The record of client #1 was reviewed on 

2/28/12 at 11:18a.m. Client #1's 11/16/11 

"staff meeting notes" indicated client #1 

was to receive her food cut up.   

Interview of staff #1 on 2/28/12 at 

1:34p.m. indicated client #1's dietary 

program (food cut up) should have been 

implemented at all opportunities.    

9-3-4(a)  
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